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of Ndoki, an evil 
spirit which causes | 
disease. Wish-pro- 
jection "causes" 
illness when a nail B 

is driven into the EB 
statue. Also used to EB 
"drive out" an illness. 
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Mask: Represents the 
spirit of the underworld. 
Used by the Ekpo male 
society, which honors 

« dead ancestors and en- 
forces the law. Anang 

` Ibibio, Nigeria. 
Objects from the collec- 
tion of the Segy Gallery, 
New York City. 
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© Basic tool of 
Western psychiatry © 


Y 


- ,' Tablets: 25 mg. of the HC] 


e Ihorazine' controls psychotic symptoms 


e Especially useful in agitated, violent or 
anxious schizophrenic patients 


* Unsurpassed clinical experience 


e 18 dosage forms and strengths 


` . . * * 
DU i prescribing, see complete prescribing 
"fmation in SK&F literature or PDR. The 
bwing is a brief summary. 
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Indications 

j Based on a review of this drug by the 

| National Academy of Sciences — 
National Research Council and/or other 
information, FDA has classified the 
indications as follows: 






Effective: For the management of mani- 
stations of psychotic disorders. For 
ontrol of the manifestations of manic- 
depressive illness (manic phase). 


Led 


Probably effective: For the control of 
; moderate to severe agitation, hyper- 
activity or aggressiveness in disturbed 
children. 
Possibly effective: For control of ex- 
cessive anxiety, tension and agitation as 
seen in neuroses. 








\. Final classification of the less-than- 
effective indications requires further 
investigation. 








-Contraindications: Comatose states, presence 
large amounts of C. N.S. depressants, or 


ne marrow depression. 
mings: Avoid using in patients hyper- 


ive (e.g., blood dyscrasia, jaundice) to 
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any phenothiazine. Caution patients about 
activities requiring alertness (e.g., operating 
vehicles or machinery) especially during the 
first few days ' therapy. Avoid concomitant use 
with alcohol. May counteract antihyper- 
tensive effect of guanethidine and related 
compounds. 

Use in pregnancy only when essential. There 
are reported instances of jaundice or pro- 
longed extrapyramidal signs in newborn 
whose mothers had received chlorpromazine. 
Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. 
Due to cough reflex suppression, aspiration 
of vomitus is possible. May prolong or in- 


tensify the action of C.N.S. depressants, organo- 


phosphorus insecticides, heat, atropine and 
related drugs. (Reduce dosage of concomitant 
C.N.S. depressants.) Anticonvulsant action of 
barbiturates is not intensified. Antiemetic 
effect may mask signs of toxic drug overdosage 
or physical disorders. Discontinue high-dose, 
long-term therapy gradually. 

Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of 

drug therapy. 

Adverse Reactions: Drowsiness, cholestatic 
Jaundice, agranulocytosis, eosinophilia, leu- 
kopenia, hemolytic anemia, thrombocytopenic 


- Thorazine 


. "^ Chlorpromazine 


purpura and pancytopenia; postural hypo- 
tension, tachycardia, fainting, dizziness and, 
occasionally, a shock-like condition; reversal 
of epinephrine effects; EKG changes have 
been reported, but relationship to mvocardia 
damage isnot confirmed; neuromuscular (ext 
pyramidal) reactions; pseudo-parkinsonism, 
motor restlessness, dystonias, persistent tardi: 
dyskinesia, hyperreflexia i in the newborn; 
psychotic symptoms, catatonic-like states, 
cerebral edema; convulsive seizures; abnor- 
mality of the cerebrospinal fluid proteins; 
urticarial reactions and photosensitivity, 
exfoliative dermatitis, contact dermatitis; lact 
tion and breast engorgement (in females on 
large doses), false positive pregnancy tests, 
amenorrhea, gynecomastia; hyperglycemia, 
hypoglycemia, glycosuria; dry mouth, nasal 
congestion, constipation, adynamic ileus, 
urinary retention, miosis, mydriasis; after 
prolonged substantial doses, skin pigmenta- 
tion, epithelial keratopathy, lenticular and 
corneal deposits and pigmentary retinopathy. 
visual impairment; mild fever (after large I.M 
dosage); hyperpyrexia; increased appetite anc 
weight; a systemic lupus erythematosus-like 
syndrome; peripheral edema. 

NOTE: Sudden death in patients taking 
phenothiazines (apparently due to cardiac 
arrest or asphyxia due to failure of cough 
reflex) has been reported, but no causal 
relationship has been established. 


Supplied: Tablets, 10 mg., 25 mg., 50 mg., 

100 mg. and 200 mg., in bottles of 100; in Single 
Unit Packages of 100 (intended for institutional 
use only). Spansule* capsules, 30 mg., 75 mg., 
150 mg., 200 mg. and 300 mg., in bottles of 50; 
in Single Unit Packages of 100 (intended for 
institutional use only). Injection, 25 mg./ml.; 
Syrup, 10 mg./5 ml.; Suppositories, 25 mg. and 
100 mg.; Concentrate (intended for institutional 
use only), 30 mg./ml. and 100 mg./ml. 


SISSF 


Smith Kline & French Laboratories 


Division of SmithKline Corporation 
Philadelphia, Pa. 19101 
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Comprehensive Textbook of Psychiatry-I] (CTP-11), founded upon the 
tradition and matrix of its predecessor, incorporates eight 
years of advances in psychiatry and the burgeoning evidence of 
disturbed human behavior in modern society. The distinct pattern 
of American life is thereby revealed as the unique impetus to 
psychiatric growth, with a number of other disciolines aiding 
in this progress. All 52 major areas of discussion in this edition 
are revised and updated, all recognized orientations are presented 
for evaluation, and significant additions appear in the sections 
treating human sexuality, schizophrenia, the behavioral sci- 
ences, neuroses, and psychiatry in contemporary life (among 
others). Because of this pluralistic, comprehensive approach, no 
other book equals CTP-II in scope, in either amount of subject 
material covered or actual physical size. No other book so 
accurately portrays the nature of psychiatry today—and points 
the way to future growth. No other book so positively fosters 
professional competence. Comprehensive Textbook of Psychiatry-l l 
stands alone in its field. 


1975 / 3000 pages (2 volumes) / 471 illustrations / $65.00 
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thors of numbered papers presented at the Association’s annual 
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retary of the session or notify the secretary that the manuscript 
will be sent to the Journal office later. 

All numbered annual meeting papers become the property of 
the Journal although, due to space limitations, fewer than half 
can be published in the Journal. Release of a manuscript for 
publication elsewhere must be secured from the Editor. 

Communications about a manuscript, by letter or telephone 
(202-232-7878), should include reference to the manuscript 
number. In the case of annual meeting papers, this is the num- 
ber carried in the program booklet; in the case of other manu- 
scripts, it is the number noted in the letter acknowledging 
receipt of the manuscript. 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the under- 
standing that they represent original material and that they are 
not being considered for publication elsewhere. Once a paper 
has been published in the Journal, which is a copyrighted publi- 
cation, the legal ownership of all parts of the paper, including 
any illustrations, passes from the author to the Journal. If an in- 
dividual or organization wishes to reprint material published in 
the Journal, written permission must first be secured from the 
Editor or Managing Editor. 

Manuscripts are accepted on condition that the Editor be 
given the right to make revisions aimed at greater conciseness 
and clarity and to bring the manuscript into conformity with 
Journal style regarding capitalization, punctuation, etc. 

The Journal does not hold itself responsible for statements 
made by contributors. Unless so stated, material in the Journal 
does not reflect the official attitude or position of the American 
Psychiatric Association or of the Journal's Editorial Board. 
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Length. As a general rule the manuscript of a regular article 
should not exceed 10-12 typed pages, unless a special arrange- 
ment has been made with the Editor; Brief Communications 
should not exceed eight typed pages. Letters to the Editor 
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Author identification. The authors’ affiliations and position 
titles should be provided and an address and telephone number 
given for the first-named author or the co-author who has been 
designated to handle the galley proofs and reprint requests. The 
number of authors should preferably not exceed four, with 
other collaborators being acknowledged in a footnote. 


| Precis. A brief precis is included at the beginning of each ar- 
ticle: 60-100 words for regular articles, 40-60 words for Brief 
Communications. The author may prepare the precis himself or 
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ask that the Journal staff prepare it, in which case the author 
may make any necessary changes on the galley proofs. 


Informed consent. Manuscripts that report the results of ex- 
perimental investigation on human subjects must include a 
statement to the effect that informed consent was obtained affer 
the nature of the procedure had been fully explained. 


References. References should be typed double-spaced on a 
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script. They should be arranged according to their order of ap- 
pearance in the text, where they should be indicated by numbers 
in parentheses. Reference citations should be restricted to 
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Tables and figures. Titles and headings of any tables and fig- 
ures should be sufficiently clear that the meaning of the data is 
understandable without reference to the text. See recent issues 
of the Journal for the general requirements of style. 

Each table should be typed on a separate sheet, attached at 
the end of the manuscript. The data should be arranged so that 
columns of like material read down, not across. 

A complete set of figures, preferably in the form of glossy 
prints, should accompany each of the two copies of the manu- 
script. Most figures will be reduced to about 3' + inches in width, 
the column width of the Journal. all elements of a figure should 
be prepared to withstand this reduction. Graphs should be fin- 
ished drawings not requiring further artwork. Authors are 
urged to engage the services of a professional in the preparation 
of figures. Authors may be required to meet the costs of any fur- 
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Galley proofs will be sent to the first-named author for cor- 
rections after the paper has been scheduled for publication; 
prompt return (preferably within 48 hours of receipt) is neces- 
sary to ensure publication in the assigned month. If an author 
expects to be away from his office for a long period of time after 
he has received the acceptance letter, he should inform the Jour- 
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No reprints are furnished gratis. An order form for repwints 
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For single-dose therapy in 
depression when the dosage is 
established. 


e simple enough dosage regimen 
to help avoid missed doses. 


e provides a full range of single 


daily dosage strengths, including 
the 75- and 150-mg. capsules.” 


JS 








Tofranil-PM 


imipramine pamoate 


In depression: 


One capsule lasts from 
bedtime to bedtime. 


e as effective as divided daily 
doses. 


e the 150-mg. capsule may be 
the most effective daily dose for 
many patients. 


e saves time and cost of dosage 
administration in the hospital. 


Please read the prescribing in- 
formation for details of usage, 
precautions, warnings, contra- 
indications, adverse experiences, 
and dosage recommendations. 
A summary of this information 
appears on the back of this page. 


"Also available in capsules of 100 and 
125 mg. Each capsule contains imipra- 
mine pamoate equivalent to 150, 125, 
100 or 75 mg. of imipramine hydro- 
chloride. 





Tofranil-PM' 


imipramine pamoate 


Geigy 


Capsules" of 150, 125, 100 and 75 mg. 


In depression: One capsule lasts from 
bedtime to bedtime. 


Tofranii-P M? 

brand of imipramine pamoate 

Tofranii? 

brand of imipramine hydrochloride USP 


Indications: For the relief of symptoms of 
depression. Endogenous depression is more 
likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 

monoamine oxidase inhibiting compounds is 

contraindicated. Hyperpyretic crises or severe 
convulsive seizures may occur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be serious, or even 
fatal. When it is desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
receiving a monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. 

Initial dosage should be low and increases 

should be gradual and cautiously prescribed. 

The drug is contraindicated during the acute 

recovery period after a myocardial infarction. 

Patients with a known hypersensitivity to this 

compound should not be given the drug. The 

possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of 

imipramine during pregnancy and lactation 

has not been established; therefore, in admin- 
‘istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazards. Animal repro- 
duction studies have yielded inconciusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, buta causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

“patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial infarction, 
strokes and tachycardia; 

-—patients with increased intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drug's anticholinergic properties; 

-hyperthyroid patients or those on thyroid 
medication because of the possibility of 
cardiovascular toxicity; 

— patients with a history of seizure disorder 
because this drug has been shown to lower 
the seizure threshold; 

— patients receiving guanethidine or similar 
agents since imipramine may block the 
pharmacologic effects of these drugs. 

Usage in Children: Pending evaluation of re- 

sults from clinical trials in children, Tofranil, 

brand of imipramine hydrochioride, is not 
recommended for treatment of depression in 
patients under twelve years of age. 

Tofranil-PM, brand of imipramine pamoate, 

should not beused in children of any age 

because of the increased potential for acute 
overdosage due to the high unit potency 

(75 mg., 100 mg., 125 mg. and 150 mg.). Each 

capsule contains imipramine pamoate equiva- 

lent to 75 ma., 100 mg., 125 mg. or 150 mg. - 
imipramine hydrochloride. 

Since imipramine may impair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
operating an automokile or machinery, the 


patient should be cautioned accordingly. 
Precautions: it should be kept in mind that 
the possibility of suicide in seriously de- 
pressed patients is inherent in the illness and 
may persist until significant remission occurs. | 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feasible. 


Hypomanic or manic episodes may occur, 


particularly in patients with cyclic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. !f needed, Tofranil, brand of 
imipramine hydrochloride, may be resumed in 
lower dosage when these episodes are re- 
lieved. Administration of a tranquilizer may be 
useful in controlling such episodes. 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine. 

In occasional susceptible patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents) in addition, the 
atropine-like effects may become more pro- 
nounced (e.g., paralytic ileus). Close super- 
vision and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin}, since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
levels have been reported. 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, falls. 
Psychiatric: Confusional states (especially in 
the elderly) with hallucinations, disorienta- 
tion, delusions; anxiety, restlessness, agita- 
tion; insomnia and nightmares; hypomania; 
exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthe- 
sias of extremities; incoordination, ataxia, 
tremors; peripheral neuropathy; extrapyram- 
idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, asso- 
ciated sublinguai adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention, 
delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itech- 
ing, photosensitization (avoid excessive expo- 
sure to sunlight}; edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. ` 

Hematologic: Bone marrow depression includ- 
ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression. 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency; | 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. | . 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil, brand of imipramine hydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 


: Once-a-day maintenance dosage can be pro- 


vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible. 

How Supplied: Tofranil, brand of imipramine . 
hydrochloride: Round tablets of 25 and 

50 mg.; triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg. in 2 cc. for I.M. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75,100,125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For compiete details, including dosage and 
administration, please refer to the ful! pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 


*Each capsule contains imipramine pamoate equivalent to 150, 125, 100 or 75 mg. of imipramine hydrochloride. " 






ad 
THE NA TIONAL 
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NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 Ibs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
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Everything you ever - 
wanted to know 
about BIOFEEDBACK 


but were afraid to ask your patient. 


Your patients have seen a lot of news about the “Miracles 
of Biofeedback,”’ lately. If the exaggerated claims have 
made ycu skeptical, Bio-Feedback Technology would 
like to hear from you. 


We do everything possible to see that reliable data on 
biofeedback is available to the medical community. We 
publish The Journal of Bio-Feedback; doctors are referred 
to colleagues of mutual interest, nationwide; we 
participate in seminars and workshops, on a 

non-profit basis. 


Thousands of patients could be helped with biofeedback, 
if their doctors would try it. Will you examine the 
evidence? You may find applications in your practice. 


Call 714 - 537-3800 for a demonstration of our 
instrumentation or write for basic literature. Case 
studies are also available — please specify type of 
application in which you are interested. 


Bio-Feedback Technology 
Br Dept. A8 * 10592 Trask Avenue 
Garden Grove, CA 92643 





The August 1975 issue of 


The American Journal of Psychiatry 


will feature 


e Mardi J. Horowitz on A Cognitive Model of 


Hallucinations 


e Dangerousness and Emergency Commitment: 
Opinion and Comment by Michael A. Peszke 
and Alan A. Stone 





Confirmed in psychiatric patients: 
the effectiveness of 


Dalmane for insomnia 
(flurazepam HUI) 


In a double-blind study ^" among 49 


psychiatric patients with insomnia... 


The effectiveness of Dalmane (flurazepam HCl) was 
measured against matching placebo in an 8-night standard 
clinical hospital study!” One baseline night without medi- 
cation was followed by 7 treatment nights. Patients were 
randomly assigned to either Dalmane 30 mg or placebo for 
the treatment period; 26 received Dalmane, 23 placebo. 


Dalmane (flurazepam HCl) proved 
superior to placebo in inducing and 
maintaining sleep, reducing number 


of nighttime awakenings” 


On average, compared to baseline values, 
Dalmane 30 mg h.s. reduced sleep induction 
time by 27%, while placebo was ineffective. 
Sleep duration increased 11.5% with Dalmane, 
only 4% with placebo, on average. Number of 
nighttime awakenings decreased more 
among Dalmane patients. 
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And subjectively, by the 


patients’ own estimates... 


The consensus of patients’ daily pre- 
and postsleep questionnaires was that 
Dalmane, measured against baseline, 
induced sleep 21 minutes sooner, extended 
sleep by 1.4 hours, reduced number of 
nighttime awakenings.” 


Objectively, according to 
monitors who observed patients 


at regular intervals... 

Using the most objective form of obser- 
vation found outside the sleep research 
laboratory, monitors obtained the data 
(see chart) by completing bed-check 
reports every 15 minutes during the first 
hour after drug administration; every 
30 minutes thereafter 


SUMMARY OF OBJECTIVE RESULTS'- 


in a study involving 49 psychiatric patients (% average improvement over baseline) 


SLEEP DURATION TIME 


SLEEP INDUCTION TIME 
27% 


Dalmane 
[J (flurazepam HCI) 
30 mg 


[ ] Placebo 


baseline 
values 


Dalmane 





-**Dalmane (flurazepam HCI) 
pis: enerally well tolerated, 


- seldom causes morning ( f 


“hang-over” 

Dalmane is relatively safe. No physical 
or psychological dependence has been 
reported; observe usual precautions when 
prescribing for depressed patients or 
those who may increase dosage on their 
own. Initiating dosage with 15 mg in 
the elderly and debilitated is recommended 
to help preclude oversedation, dizziness 
or ataxia. Before prescribing, weigh poten- 
tial benefits against possible risks. 


Please see following page for a summary of product information. 








One 15-mg capsule h.s.— initial dosage for 
3 Reduces sleep induction time 


One 30-mg capsule h.s.— usual adult dosage 

(15 mg may suffice in some patients). 

elderly or debilitated patients. 

when medication is 

indicated for insomnia 

3 Reduces nighttime awakenings 

3 Prolongs total sleep time with a 
single h.s. dose 
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€ © Effectiveness 
Ví". confirmed in 
psychiatric patients 


with insomnia 








Dalmane when medication is 


(flurazepam HCl) indicated for insomnia 





o Reduces sleep induction time 

o Reduces nighttime 
awakenings 

o Prolongs total sleep time 
witha single h.s. dose 


Before prescribing Dalmane (flurazepam 
HCI), please consult complete product 
information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 
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Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 
on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 


slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 


Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 

30 mg flurazepam HCI. 


REFERENCES: 

|. Jacobson A, et al: Psychophysiology 
7:345, Sep 1970 

2. Data on file, Medical Department, 
Hoffmann-La Roche Inc., Nutley NJ 


(mat) 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley New Jersey O7110 


the FAIR OAKS HOSPITAL 
Beaumont anc 


h ADOLESCENT UNIT 
C ool Summit, N. J. 07901 (201) 277-0143 
Liberty, NY. 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


A residential program for the child with learning 
disabilities, adjustment or perceptual problems. SERGIO D. ESTRADA, M.D., Medical Director 
Ungraded remedial & developmental program. 
OSCAR ROZETT, M.D., Medical Administrator 
During the summer months a full residential 
camp program is offered which also includes 
children not at the Beaumont School. 


GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


. Limited Enrollment . . . Small Classes 


For enrollment contact: Dr. G. Burday 
Beaumont School, Dept. 4, Liberty, N.Y. 12754 
Telephone: (914) 292-6430 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


Tuition reinbursement assistance for 
parents under N.Y. State, Conn., and 
New Jersey Education Acts. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 


‘ive Separate 


ive separate campuses providing THE OAKS- intensive residential 
53 . individually prescribed programs of psychiatric treatment for emotionally 
= care, education, treatment and train- ^ disturbed children and adolescents SCHOOLS/PO E 
mA for children, adolescents and to 16 years of age. Coeducational, 


A 


; .. adults with learning disabilities, neu- ^ Austin. 


A > 5-0 


: . rological impairment, mental retar- 


 dation or emotional disturbance. Brown Hall -90 ACRES- heil dal 


psychiatric treatment and trai ing 


i Advantage: the availability of a large 
tr and experienced staff, ex- 
anging ideas and insights in a com- 
opr rehensive program of supportive 
| ironment and individualized 


jvai 08 geographically sepa- 
ated to provide the proper residen- 
- tial milieu . . yet near enough to 
. benefi from the combined training 
anc Ine of a wide range of 


for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 





MBD Case History *1 


... a difficult child, a distraught mother 
Medical diagnosis: MBD 





Robert Boynton,* second of 
five children, born October 7, 
1963. Normal pregnancy and 
delivery. ! 

From the age of 3, Robert's 
mother found him *hard to 
handle,” “wilder” than his 
brothers and sisters. ! * 

At age 6, after an "ex- 
tremely difficult" experience in 
kindergarten, Robert was re- 
ferred to a pediatric neurologist. 
The examination and later 
psychological testing revealed 
a host of the neurologic “soft 
signs,” plus an abnormal EEG. 

The diagnosis: average 
intelligence, but multiple signs 
of an underlying organic dys- 
function.! 

At age 7, Robert was placed 
in a special first-grade class 
called an *extended readiness 
program." ! n | 

Later that year, her child's 
continued problems at school 
and at home made Robert's 
mother “increasingly desperate" 
for help. 





An MBD child on the road to maturity... 


a 
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1974 ...a regular fourth-grader, 
accepted at home 22 


In the opinion of the physician, methylphenidate 
(Ritalin) was called for to help the child over the obsta- 
cles of hyperactivity. So he initiated a trial of the drug, 
which was then implemented on school days only. ! 

The improvement in classroom perform- 
ance and behavior was *prompt and dra- 
matic." Robert's teacher could *scarcely be- 
lieve" that he was the same child. ! 

For the past 4 years (as of April 1974), 
Robert has been maintained on 15 mg 
peethylphenidate daily during school 
periods. During the summer he attends 
day camp and is not on medication. He 
is in a regular fourth-grade class, and 
behavioral problems at home have 
lessened. Robert's parents now find 
it much easier to accept their son. ! 
*Note: In this presentation, clini- 
cal material has been used factu- 
ally with the permission of the physi- 
cian. However, identities have been con- 
cealed and names changed. 
















How other children with MBD can benefit 
from methylphenidate therapy 

Of course, medication is not indicated for all 

IBD children; nor will all such children respond 
to drug therapy. 

However, when pharmacotherapy is clearly 
indicated, the use of a widely successful drug such 
as Ritalin (methylphenidate) may prove to be a significant dementi in many 
complete remedial programs. 

Over a decade of controlled studies has under lined the beneficial effects of 
Ritalin in producing improved behavior ratings,” 3 better motor coordination, 74 
and cognition and learning.®* Indeed, it is currently the drug of choice in many 
MBD situations.’ 

And side effects with Ritalin have occurred less frequently than with other 
stimulant drugs. 46:7 

Dosage should be periodically interrupted in the presence of improved motor 
coordination and behavior. These interruptions often reveal that the child’s 
behavior shows some “stabilization” even without chemotherapy, permitting a 

duction in dosage and gradual elimination of drug therapy. 

Of course, Ritalin is not indicated for childhood personality and behavioral 
disorders not associated with medical diagnosis of MBD. 


For brief prescribing information, please see following page. 
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Rit all (methylphenidate) 


can help when medication is indicated CIBA 


^ 
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` (methylphenidate) 


Only when medication / 
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Ritalin 





is indicated 


Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as ad- 
junctive therapy to other remedial measures 
(psychological, educational, social) 

Special Diagnostic Considerations 
Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diag- 
nostic test. Adequate diagnosis requires the use 
not only of medical but of special psychological, 
educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, dis- 
tractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neuro- 
logical signs and abnormal EEG. Learning may 
or may not be impaired. The diagnosis of MBD 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these characteristics. 
Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary to 
environmental factors and/or primary psychiatric 
disorders, including psychosis. Appropriate edu- 
cational placement is essential and psycho- 
social intervention is generally necessary. When 
remedial measures alone are insufficient, the 
decision to prescribe stimulant medication will 
depend upon the physician’s assessment of the 
chronicity and severity of the child's symptoms. 


CONTRAINDICATIONS 
Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also con- 
traindicated in patients known to be hypersensi- 
tive to the drug and in patients with glaucoma. 


WARNINGS 

Ritalin should not be used in children under 

six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. Although 
a causal relationship has not been established, 
suppression of growth (je, weight gain and/or 
height) has been reported with long-term use of 
stimulants in children. Therefore, children re- 
quiring long-term therapy should be carefully 
monitored. 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in ab- | 
sence of seizures. Safe concomitant use of anti- 
convulsants and Ritalin has not been established. 
If seizures occur, Ritalin should be discontinued. 
Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all pene taking Ritalin, 
especially those with hypertension. 


ERREA A 







Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the . 
metabolism of coumarin anticoagulants, anti- 
convulsants (phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricyclic anti- 
depressants (imipramine, desipramine). Down- 
ward dosage adjustments of these drugs may be 
required when given concomitantly with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to estab- 
lish safe use of Ritalin during pregnancy have 
not been conducted. Therefore, until more infor- 
mation is available, Ritalin should not be pre- 
scribed for women of childbearing age unless, 
in the opinion of the physician, the potential 
benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or alco- 
holism, because such patients may in- 
crease dosage on their own initiative. 
Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be un- 
masked. Long-term follow-up may be re- 
quired because of the patient's basic 
personality disturbances. 





PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; ab- 
dominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. Al- 
though a definite causal relationship has not been 
established, the following have been reported 

in patients taking this drug: leukopenia and/or 
anemia; a few instances of scalp hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over) 





Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 
mg weekly. Daily dosage above 60 mg is not 
recommended. If improvement is not observed 
after appropriate dosage adjustment over a one- 
month period, the drug should be discontinued. 
If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or, if 
necessary, discontinue the drug. 

Ritalin should be periodically discontinued to 
assess the child's condition. Improvement may 
be sustained when the drug is either temporarily 
or permanently discontinued. 

Drug treatment should not and need not be 
indefinite and usually may be discontinued aft 
puberty. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 


References: 

1. Files of Medical Research Department, CIBA 
Pharmaceutical Company, Summit, New Jersey. 
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4. Conners CK: J Learning Disabil 4:476-483, 
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5. Charlton MH: NY State J Med 16:2058-2060, 
1972 


6. Paine RS: Pediatr Clin North Am 15:779-800, 
1968. 
7. Conners CK: Pediatrics 49:702-708, 1972. 
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LOXITANE Loxapine is the product of a decade of research 
and clinical evaluation by Lederle Laboratories. A non- 
phenothiazine, LOXITANE is also chemically distinct from the 
thioxanthenes and the butyrophenones. LOXITANE is a 
dibenzoxazepine, representing a new subclass of tricyclic 
antipsychotic agents. 














A program of 31 studies! by T F. eG ades xd. 
; : s | Oo» oO Ow OG A ae oS o LAE 
18 investigators included 11 controlled Tvpes o od 9 oS IO oS 
; : y seo CVG a OSE VA OD 
studies in 441 adult patients to deter- ; n 
mine the efficacy of loxapine by com- Acute Schizophrenic 5 98 70 2/7 
paring it with two reference agents, Chronic Schizophrenict 6 123 39 84 dm 
chlorpromazine and trifluoperazine — 
Totals 11 221 109 111 
* Studies carried out with newly admitted patients with acute schizophrer Sympton 
rStudies carried out with patients resident in psychiatric waras for atleast a year 


In each study, psychiatric and behavioral symptoms were 
assessed, using the Brief Psychiatric Rating Scale (BPRS) and 
the Nurses' Observation Scale for Inpatient Evaluation 
(NOSIE), and response was measured by statistical analysis 
comparing symptom severity before and after treatment. 
Periods of treatment varied according to the clinical situation. 
The controlled studies demonstrated the efficacy of LOXITANE 
and the two reference agents. : 
To provide an overview of the results in all controlled studies, 
data derived from the statistical analyses of each study were 
combined to show overall results in the 5 studies of acute 
patients, and overall results in the 6 studies of chronic pa- 
tients. Trends in the statistical analysis suggested superiority 
of LOXITANE in some types of symptomatology or in overall | 

p effectiveness. However, further testing and wider clinical 
experience will be dci bolas Lad confirmation. ] 


1. Data on file, Clinical Research Departrm t :derle Laboratories 
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A New Clinical 
Opportunity 


The graphs that follow demonstrate 
a substantial reduction in schizo- 
phrenic symptoms with LOXITANE 
as shown by the percent of Maxi- 
mum Possible Improvement* 
achieved in BPRS symptoms and 
symptom clusters. 

*Percent of Maximum Possible Improvement is the actua 
change from pretreatment base line to posttreatment for 


a given symptom as compared with Maximum Possible 
Improvement multiplied by 100% 
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SUBSTANTIALLY REDUCES 
THE SYMPTOMS OF 
SCHIZOPHRENIA 

Patients treated with LOXITANE Loxapine reached an average of 56% 

of Maximum Possible Improvement in 18 symptoms and symptom clusters 

100 PAS Symptoms | | BPRS Clusters 3 
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Severity of schizophrenic symptoms was appreciably reduced despite 
the typically lower responsiveness of the chronic patient 
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In 31 lona-ter: nae finding a ntrolled efficacy studies involving 469 patients 


&Æ ertain favorable trends were exhib- 
ited in the LOXITANE side effects 
profile, but these require further tests 
and broader clinical experience 

for confirmation 


No endocrine abnormalities have been reported with LOXITANE. 
Hepatotoxicity manifested by jaundice or biliary stasis has not 
been observed. Transient liver enzyme changes, however, have 
Deen reported, but it has not been determined whether they are 
related to LOXITANE administration. 


y.ithough a few cases of changes in ECG have been reported, 

a causal relationship to LOXITANE has not been established. 
Clinical experience with LOXITANE has not demonstrated ocular 
toxicity; however, the possibility of its occurrence cannot be 
ruled out at this time. Manifestations of adverse effects on the 
central nervous system other than extrapyramidal symptoms have 
Deen encountered infrequently, and drowsiness, when it occurs. 
IS usually mild and subsides with continued therapy. Skin rashes 
of uncertain etiology have been observed in a few patients 


BPRS Symptoms 

Somatic Concern (SOM) 
Anxiety (ANX) 

Emotional Withdrawal (EMD) 
Conceptual Disorganization 


.~ (CON) 


Guilt Feelings (GLT) 

Tension (TEN) 

Mannerisms (MAN) 
Grandiosity (GRA) 

Depressive Mood (DEP) 
Hostility (HOS) 

Suspiciousness (SUS) 
Hallucinatory Behavior (HAL) 
Motor Retardation (MOT) 
Uncooperativeness (UNC) f 
Unusual Thought (UNU) ( 
Blunted Affect (BLU) 
Excitement (EXC) 
Disorientation (DIS) 


BPRS Clusters 

Piepression (DEP) 

sace Disorder (THD) 
Anergia (ANE) 
Excitement-Disorientation (EXD) 


during the hot summer months; therefore the possibility of 
phototoxicity and/or photosensitivity cannot be excluded. . 


In general, LOXITANE presents a profile of extrapyramidal side 
effects similar to that of other agents used in the treatment of 
schizophrenia. Parkinson-like symptoms and akathisia are usually 
not severe and can be controlled by reduction in LOXITANE 
dosage or by administration of antiparkinson drugs. Dystonia 

and dyskinetic reactions, while less frequent, may be more 
severe and may require reduction or temporary withdrawal 

of LOXITANE dosage, as well as treatment with anticholinergic 
agents. As with all antipsychotic agents, tardive dyskinesia may 
appear in some patients on long-term therapy or after drug 
therapy has been discontinued. It is suggested that treatment with 
any antipsychotic agent be suspended should this reaction occur. 


Cardiovascular effects such as hypotension, hypertension, light- 
headedness and syncope have been reported. Increased pulse 
rate has been reported in a majority of patients receiving anti- 
psychotic doses. Anticholinergic effects seen with LOXITANE 
include dry mouth, nasal congestion, constipation and blurred 
vision. 


See LOXITANE package insert for warnings and precautions and 
for more detailed information concerning side effects 
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A range of dosage forms to suit the 
patient's individual needs 

















Supplied 
Capsules 10 mg 25 mg 50 mg 
Green and | Green Two Green and 
Yellow | Tone Blue 
Recommended Daily Dosage 
Initial Dosage MILD MODERATE SEVERE 
10 mg b.i.d 10 mg t.i.d. or q.i.d 25 mg b.i.d 
First 7 to Increase dosage until psychotic symptoms are controlled 
10 Days Dosage should not exceed 250 mg/day 


Usual dosage during titration 50 to 150 mg/day 
———————— MÀ 
Maintenance Adjust to lowest effective level 
Dosage Usual maintenance dosage 60 to 100 mg/day 
Many patients are controlled with dosages as low as 20 
to 60 mg/day 
$e 
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FOR ORAL USE 


PRODUCT INFORMATION 

DESCRIPTION 

LOXITANE /oxapine, a dibenzoxazepine compound, 
represents a new subclass of tricyclic antipsychotic 
agent, chemically distinct from the thioxanthenes, 
butyrophenones, and phenothiazines. Chemically, it is 
2 - chloro - 11 - (4 - methyl - 1 - piperazinyl) dibenz [b.f] 
[1,4] oxazepine. It is present in capsules as the succinate 
salt. Each 1.36 mg of loxapine succinate is equivalent to 
1 rhg of loxapine. 


ACTIONS 

Pharmacologically, loxapine is a tranquilizer for which 
the exact mode of action has not been established. 
However, changes in the level of excitability of subcorti- 
cal inhibitory areas have been observed in several 
animal species in association with such manifestations 
of tranquilization as calming effects and suppression of 
aggressive behavior. 


In normal human volunteers, signs of sedation were seen 
within 20 to 30 minutes after administration, were most 
pronounced within 1'% to 3 hours, and lasted through 12 
hours. Similar timing of primary pharmacologic effects 
was seen in animals. 


Absorption of loxapine following oral or parenteral 
administration is virtually complete. The drug is removed 
rapidly from the plasma and distributed in tissues 
Animal studies suggest an initial preferential distribution 
in lungs, brain, spleen, heart, and kidney. Loxapine is 
metabolized extensively and is excreted mainly in the 
first 24 hours. Metabolites are excreted in the urine in the 
form of conjugates and in the feces unconjugated. 


INDICATIONS 
LOXITANE /oxapine succinate is indicated for the 
manifestations of schizophrenia 


CONTRAINDICATIONS 

LOXITANE is contraindicated in comatose or severe 
drug-induced depressed states (alcohol, barbiturates, 
narcotics, etc.) 


LOXITANE is contraindicated in individuals with known 
hypersensitivity to the drug. 


WARNINGS 

Usage in Pregnancy: Safe use of LOXITANE /oxapine 
succinate during pregnancy or lactation has not been 
established; therefore, its use in pregnancy, in nursing 
mothers, or in women of childbearing potential requires 
that the benefits of treatment be weighed against the 
possible«isks to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or 
dogs, although with the exception of one rabbit study, 
the highest dosage was only two times the maximum 
recommended human dose and in some studies they 
were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring of rats treated 
from midpregnancy with doses of 0.6 and 1.8 mg/kg. 
doses which approximate the usual human dose but 
which are considerably below the maximum recom- 
mended human dose. 


Usage in Children: Studies have not been performed in 
children; therefore this drug is not recommended for use 
in children below the age of 16. 


LOXITANE, like other tranquilizers, may impair mental 
and/or physical abilities, especially during the first 
few days of therapy. Therefore, ambulatory patients 
should be warned about activities requiring alertness 
(eg, operating vehicles or machinery), and about con- 
comitant use of alcohol and other CNS depressants 


PRECAUTIONS 

LOXITANE loxapine succinate should be used with 
extreme caution in patients with a history of convulsive 
disorders since it lowers the convulsive threshold. Sei- 
zures have been reported in epileptic patients receiving 
LOXITANE at antipsychotic dose levels, and may occur 
even with maintenance of routine anticonvulsant drug 
therapy. 


Loxapine has an antiemetic effect in animals. Since this 
effect may also occur in man, loxapine may mask signs 
of overdosage of toxic drugs and may obscure condi- 
tions such as intestinal obstruction and brain tumor. 


LOXITANE should be used with caution in patients with 
cardiovascular disease. Increased pulse rates have been 
reported in the majority of patients receiving anti- 
psychotic doses; transient hypotension has been re- 
ported. In the presence of severe hypotension requiring 
vasopressor therapy, the preferred drugs may be 
norepinephrine or angiotensin. Usual doses of 
epinephrine may be ineffective because of inhibition of 
its vasopressor effect by loxapine. 


The possibility of ocular toxicity from loxapine cannot be 
excluded at this time. Therefore, careful observation 
should be made for pigmentary retinopathy and lenticu- 
lar pigmentation since these have been observed in 
some patients receiving certain other antipsychotic 
drugs for prolonged periods. 


Because of possible anticholinergic action, the drug 
should be used cautiously in patients with glaucoma or a 
tendency to urinary retention, particularly with concomi- 
tant administration of anticholinergic-type antiparkinson 
medication. 


ADVERSE REACTIONS 

CNS Effects: Manifestations of adverse effects on the 
central nervous system, other than extrapyramidal 
effects, have been seen infrequently Drowsiness, usually 
mild, may occur at the beginning of therapy or when 
dosage is increased. 


It usually subsides with continued LOXITANE therapy. 
The incidence of sedation has been less than that of cer- 
tain aliphatic phenothiazines and slightly more than the 
piperazine phenothiazines. Dizziness, faintness, stagger- 
ing gait, muscle twitching, weakness, and confusional 
states have been reported. 


Extrapyramidal Reactions — Neuromuscular (extra- 
pyramidal) reactions during the administration of 
LOXITANE /oxapine succinate have been reported 
frequently, often during the first few days of treatment. 
In most patients, these reactions involved Parkinson- 
like symptoms such as tremor, rigidity, excessive 
salivation, and masked facies. Akathisia (motor 
restlessness) also has been reported relatively fre- 
quently. These symptoms are usually not severe and 
can be controlled by reduction of LOXITANE dosage 
or by administration of antiparkinson drugs in usual 
dosage. Dystonic and dyskinetic reactions have 
occurred less frequently, but may be more severe. 
Dystonias include spasms of muscles of the neck and 
face, tongue protrusion, and oculogyric movement. 
Dyskinetic reaction has been described in the form of 
choreo-athetoid movements. These reactions 
sometimes require reduction or temporary withdrawal 
of LOXITANE dosage in addition to appropriate coun- 
teractive drugs. 


Persistent Tardive Dyskinesia —As with all antipsychotic 
agents, tardive dyskinesia may appear in some patients 
on long-term therapy or may appear after drug therapy 
has been discontinued. The risk appears to be greater in 


A new chemical entity 
for the manifestations of 
schizophrenia 








Loxi 
LOXAPINE > 
SUCCINATE 








tane 


elderly patients on high-dose therapy, especially 
females. The symptoms are persistent and in some 
patients appear tobe irreversible. The syndromeischar- 
acterized by rhythmical involuntary movement of the 
tongue, face. mouth. or jaw (eg, protrusion of tongue, 
puffing of cheeks, puckering of mouth. chewing move- 
ments). Sometimes these may be accompanied by 
involuntary movements of extremities 


There is no known effective treatment for tardive 
dyskinesia; antiparkinson agents usually do not 
alleviate the symptoms of this syndrome. It is sug- 
gested that all antipsychotic agents be discontinued 
if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the 
agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an 
early sign of the syndrome, and if the medication is 
stopped at that time the syndrome may not develop. 


Cardiovascular Effects: Tachycardia, hypotension, 
hypertension, light-headedness, and syncope have been 
reported. 


A few cases of ECG changes similar to those seen with 
phenothiazines have been reported. It is not known 
whether these were related to loxapine administration. 


Skin: Dermatitis, edema (puffiness of face), pruritus, and 
seborrhea have been reported with loxapine. The 
possibility of photosensitivity and/or phototoxicity occur- 
ring has not been excluded; skin rashes of uncertain 
etiology have been observed in a few patients during hot 
summer months. 


Endocrine Effects: No endocrine abnormalities have 
been reported. 


Anticholinergic Effects: Dry mouth, nasal congestion, 
constipation, and blurred vision have occurred; these are 
more likely to occur with concomitant use of antiparkin- 
son agents. 


Other Adverse Reactions: Nausea, vomiting, weight 
gain, weight loss, dyspnea, ptosis, hyperpyrexia, flushed 
facies, headache, paresthesia, and polydipsia have been 
reported in some patients. 


DOSAGE AND ADMINISTRATION 

LOXITANE /oxapine succinate is administered orally 
usually in divided doses two to four times a day. Daily 
dosage (in terms of base equivalents) should be ad- 
justed to the individual patient's needs as assessed by 
the severity of symptoms and previous history of 
response to antipsychotic drugs. Initial dosage of 10 mg 
twice daily is recommended, although in severely dis- 
turbed patients initial dosage up to a total of 50 mg daily 
may be desirable. Dosage should then be increased 
fairly rapidly over the first seven to ten days until there is 
effective control of psychotic symptoms. The usual 
therapeutic and maintenance range is 60 mg to 100 mg 
daily. However, as with other antipsychotic drugs, some 
patients respond to lower dosage and others require 
higher dosage for optimal benefit. Daily dosage higher 
than 250 mg is not recommended. For maintenance 
therapy, dosage should be reduced to the lowest level 
compatible with symptom control; many patients have 
been maintained satisfactorily at dosages in the range of 
20 mg tc 60 mg daily. 


HOW SUPPLIED 

LOXITANE /oxapine succinate is supplied in the 

following base equivalent strengths: 

CAPSULES Hard Shell Printed "Lederle" 

10 mg—Green and Yellow; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5360. 

25 mg—Green Two Tone; Bottles of 100, 1000, and 
unit dose 10 x 10's—Product Number 5361. 

50 mg —Green and Blue; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5362. 

REV. 3/75 


LEDERLE LABORATORIES 
A Division of American Cyanamid Company 
Pearl River, N. Y. 10965 
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in clinically significant depression... 














symptoms 
often interfere 
with therapy 











In clinically significant depression, the patient 
often becomes barricaded behind his own 
symptoms during psychotherapy. Because 
these symptoms can be so sharply defined and 
somatic in expression, he may reject the fact 
that they are psychic in origin. Sleep disturb- 
ance, gastrointestinal complaints, anorexia, 
chronic fatigue, and other psychosomatic 
symptoms may so preoccupy—or overwhelm— 
the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 
Instead of being able to concentrate on 
the core emotional problemsofthe  . 
depression itself, he may for ex- Ja 
ample go on at length about how 4 

broken his sleep is or keep 4 









reiterating (while the therapeutic hour slips 
by) how physically miserable he feels. 
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ELAVIL, a highly effective tricyclic antidepres- 
sant, will often alleviate these symptoms. With 
the help of ELAVIL, sleep disturbance— 
so common in clinically depressed 
patients and often the symptom 
that distresses them most—as 








well as other "barrier symptoms” may be 
lessened to the point where they no longer 
come between you and the patient. 





psychotherapy 





takes 
direction 











As these preoccupying complaints are lifted, 

psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 
sume or pursue more efficiently the necessary 
activities in their personal lives. 








meeting 
therapeutic 
goals 

















And as the antidepressant activity of ELAVIL 
(Amitriptyline HCI, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
times only a minimum of actual psychotherapy 
is required. The patient may experience a 
more rapid recovery—while you conserve valu- 


é 
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able time. 


Prescribe ELAVIL then, to help 
lighten the patient's burden 
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in depression—and yours in its management. 


Should not be used during the acute recovery 
phase following myocardial infarction; in pa- 
tients hypersensitive to it; in those who have 
received an MAOI within two weeks; or in chil- 
dren under 12. Patients with cardiovascular 
disorders should be watched closely. Safe use 
during pregnancy and lactation has not been 
established. The drug may impair mental or 
physical abilities required in the performance 
of hazardous tasks and may enhance the re- 
sponse to alcohol. Since suicide is a possibility 
in any depressive illness, patients should not 
have access to large quantities of the drug. 
Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AMITRIPTYLINE HCl | MSD) 


helps increase 
your effectiveness 
in managing 
clinically 
Significant 
depression 
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DOHM 


For a brief summary of prescribing 
information, please see following page. 
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In adult outpatients 


with clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HC! | MSD) 
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25 mg (yellow) 
This tablet may prove useful 
for initial therapy in adult out- 
patients. Starting dosage is 
usually 75 mg daily in divided doses or 50 to 
100 mg once a day at bedtime. If necessary, 
this dosage may be increased gradually to a 
total of 150 mg a day. When doses are di- 
vided, dosage increases are made preferably 
in the late afternoon or at bedtime. A sed- 
ative effect may be apparent. before the 
antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 
days to develop. 


50 mg (beige) 

The 50-mg tablet may be ad- 

vantageous whenever higher 

dosages are required, or when 
the single daily dose is given at bedtime. 
The 50-mg tablet may also be convenient for 
many hospitalized patients who may need 
100 mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small number 
of hospitalized patients may need as much 
as 300 mg a day. 


10 mg (blue) 
Because lower doses are gen- 
erally recommended for ad- 
olescents and elderly patients, 
the 10-mg tablets may be most serviceable. 
Ten mg three times a day with 20 mg at 
bedtime may be satisfactory in adolescent 
and elderly patients who do not tolerate 
higher doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the in- 
jectable form may be suitable 
initially. The tablets should 
replace the injection as soon 
as possible. Initial intramus- 
cular dosage i is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL is ad- 
ministered intramuscularly, the effects may 
appear more rapidly than with oral admin- 
istration. 
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| 
Contraindications: Known hypersensitivity. Should not be given concomitantly with- 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine | oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


| 
Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. | 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCl may be reduced or à major 
tranquilizer, such as perphenazine, may be administered concurrently. | 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. | 


Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered: when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, |tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke, CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, | black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 


| 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of tricyclic antidepressant poisoning. | 


How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg ‘methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. ~ 
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Just published 


4th edition 

A 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me — | copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea: 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 














bill me remittance enclosed 
Name . = 
Address : —_— - 
City — = State Zip 
775APA 


Send coupon to: Publications Sales 
American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 


QUESTION: 


WHAT 
TRICYCLIC 


—Ó— 


AVAILADIE 
_ ASAN 
ORAL 
CONCENTRATE ? 








ORAL 
CONCENTRATE 


10 mg./ml., 120-ml. (4-0z.) bottles 


BRIEF SUMMARY 

Sinequan® (doxepin HC!) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersen- 
sitivity to the drug, and in patients with glaucoma or a tendency to urinary 
retention. 

Warnings. Usage in Pregnancy: This drug has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal 
reproductive studies have not resulted in any teratogenic effects. 

Usage in Children: Usage in children under 12 years of age is not recom- 
mended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported 
following the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cau- 
tious initiation of therapy with this drug. The exact length of time may vary 
and is dependent upon the particular MAO inhibitor being used, the length of 
time it has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 
mg. per day, Sinequan can be given concomitantly with guanethidine and re- 
lated compounds without blocking the antihypertensive effect. At doses of 
300 mg. per day or above, Sinequan does exert a significant blocking effect. In 
addition, Sinequan was similar to the other structurally related psychothera- 
peutic agents as regards its ability to potentiate norepinephrine response in 
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- clinical depres: SiC 


yf [] Eliminates DEO Checking" 


medication 


O Colorless, tasteless following dilution 
L] Contains no alcohol or sugar 
O Easily mixed with water or juices 


the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usually 
occurs early in the course of treatment, and tends to disappear as therapy is 
continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients 
have been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to 
three weeks, antianxiety activity is rapidly apparent. 
Supply. Available as capsules containing doxepin HCI equivalent to 10 mg., 
25 mg., 50 mg., and 100 mg. of doxepin in bottles of 100, 1000, and unit-dose 
packages of 100 (10 x 10's). Sinequan (doxepin HCl) 25 mg. and 50 mg. also 
available in bottles of 5000. Sinequan Oral Concentrate (10 mg./ml.) is avail- 
able in 120 ml. bottles with an accompanying dropper calibrated at 5 mg., 
10 mg., 15 mg., 20 mg., and 25 mg. 

More detailed professional information available on request. 
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Q1974, PFIZER INC. 


CHARLES C THOMAS - PUBLISHER 





EMERGENCIES IN CHILD PSYCHIATRY edited by Gil- 
bert C. Morrison, Univ. of California, Irvine, California. 
Foreword by Louis A. Gottschalk. (2/7 Contributors) Each 
chapter of this book recognizes and defines a clinical 
problem, describes clinical findings, defines treatment 
approaches, and provides or proposes possible research 
methodologies. Emotional problems considered in detail 
include suicide attempts and threats, acute anxiety, conver- 
sion and dissociative reactions, sexual promiscuity and 
precocious pregnancy, acute school phobia and school 
refusal, runaway children, homicidal threats and attacks, 
drug abuse and intoxication, pyromania, and problems 
resulting from an incestuous relationship or sexual assault. 
75, 516 pp., 33 tables, $24.50 


ART AND HUMAN EMOTIONS by Egon Weiner, Professor 
Emeritus, Chicago Art Institute, Chicago, Illinois. Foreword 
by Jules H. Masserman. This collection of lectures was 
presented to stimulate interest in and promote understand- 
ing of modern art and its emotional impact. The author 
opens doors to the knowledge of art and its meaning and 
communicates his ideas which encompass a wide range of 
experience, based on many years of traveling and working 
as an artist, teacher and lecturer. Emotional perception of 
subjective meanings and poetic interrelationships is dis- 
cussed along with such topics as modern sculpture, the 
creative abilities of the artist, symbolism in art and art 
education. '75, 104 pp., 6 il., $6.75 


SEXUAL ATTRACTION AND LOVE: An Instrumental 
Theory by Richard Centers, Univ. of California, Los 
Angeles, California. Addressed to psychologists and behav- 
ioral scientists as well as to nonprofessional laymen with a 
basic understanding of the subject, this volume emphasizes 
the interrelationships of the needs of males and females. 
The use of each sex by the other is viewed as inevitable and 
necessary to the fulfillment and happiness of both. A 
general theory of intersexual dyad formation is presented 
with focus upon the establishment of permanent relation- 
ships, more specifically, mate selection. Theory and the 
research supporting it are developed in the context of the 
responses of a sample of engaged couples. '75, 340 pp., 1 
il., 26 tables, $12.95 


HOMEWORK IN COUNSELING AND PSYCHOTHER- 
APY: Examples of Systematic Assignments for Therapeutic 
Use by Mental Health Professionals by John L. Shelton, 
Colorado State Univ., Fort Collins, Colorado, and J. Mark 
Ackerman, Albany, Oregon. This book is written to help 
psychotherapists become more effective through the use of 
assignments carried on by their clients outside of the 
therapy hour. Principally concerned with the clinical 
application of homework therapy, this text presents exam- 
ples of effective use of homework assignments for treating 
sex dysfunction, anxiety reactions, aggression, nonassertive 
behavior, marital discord, obsessive-compulsive reactions 
and depression. Time-saving techniques are presented that 
can expedite recovery in persons suffering from psychologi- 
cal distress. Bibliotherapy references are also mentioned. 
74, 308 pp., 27 il., 1 table, cloth-$16.75, paper-$12.95 


GESTALT THERAPY PRIMER: Introductory Readings in 
Gestalt Therapy edited by F. Douglas Stephenson, Consul- 
tation and Guidance Services and Gestalt Institute of North 
Florida, Gainesville, Florida. (11 Contributors) This book is 
a basic introduction to the philosophy, methods and 
practice of Gestalt psychotherapy. Key theoretical princi- 
ples discussed include awareness, contact, figure/ground 
formation and polarities. The therapeutic use of fantasy 
and dream and awareness of the existential concept of the 
here and now are some of the methods described. Of 
particular interest are the case illustrations and examples 
and verbatim therapy transcription. This primer is intended 
for all people in human service and the psychotherapy 
professions. '75, 232 pp., 2 il., $16.50, paper 


THE DIAGNOSIS AND TREATMENT OF ALCOHOLISM 
by Gary G. Forrest, Department of Psychiatry, Department 
of the Army, Fort Carson, Colorado. In this text, a total 
approach to alcoholic rehabilitation gives expectancies and 
procedures for such strategies as residential treatment, 
Alcoholics Anonymous and group psychotherapy. In the 
beginning chapters, factual and clinical information creates 
a feeling for the complex personal and social issues of 
alcoholism. Treatment strategies are then presented on a 
chapter-to-chapter basis, even though rehabilitation is con- 
sidered a product of integration of treatments. The author 
encourages use of therapies presented along with experi- 
mentation. '75, 272 pp., 6 tables, cloth-$12.75, paper- 
$8.95 


HEMISPHERIC DISCONNECTION AND CEREBRAL 
FUNCTION compiled and edited by Marcel Kinsbourne, 
The Hospital for Sick Children, Toronto, Ontario, Canada, 
and W. Lynn Smith, Cortical Function Laboratories, 
Denver, Colorado. (12 Contributors) Dealt with in this 
volume is the most rapidly growing, most discussed and 
most promising area in psychobiology—the functional 
relationships of the cerebral hemispheres. The contributors 
present the data base and discuss theoretical models in 
relation to the isolation of a cerebral hemisphere either by 
excision of the other, hemispherectomy, or by its discon- 
nection from the other, callosal section. Possibilities of the 
capacity for compensatory cerebral rearrangements in 
cerebral development are explored along with the unique 
contributions of each hemisphere in virtual isolation from 
the other. 75, 316 pp. (7 x 10), 89 il., 6 tables, $21.50 


A MANUAL FOR RESIDENTIAL AND DAY TREAT- 
MENT OF CHILDREN »y Miltiades G. Evangelakis, South 
Florida State Hospital, Hollywood, Florida. Efficient opera- 
tion of a residential and day treatment center for children is 
outlined in this manual. The book is an account of the 
author's experiences, successes and some of the difficulties 
in providing intensive residential and day treatment for 
emotionally disturbed and mentally ill children. Attention 
is called to some of the advances of the past several years 
and to the efforts for a distillation and reduction of what 
are in fact real and often controversial issues, especially in 
connection with the children's programs of treatment of 
education. 74, 392 pp., 8 iL, 11 tables, $14.50 
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(chlordiazepoxide HCI) 
INSTITUTE ON H&CP 5mg, 10mg, 25mg "— 


Before prescribing, please consult 
. complete product information, a summary 


CASS EIT E TA P E S Indications: Relie of anxiety and tension | 


occurring alone or accompanying various: 
disease states. 
: Contraindications: Patients with known 
Cassette tapes for four sessions byoersensitvitito the drag. | 
Warnings: Caution patients about possible 


Now Available LIBRIUM 
| 


from the 26th Institute on Hospital combined effects with alcohol and other | 
CNS depressants. As with all CNS-acting | 

& Community Psychiatry, held from drugs, caution patients against hazardous’ 
. occupations requiring complete mental . 

September 30 to October 2, 1974 in alertness (e.g., operating machinery, driv- 
ing). Though physical and psychological | 

Denver, Colorado are now available. dependence have rarely been reported on 


recommended doses, use caution in ad- 
: : ministering to addiction-prone individuals 
Cost is $1 O for each Session, and each or those who might increase dosage; with- 
. : drawal symptoms (including convulsions); 
session includes 2 cassettes. Please following discontinuation of the drug and ! 
] similar to those seen with barbiturates,  : 
fill out the order blank below and send have been reported. Use of any drugin | 
pregnancy, lactation or in women of child- 
to: bearing age requires that its potential | 
i benefits be weighed against its possible | 
hazards. | 


Henry H. Work, M.D Precautions: in the elderly and debilitated, 
ae es and in children over six, limit to smallest | 


: effective dosage (initially 10 mg or less per 
Deputy Medical Director day) to preclude ataxia or oversedation, | 
- . . T increasing gradually as needed and tol- | 
American Psychiatric Association erated. Not recommended in children 
under six. Though generally not recom- | 
1700 18th Street, N.W. mended, if combination therapy with other 
l psychctropics seems indicated, carefully 
Washington, D. C. 20009 consider individual pharmacologic effects; 
particularly in use of potentiating drugs 
——— rác such as MAO inhibitors and phenothia- 
à zines. Observe usual precautions in pres- 
ence of impaired renal or hepatic function. 
TO: Henry H. Work, M.D. Paradoxical reactions (e.g., excitement, 
| 





stimulation and acute rage) have been 

FRO M: i reported in psychiatric patients and hy- 
Ue — E E ee qu peractive aggressive children. Employ 

Name (please print) usual precautions in treatment of anxiety , 

states with evidence of impending depres- 

sion; suicidal tendencies may be present | 

Street and protective measures necessary. Vari- ' 

l able effects on blood coagulation have 








te R E ee been reported very rarely in patients re- 
City State Zip Code ceiving the drug and oral anticoagulants; 
: | causal relationship has not been estab- 
Please send me the following cassettes: | ished clinical | 
; . . verse Reactions: Drowsiness, ataxia 
A. Professional Alliances in and confusion may occur, especially in the 
: re elderly and debilitated. These are revers- | 
Times of Transition E $1 0.00 ible in most instances by proper dosage ` 
adjustment, but are also occasionally ob- 
C. New Legal Issues [| $1 0.00 served at the lower dosage ranges. Ina 
few instances syncope has been reported. 
D. Drugs and Alcohol L.] $10.00 | Also encountered are isolated instances of 
skin eruptions, edema, minor menstrual 
E. Rural Psychiatry [ $1 0.00 irregularities, nausea and constipation, 
extrapyramidal symptoms, increased and 
Total Cassettes ordered decreased libido—all infrequent and gen- 
LLL. erally controlled with dosage reduction; | 
changes in EEG patterns (low-voltage fast 
Check E or activity} may appear during and after treat- 
ment; blood dyscrasias (including agranu- . 
money order |] enclosed TENDERE locytosis), jaundiceand hepatic dysfunction 


have been reported occasionally, making | 


periodic blood counts and liver function | 


Due to technical difficulties, session B tests advisable during protracted therapy. 
Supplied: Librium9 Capsules containing 

was not taped. 5 mg, 10 mg or 25 mg chlordiazepoxide 
HCI. Libritabs® Tablets containing 5 mg, | 

Please make checks payable to the 10 mg or 25 mg chlordiazepoxide. | 


American Psychiatric Association. Roche Laboratories | 
. Nutley, New Jersey 07110 


LIBRIUM 


(chlordiazepoxide HCI) 


~ FOR ALL THE RIGHT REASONS. 


Yesterday’s decision to prescribe Librium for the patient undergoing 
psychotherapy was based on several considerations. Among these, prompt 
antianxiety action, safety and versatility. You wanted your patient free from 
excessive anxiety while still capable of emotional response during therapy. 
And the reasons you prescribed Librium yesterday are still valid today. 

In the fifteen years that Librium has been available, it has accumu- 
lated an unsurpassed clinical record. A record validated in several thousand 
papers published both here and abroad. 

Librium provides a consistent and predictable effect. And while it 
reduces the “anxiety block” sometimes encountered in psychotherapy, it 
generally does not interfere with a patient’s mental acuity or ability to ver- 
balize constructively during sessions. However, as with all CNS-acting 
agents, patients should be cautioned against hazardous activities requiring 
complete mental alertness. 

Librium has an established safety record and a documented benefit- 
to-risk ratio. And Librium is used concomitantly with such drugs as cardiac 
olycosides, diuretics, anticholinergics and antacids. 

So when you consider antianxiety therapy, consider Librium. 

It's a good choice. For today and tomorrow. 








PROVEN ADJUNCT IN PSYCHOTHERAPY 


LIBRIU 


chlordiazepoxide HCI Roche: 


Please see summary of product information on opposite page. 
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The TRIAVIL Potential - 
in the management of 





moderate to severe anxiety 
with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosoge adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 


MSD 
SHARA For a brief summary of prescribing 
HME information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
| RIAVI Do perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 
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when patients exhibit moderate to marked anxiety or agitation with depression 


Iriavil 4-25 


Each tablet contains 
4 mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL* 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL* 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines): 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly in high doses, have 
been reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time. Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
PR pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
Supervision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCI. 

Amitriptyline HCI may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of'blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. : 

Perphenazine: Side effects may be any of those reported with 
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phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil- 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
states; disturbed concentration; disorientation; delusions; hallucina- 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb- 
ness, tingling, and paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus. Anticholinergic: 
Dry mouth; blurred vision; disturbance of accommodation; constipa- 
tion; paralytic ileus; urinary retention; dilatation of urinary tract. 
Allergic: Skin rash; urticaria; photosensitization; edema of face and 
tongue. Hematologic: Bone marrow depression including agranulo- 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas- 
trointestinal: Nausea; epigastic distress; vomiting; anorexia; 
stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Endocrine: Testicular swelling and gynecomastia in the male; breast 
enlargement and galactorrhea in the female; increased or decreased 
libido; elevated or lowered blood sugar levels. Other: Dizziness, 
weakness; fatigue; headache; weight gain or loss; increased perspi- 
ration; urinary frequency; mydriasis; drowsiness; jaundice; alopecia. 
Withdrawal Symptoms: Abrupt cessation after prolonged administra- 
tion may produce nausea, headache, and malaise. These are not 
indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an over- 
dosage should be admitted to a hospital as soon as possible. Treat- 
ment is symptomatic and supportive. However, the intravenous 
administration of 1-3 mg of physostigmine salicylate has been 
reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be 
considered. 
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MORE PRODUCTIVE 





Because the somatic and psychic complaints that accompany 
depressive neurosis can interfere with the treatment of the 
underlying psychopathology—rapid relief of these symptoms 
is often crucial to therapy. 


In 14 double-blind studies of four weeks duration, 339 patients 
with depressive neurosis received Mellaril. In these studies, 
5596 of the overall improvement was observed by the end of 
the first week, and a total of 293 patients (8676) improved 
during the four weeks. * 


Mellaril usually does not cause euphoria or undue sedation 

and is nonaddicting. Patients, therefore, generally remain alert 
and better able to respond to therapy. (The physician should, 
however, caution patients against participating in activities 
which require complete mental alertness, e.g., driving.) 


*Data on file at Sandoz Pharmaceuticals. 
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marked depression with variable degrees of 
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Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating cen- 
tral nervous system depressants (e.g., anesthetics, opiates, alcohol, 
etc.) as well as atropine and phosphorus insecticides; carefully con- 
sider benefit versus risk in less severe disorders. During pregnancy, 
administer only when the potential benefits exceed the possible 
risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic patients, 
anticonvulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the pos- 
sibility of its occurrence may be reduced by remaining within recom- 
mended dosage limits. Administer cautiously to patients participating 
in activities requiring complete mental alertness (e.g., driving), and 
increase dosage gradually. Orthostatic hypotension is more common 
in females than in males. Do not use epinephrine in treating drug- 
induced hypotension since phenothiazines may induce a reversed 
epinephrine effect on occasion. Daily doses in excess of 300 mg. 
should be used only in severe neuropsychiatric conditions. 

Adverse Reactions: Central Nervous System — Drowsiness, espe- 
cially with large doses, early in treatment; infrequently, pseudo- 
parkinsonism and other extrapyramidal symptoms; rarely, nocturnal 
confusion, hyperactivity, lethargy, psychotic reactions, restlessness, 
and headache. Autonomic Nervous System —Dryness of mouth, 
blurred vision, constipation, nausea, vomiting, diarrhea, nasal stuffi- 
ness, and pallor. Endocrine System — Galactorrhea, breast engorge- 
ment, amenorrhea, inhibition of ejaculation, and peripheral edema. 
Skin — Dermatitis and skin eruptions of the urticarial type, photosen- 
sitivity Cardiovascular System — ECG changes (see Cardiovascular 
Effects below). Other — Rare cases described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions — Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions — Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias — Agranu- 
locytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. Allergic Reactions — Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity— Jaundice, 
biliary stasis. Cardiovascular Effects — Changes in terminal portion 
of electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be revers- 
ible and due to altered repolarization, not myocardial damage. While 
there is no evidence of a causal relationship between these changes 
and significant disturbance of cardiac rhythm, several sudden and 
unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes 
while taking the drug. While proposed, periodic electrocardiograms 
are not regarded as predictive. Hypotension, rarely resulting in cardiac 
arrest. Extrapyramidal Symptoms — Akathisia, agitation, motor rest- 
lessness, dystonic reactions, trismus, torticollis, opisthotonus, 
oculogyric crises, tremor, muscular rigidity, and akinesia. Persistent 
Tardive Dyskinesia—Persistent and sometimes irreversible tardive 
dyskinesia, characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements) and sometimes 
of extremities may occur on long-term therapy or after discontinuation 
of therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all 
antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and 
syndrome may not develop if medication is stopped at that time. 
Endocrine Disturbances — Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive preg- 
nancy tests. Urinary Disturbances — Retention, incontinence. Others 
—Hyperpyrexia; behavioral effects suggestive of a paradoxical 
reaction, including excitement, bizarre dreams, aggravation of psy- 
choses, and toxic confusional states; following long-term treatment, 
a peculiar skin-eye syndrome marked by progressive pigmentation 
of skin or conjunctiva and/or accompanied by discoloration of ex- 
posed sclera and cornea; stellate or irregular opacities of anterior 
lens and cornea; systemic lupus erythematosus-like syndrome. 
Dosage: Dosage must be individualized according to the degree 
of mental and emotional disturbance, and the smallest effective 
dosage should be determined for each patient. In adults with de- 
pressive neurosis the usual starting dosage is 25 mg t.i.d. 

and the dosage ranges from 10 mg b.i.d. to q.i.d. in 

milder cases to 50 mg t.i.d. or q.i.d. for more severely 

disturbed patients; the total daily dose ranges from 

20 mg to a maximum of 200 mg. 75.379 SANDOZ 
SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 
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Presidential Address: Psychiatry—A High-Risk Profession 


BY JOHN P. SPIEGEL, M.D. 


AS I REACH the end point of my year in office as Presi- 
dent of this Association—a post that I have been proud 
to hold and that has afforded me great pleasure—1 feel a 
temptation to take stock of what I and the profession 
have been through. It has been a time of turbulence—of 
unexpected victories in some areas and of hesitation and 
uncertainty in others. In my estimation, we are more uni- 
fied and militant in some ways at this moment than ever 
before. In other aspects of our professional concerns we 
give the appearance of being more confused or more di- 
vided than other similar organizations. Indeed, a major 
thesis of my presentation is that psychiatry is a high-risk 
profession. But, in my judgment, our future is not as in- 
secure as is claimed in some quarters. 

But taking stock of where we are is not enough, and, in 
any event, I have already attempted this task in several 
talks during the past year. What is uppermost in my mind 
right now is the need not merely to assess our current sit- 
uation but to make sense out of it. Overambitious as it 
may seem, I would like to go even further. I want to ad- 
dress the questions, Why are we in this mixed and ambig- 
uous situation? Why do we need to be so concerned 
about our future? Why do the prospects of professional 
success or failure in the near future confront us with such 
urgency? And, with even more potential grandiosity, I 
would like to suggest a possible solution. 

| take it as a truism that solving a question requires 
that the question be posed in a definite and appropriate 
form. In the interest of brevity, however, I will have to 
compromise this requirement. My justification. stems 
from my view that a solution demands a new conceptual 


approach to our problems. In order to allow myself suf-- 


ficient time to elaborate this conceptual theme, I have to 
condense the statement of the problems in a way I think 
will make sense, however short it may be on precise speci- 
fication. 


Presented at the 128th annual meeting of the American Psychiatric As- 
sociation, Anaheim, Calif., May 5-9, 1975. 


Dr. Spiegel was 103rd President of the American Psychiatric Associa- 
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THE FOUR Cs 


We are currently facing what I call “the four Cs”: con- 
troversy, criticism, crisis, and contempt. This represents a 
sliding scale of discontents. 


Controversy 


Every profession must endure controversy, but the cur- 
rent disagreements within the profession of psychiatry 
boggle the mind. We disagree about the proportionate 
distribution of our goals—how much of our energy ts to 
be devoted to problems of individual patients versus the 
familial, social, economic, and environmental strains that 
produce the problems in the first place. We disagree 
about methods of treating the mentally disabled and are 
uncertain as to what we should do in the area of pre- 
venting disability. We disagree about the ways of financ- 
ing mental care, both public and private, and the related 
question of how services are to be delivered. We have a 
lot of intense emotion but no consensus on the sharing of 
mental health services with nonmedical providers. Rath- 
er than embroidering upon this theme, which could be 
extended indefinitely, I think it is fair to say that we are 
seriously divided on the trade union aspects of our pro- 
fessional enterprise on the one hand and the public in- 
terest aspects on the other. | 

In my view these controversies are natural and benefi- 
cial. They are representative of underlying conflicts in 
American society far transcending our own narrow con- 
cerns as a medical specialty organization. I also believe 
that in recent years the American Psychiatric Associa- 
tion has played its required and appropriate role of at- 
tempting to manage-and resolve such conflicts. APA is 
the organizational interface between the profession and 
the rest of the world. 


Criticism 


Nevertheless, the controversies have inevitably led to 
serious criticism from both within and without the pro- 
fession. While some of our own members have been pre- 
dicting the "death of psychiatry" as if it were well de- 
served, public interest groups involved in advocacy of 
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patients' rights have pictured psychiatrists as conducting 
an assault on the mentally disabled. Our public image, 
which in the not-too-distant past was steadily bright- 
ening, is now becoming tarnished. Even our staunchest 
supporters in government circles have manifested some 
doubts about our profession. | 


Crisis 


. The aura of criticism, along with other factors, has, 
not surprisingly, stimulated a sense of crisis within the 
profession. Often pictured as an identity crisis, the nub of 
the matter centers on a deep feeling of insecurity among 
our colleagues regarding the future. Although this anxi- 
ety affects both the young and the old, it is most poi- 
gnantly expressed by students and residents in training, 
who cannot avoid wondering whether they are steering 
their career choices in an appropriate direction. 


Contempt 


This sort of uncertainty would perhaps prove bearable 
in the long run were it not encountering something unen- 
durable. Although it is difficult to define, I have chosen to 
call it a sense of contempt toward the mental health en- 
terprise, radiating vaguely from a variety of quarters. To 
quote from Saroyan's The Time of Your Life, this view 
could be translated into the statement that there is “no 
foundation, all along the line"; the whole endeavor has 
been oversubscribed and is not worth the time, the funds, 
and the enthusiasm that it has claimed in the past. Not 
only is psychiatry as a medical specialty under attack, but 
the whole basis for representing the helping professions 
as having the capability of helping is being questioned. 
Even the value of help or support versus the aim of 
"toughing it out" is being questioned. 

Mixed in with this particularly cynical assessment of 
the whole interpersonal relations approach—on either an 
individual or group basis—is the harsh questioning of the 
scientific basis of our professional expertise. Is “action 
for mental health" anything but a slogan? Is community 
mental health based on solid empirical evidence of its ef- 
ficacy? Can psychoanalysis and other long-term psycho- 
therapies be justified on the basis of either credible theory 
or tested results? Are the psychotropic drugs curing 
patients or merely watering down their symptoms? Is not 
the whole enterprise more of an illusion—a successful 
public relations effort, perhaps, but certainly not the 
practical and effective application of a body of scien- 
tifically certifiable findings or theories? 

Perhaps “contempt” is too subjective and intense a 
word to use for what may be more objectively called “ʻa 
rash of skepticism." However, rather than search for 
more precise definitions of our problems vis-à-vis the out- 
side world, I would now like to back off from this topic— 
the four threatening Cs—in order to explore a new point 
of departure. For this purpose I am going to tell you 
about some little-known behavioral science research find- 
ings which will serve to introduce the perspective that I 
want to present today. 
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THE RISKY SHIFT PHENOMENON 


For over 10 years a group of social psychologists has 
been involved in extensive research within a very nar- 
rowly defined area of investigation known: as the “‘risky 
shift phenomenon." This research area was opened up 
with Stoner's master's thesis (1) at the Massachusetts In- 
stitute of Technology entitled *A Comparison of Individ- 
ual and Group Decisions Involving Risk." Stoner 
presented his graduate student subjects with a list of 12 
"choice-dilemmas," as they have come to be called. The 
students were asked to serve as advisers to a hypothetical 
individual who had to make a decision in a situation in- 
volving a choice between two actions. One action was 
safer but less desirable, the other riskier but more attrac- 
tive. For example, in one of the problems a married man 
with two children has been working for the five years 
since he graduated from college as an electrica] engineer 
in a large corporation with a modest but adequate salary 
and an assured lifetime job; there is little possibility of 
promotion or much of a salary increase in the foreseeable 
future up to his retirement. At a convention he is offered 
a job with a small, newly founded company with a highly 
uncertain future. The position starts off at a higher salary 
and there is the possibility of a share in the ownership if 
the company survives the competition with larger, well- 
established firms. 

The students were asked to check, on a scale of | to 10, 
the odds for success of the new company that they would 
consider acceptable before advising the hypothetical 
client to make the switch to the new job. Each student 
was asked individually to check his choices. Subsequently 
they were assembled in groups of 6 and were asked to dis- 
cuss each problem and arrive at a unanimous group con- 
sensus. In 12 of the 13 groups the odds accepted were 
higher than the mean of the individual choices made be- 
fore the group discussion. When members of a control 
group that did not engage in group discussion were asked 
to repeat the experiment after a lapse of time, there was 
no systematic shift in either direction. When those who 
had engaged in the group decision were asked after sev- 
eral weeks to restudy the problems individually and 
check them out without attempting to recall their pre- 
vious choices, the shift toward risk persisted. As stated by 
Roger Brown, one of the first social psychologists to re- 
view the rapidly developing research, "Something in the 


‘group discussion appears to have influenced private opin- 


ions, as well as the group decision, in the direction of 
greater riskiness" (2, p. 659). 

A number of social psychologists have spent a great 
deal of time and effort attempting to establish the nature 
of this "something" in the group discussion. They have 
also repeated Stoner's experiment, varying the back- 
ground, sex, age, and so forth of the subjects as well as 
varying the choice situation— that is, creating real rather 
than hypothetical costs and benefits. The burgeoning re- 
search demonstrated that different choice-dilemma prob- 
lems could generate cautious shifts as well as shifts to- 
ward risk, showing that group discussions could also 
sharpen the discrimination of foolhardy from potentially 


worthwhile risks. In general, however, the cautious shifts 
were less pronounced and fewer in number, while the ten- 
dency to shift toward risk was mantane as the experi- 
mental literature blossomed. 

Nevertheless, by 1971, after 10 years of investigation 
some social psychologists including Dorian Cart- 
wright (3) were expressing uneasiness about the uncritical 
acceptance of the “risky shift” label by research enthusi- 
asts, the insufficient attention to the meaning of the 
choice to individual subjects, and the persistent use of ar- 
tificial rather than natural groups by the investigators. 


Because of the presence of cautious shifts as well as shifts 


toward risk, Dean Pruitt (4), who had been an active par- 
ticipant in the research, suggested abandoning the term 
"risky shift" in favor of the more generalized concern 
with “choice shifts in group discussions." Both reviewers 
favored taking a deeper, more theoretical approach to the 
dynamics of group process than had been in evidence to 
that point. 

Probably the reason that the research enthusiasm de- 
veloped so rapidly and gained such force was that the pre- 
dominance of the shift toward risk was surprisingly op- 
posed to "the conventional wisdom that groups, by 
demanding conformity to norms, tend to stifle creativity, 
innovation, and the willingness to take risks” (5). In pur- 
suit of Roger Brown's elusive "something in the group 
discussion that causes the shift," investigators examined 
a number of possibilities. One obvious. possibility was 
concerned with the diffusion of responsibility for the deci- 
sion within the group, but this idea was not confirmed by 
subsequent research. Another was that one or two bold 
and articulate group leaders were able to swing the group 
toward greater risk. This attribution of the effect to “in 
fluentials" also failed to be upheld by the research. A 
third notion, known as "familiarization theory," sug- 
gested that as the novelty of the choice-dilemmas dimin- 
ished in the course of the discussion, group members felt 
less wary and more willing to take chances, but this too 
was shot down by further research. 

In the original Stoner experiment the group phenome- 
non known as "convergence" was mandated because the 
groups were asked to reach a unanimous decision. How- 
ever, even in experiments omitting any request for con- 


sensus, group convergence occurred in the risky direc- - 


tion. Why? Three theories have been proposed to explain 


this phenomenon; since all of them are relevant to the.- 


point I wish to make and have received support from sub- 
sequent research, I want to outline them briefly. 


Cultural Value Concerning Risk 


One is the theory first proposed by Roger Brown (2), 
which assumes the existence of an American cultural 
value on risk. We all like to consider ourselves open to 
experience and novelty. As the saying goes, "Nothing 
ventured, nothing gained." Brown assumed that at the 
time each individual made his pregroup independent de- 
cision he thought he would be taking a risk at the same or 
possibly higher level as others. When it was discovered 
that others were actually willing to go higher—in some 
cases much higher—the individual rapidly readjusted his 
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sights to conform to this cultural norm.. 

This theory has received considerable support. For ex- 
ample, Kogan and Wallach (6) showed that individuals 
who simply listened to a tape of the group discussion 
shifted toward risk. That such a value does indeed exist 
for Americans has been demonstrated in this country by 
Wallach and Wing (7) and through cross-cultural re- 
search by Carlson and Davis (8). However, it has also 
been experimentally demonstrated by Baron and asso- 
ciates that “in those instances where conforming to a cul- 
tural value and conforming to a group consensus are mu- 
tually exclusive responses, the group will be more 
powerful" (9). Clearly, more than cultural values are re- 
quired to explain the "something" that happens during 
the group discussions. 


Decision Theory 


Another important contribution to the group effect 
comes from decision theory, including the work of 
Coombs and Huang (10) and Cartwright (3). In the 
course of the group discussion, the utilities of the choices 
are examined in considerable detail. The costs and bene- 
fits of each decision are viewed in greater depth and per- 
spective than is possible when only one person makes the 
decision in isolation. Both the consequences for future 
reality and the motives lying behind the choices are ana- 
lyzed. The end result thus corrects individual perceptual 
distortions and restructures motivation to bring both into 
greater conformity with the reality of the particular situ- 
ation. 


Release Theory 


A third approach to an explanation of the group effect 
is called “release theory” by Pruitt (4). Somewhat more 
complex and comprehensive, this theory assumes that 
each group member experiences to varying degree an in- 
ternal conflict between the super-ego—or, rather, the 
ego-ideal’s cultural value on boldness ("Nothing ven- 
tured, nothing gained") —and the ego’s sensitivity to dan- 
ger. During the prediscussion test results the ego's inhib- 
iting power over the ego-ideal is predominant. The group 
discussion, through the process described in connection 
with decision theory, diminishes the inhibition stemming 
from the ego, thus releasing the ego-ideal's standards to 
play their role in the decision. The possibility of such an 
interaction between ego and ego-ideal is given further 
support by Kogan and Wallach's finding (11) that the 
more anxious subjects show a greater shift toward risk 
after the group discussion. 


soME APPLICATIONS 


I have called attention to this little-known inland sea in 
the vast landscape of behavioral science research! not 


'[ am grateful to L.S. Wrightsman for supplying me with a comprehen- 
sive, up-to-date listing of studies on the risky shift. For an earlier 
monograph on research in this area, interested readers might wish to 
consult Nathan Kogan and Michael A. Wallach's book Risk Taking: A 
Study in Cognition and Personality (12). 
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PRESIDENTIAL ADDRESS 


only for its intrinsic interest but, more importantly, to ex- 
amine its possible application to a number of problems 
currently confronting us. 


Multiplicity of Psychotherapies 


Let us start by considering the application of both the 
risky shift and the cautious shift phenomena to individual 
and group psychotherapy. One of the chief criticisms 
hurled against psychiatry is directed at the large number 
of different modes of psychotherapy—from psychoanaly- 
sis to behavior modification, from primal scream therapy 
to transactional analysis, Gestalt therapy, and family 
therapy, to say nothing of the various forms of encounter 
and sensitivity groups—with the advocates of each mode 
of treatment making equally vigorous claims of success. 
How is the outsider to make any sense from this Oriental 
bazaar of techniques without going into each booth and 
sampling the wares? And suppose he discovers that all of 
them are effective to varying degrees, depending on who 
is buying and who is selling the product? 

I have used a marketing analogy? for what is usually 
obscured under the term **mental health services" or **de- 
livery systems." But if all the therapies work to some ex- 
tent, what do they have in common? 

What they have in common may be Roger Brown's 
"something in the group discussion which appears to 
have influenced private opinions," in respect to the risky 
shift phenomenon. This effect would hold both for two- 
person and multi-person groups. If there is an American 
value on risk taking, we could understand why psycho- 
therapy has taken such an enormous hold in this country 
but has not prospered in other parts of the world. If 
group discussion tends in general to reduce ego inhibi- 
tions and to increase the capacity to face reality by exam- 
ining the consequences of past, present, and future ac- 
tions—that is, to take more chances in some areas and to 
be more cautious in others—this effect would string to- 
gether all the therapies around a common core. Finally, 
in accordance with the decision theory approach to the 
shift phenomenon, with its emphasis on the specific, de- 
tailed scrutiny of the costs and benefits and meanings of 
different choices, one could expect the more analytically 
oriented therapies to have more far-reaching and per- 
sistent effects than those utilizing the more time-limited, 
general properties of group discussions. 


Identity Crisis 


My next application may seem somewhat strained, but 
I think it is worth considering. It is also related to the 
psychotherapy issue and has to do with the so-called 
"identity crisis." In discussing applications to psycho- 
therapy I tried to make a distinction between the general 
properties of choice shifts in groups and the more specific 
utility considerations related to decision theory. I believe 
that this general to specific distinction can be applied to 
the identity crisis and be used to find a solution to this 
problem. 


"The analogy and the increasing use of the words "consumers" and 
"providers" suggest the need for a mental health consumers union, 
with a publication serving as a guide to the prospective buyer. 
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The fact that so many different forms of therapy are 
claimed to be effective in the treatment of mental illness 
and the related fact that so many nonmedical therapists 
are involved in offering the various forms of care are of- 
ten cited as the reasons for the identity crisis. What, so 
the question goes, is really distinctive about psychiatry? 
If we are not different from and superior to the clinical 
psychologists, psychiatric social workers, and nurses who 
are increasingly being licensed for independent practice, 
is not our financial security and professional identity go- 
ing to be increasingly at risk? Is not psychiatry itself a 
high-risk profession? Should not medical students and. 
residents have this risk well in mind when they make the 
choice of a professional career? 

If the general effect of group discussion on choice shifts 
Is as pertinent as outlined above, it is clear that various 
nonmedical professionals—and indeed nonprofessionals 
and paraprofessionals—will have an appropriate part to 
pay in the provision of mental health services. But if we 
pay attention to the more specific utility analysis sug- 
gested by decision theory, then the medical training of the 
psychiatrist will continue to provide a pronounced advan- 
tage to the profession of psychiatry. Based on decision 
theory, the strength of the effect on choice shifts depends 
on the extent and depth of the information relevant to 
costs, benefits, and the meaning of a choice shift. In this 
context, we can understand the term "choice shift” to re- 
fer to understanding and coping with reality. The medical 
training of the psychiatrist enables him to provide a wider 
range of information during a discussion than is possible 
for other professionals. Because of our access to informa- 
tion and resources, I like to think of psychiatry as pre- 
scriptive—an information bureau serving as a gateway to 
services provided by other professionals. This does not 
mean that we will have mandated control over the other 
professionals. Rather, it indicates that we will continue to 
be viewed as having more to offer to the operation of the 
system of care in general and to the treatment of mental 
illness in particular than the other professions. 

That I do not believe our future to be insecure does not 
alter my view of psychiatry as a profession concerned 
with high-risk situations. The management of potentially 
suicidal or dangerous patients is merely an obvious facet 
of our involvement in risky decisions. We cannot escape 
our concern with social issues because we know all too 
well how war, poverty, racial and other forms of discrimi- 
nation, and urban blight put whole populations at 
enormous risk of psychological damage. The recent shift 
within the American Psychiatric Association toward a le- 
gal defense of the rights of patients has been undertaken 
in order to reduce our responsibility for unnecessary 
risks standing in the way of the patients’ recovery from 
mental illness. Unfortunately the courts (and in some in- 
stances, such as in California with respect to ECT, the 
legislatures) have become so intérested in the imposition 
of regulations and procedures with respect to patients' 
rights as to seriously interfere with our ability to exercise 
our clinical judgment concerning patient care. Thus, iron- 
ically, a well-intentioned attempt to reduce risk has ac- 
tually increased the risk to patients. 


In fact, such unwarranted intrusions on our profes- 
sional autonomy are the product of a misunderstanding 
of what is involved in clinical judgment. Because of the 
large number of variables underlying any type of human 
behavior, our therapeutic decisions are always taken in 
the context of a certain amount of ambiguity. Since the 
data available are never sufficient, we have to learn to live 
with uncertainty. Clinical judgment, based on training 
and experience, makes the uncertainty manageable, but 
every decision we make is a risky decision. No amount of 
regulation by courts or legislatures can eliminate the ir- 
reducible quantum of uncertainty within which we de- 
ploy our best clinical choices. 

When we are in the courts as expert witnesses, we are 
often asked what we know about an individual case and 
how we know it. Often we are hard put to give a precise 
answer, and, out of embarrassment, we respond defen- 
sively. However, it is not the difficulty in answering that 
should cause our discomfiture but the assumption behind 
the question. 

Such questions assume a model of psychiatry based on 
the image of science as a body of firm knowledge and our 
professional expertise as an application of that body of 
knowledge. The image is borrowed from the natural sci- 
ences— physics, astronomy, chemistry, and biology. But, 
as Gunther Stent pointed out in his thoughtful article en- 
titled "Limits to the Scientific Understanding of 
Man" (13), the image of Science (with a capital S) does 
not fit neatly into the study of human behavior. It fits 
even less well into the study of disturbed behavior and its 
treatment. Although there will be no shortage of effort, 
we may never come up with the testable theory and repli- 
cated findings of the hard sciences; we are far from such a 
goal at present. No one, least of all the legal profession, 
should assume that we operate exclusively on the model 
of the scientific paradigm as commonly accepted. 

But if not, what have we left to us? Are our severest 
critics correct in suggesting that we know not what we are 
doing or why we are doing it and that we will soon dis- 
appear? 


A MODEL BASED ON MANAGING RISKY CHOICES 


What is required, in my opinion, is a new model of our 
professional enterprise based on the management of risky 
choices. Everything that we do—in scientific research, in 
training, and in treatment—is oriented to the reduction 
of ambiguity and uncertainty in difficult human situ- 
ations. Whether we help individuals to make riskier or 
more cautious decisions—and both are required— we are 
in the business of clarifying perceptions, of making pre- 
viously unavailable information (including what has been 
repressed) available for use, of broadening the range of 
choices, and of reducing anxiety and internal conflict so 
that reality may be more easily confronted. 

I realize that this formulation may sound reasonable 
enough but hardly novel. What is new in the picture I am 
trying to build of the risk-taking as opposed to the exclu- 
sively scientific model is the acceptance of an irreducible 
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quantum of ambiguity on the one hand and of the recon- 
struction of reality on the other. This does not mean that 
we should abandon the criteria for rigorous research de- 
signs, both quantitative and qualitative. But when we in- 
crease the range of choices—risky or cautious—for our- 
selves and for our patients, in the context of uncertainty, 
we do not merely investigate reality. In confronting our 
uncertainty we create a new reality. With rare exceptions, 
mainly in theoretical physics and astronomy, the natural 
sciences are content to study, to investigate, to establish 
facts. But in our attempts to cope with ambiguity and un- 
certainty, we create facts. We may not know what we 
have created until after we have done it by choosing a line 
of action. This approach to reality brings us close to the 
arts and humanities—to poetry, literature, and drama. In 
fact, an essential aspect of the model I am trying to build 
Is that it represents an interface between science and the 
arts.? 

If this is acceptable, then we must not be judged by the 
ordinary criteria of science, pure or applied. We are en- 
gaged in a different sort of undertaking—a permanent 
experiment with risk taking, a prolonged and loving en- 
gagement with uncertainty on behalf of the mentally dis- 
abled. It is a proud and desirable calling. And, if we can 
contain ourselves comfortably within its constraints, the 
world will continue to reward our efforts. 


Pavel Machotka and I have dealt with this topic at greater length in 
the last chapter of our book Messages of the Body (14). 
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Response to the Presidential Address 


BY JUDD MARMOR, M.D. 


Dr. SPIEGEL’S PRESIDENTIAL ADDRESS is an admirable 
reflection of what we have learned to expect of him both 
scientifically and professionally. It is a thoughtful, schol- 
arly communication that bridges the interface between 
psychiatry and social psychology and enriches our theo- 
retical perspectives. 

In it he calls our attention to a fascinating new area of 
social psychological research dealing with risk.taking and 
offers the speculation that the central core of the psycho- 
therapeutic process is that it is a means by which so- 
called choice shifts are facilitated, defining ‘‘choice shift" 
in this context as the understanding of and adaptation to 
reality. A major factor in facilitating a choice shift is the 
extent and depth of the information that is brought to 
bear on all the implications involved in the shift; on this 
basis, he notes, psychiatrists, because of the depth and 
breadth of their training backgrounds, will always have 
more to offer in this process than other professionals. 

However, he warns, no matter how much knowledge 
we accumulate, our therapeutic decisions, because of the 
large number of variables underlying human behavior, 
will always occur within the context of a certain amount 
of ambiguity. This makes us a uniquely risk-taking pro- 
fession. In contrast to the natural sciences, which investi- 
gate and establish facts, our decision making—the risks 
we take in the context of inevitable uncertainty—creates 
facts, which places our work in the area of the interface 
between science and art. If we can learn to live with this 
permanent form of risk taking, with what Dr. Spiegel elo- 
quently calls “a prolonged and loving engagement with 


uncertainty on behalf of the mentally disabled," he is. 


confident that “the world will continue to reward our ef- 
forts." 

The implications of Dr. Spiegel's thesis are important 
and wide ranging, but I would like to pick up just on the 
theme of our profession as an interface between science 
and art and examine its implications more extensively, 
for it touches deeply on the roots of what Dr. Spiegel has 
referred to as "our identity crisis." It is my firm con- 
viction that only to the extent that our work leans more 
heavily on the scientific side of this interface can we jus- 
tify our claims to be distinguished from the vast hosts of 
those in the mental health field who offer only technical 
gimmickry or varieties of superficial support programs 


Read at the 128th annual meeting of the American Psychiatric Associa- 
tion, Anaheim, Calif., May 5-9, 1975. 


Dr. Marmor is 104th President of the American Psychiatric Associa- 
tion. He is Franz Alexander Professor of Psychiatry, University of 
Southern California School of Medicine, Los Angeles, Calif. 90033. 
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as substitutes for a planned therapy based on sound psy- 
chodynamic and psychophysiologic understanding. 

To the extent that we broaden our scientific base, we 
narrow the area of our ambiguity, although we may never 
totally eliminate it. And although it may well be true that 
ours is a profession that will always involve some degree 
of guesswork, it 1s also true that the more educated our 
guesses are, the greater the degree of probability that our 
judgments and decisions will be correct ones. As the only 
profession in our field whose training background encom- 
passes not only the psychodynamic and sociopsychologic 
roots of behavior but also its biophysiologic determi- 
nants, we are capable of bringing a unique mix of knowl: 
edge to bear on the vicissitudes of human experience. To 
that extent our risk taking should involve a lesser degree 
of ambiguity than that of other mental health profes- 
sionals, who, however valuable their services are, operate 
on a narrower base of scientific knowledge. The past sev- 
eral decades have witnessed major advances in many 
areas relevant to our work— areas such as neurophysiol- 
ogy, neurochemistry, psychopharmacology, dream and 
sleep research, mental retardation, gender identity, child 
and adolescent epigenesis, family dynamics, sexual physi- 
ology and dysfunctions, and the psychophysiology of ag- 
ing. Our psychotherapeutic techniques have become 
more varied and more effective in individual as well as in 
conjoint, family, and group modalities, in inpatient as 
well as outpatient settings. And our patients have bene- 
fited from these advances in the form of fewer and briefer 
hospitalizations and better and quicker therapeutic re- 
sponses. 


NEED TO BROADEN KNOWLEDGE BASE 


There is no room for complacency, however. We are 
targets of a great deal of criticism. The most effective 
way to deal with our critics and to resolve our own iden- 
tity crisis is to ceaselessly strive and struggle to broaden 
the base of our knowledge and the effectiveness of our 
techniques. During the past year the APA Board of 
Trustees recognized the high priority of this goal by au- 
thorizing the creation in the central office of an Office of 
Education with an eventual full-time director whose func- 
tion it will be to guide and integrate our training and edu- 
cational endeavors on a national scale. It is urgently im- 
portant that all of us become involved in a continuous 
process of upgrading our professional knowledge and 
skills. Peer review, accreditation, and recertification for 
those who hold themselves out to be specialists in our 


field will almost certainly become mandatory in the not- 
too-distant future. It is my hope that during the coming 
year, with assistance from the APA Office of Education, 
we will be able to convene a national conference on con- 
tinuing education for the purpose of integrating the 
presently diverse patterns of continuing education in dif- 
ferent parts of the country and giving them organized and 
meaningful content. If we can succeed in doing this on a 
nationwide scale, we will be taking a giant step toward 
validating our claim that psychiatrists possess a body of 
contemporary knowledge that is unique in the field of 
mental health. 

At the recent Key Conference one of our esteemed 
Past Presidents, Dr. Walter Barton, made the cogent 
point that one of the major strengths of the American 
Psychiatric Association throughout its history—a 
strength that has always given us influence far beyond 
our numbers—has been that we have never defined our 
purpose in terms of a self-serving guild or trade union 
but have always enunciated our goals in terms of advo- 
cacy of better care and treatment for all individuals suf- 
fering from mental or emotional disabilities. [ hope that 
this will always remain our primary purpose. 

Although we are an organization made up of many dis- 
parate groups, each with its own special interests and 
point of view, the responsibility of national leadership is 
an integrative one. The President of your Association— 
as Dr. Spiegel has superbly demonstrated this past 
year—serves no special group but, rather, the interests of 
all. Regardless of differences that may exist among us we 
all share the common goals of furthering our professional 
knowledge in every way possible and increasing our abil- 
ity to most effectively serve the mental health needs both 
of our patients and of the public at large. There are, un- 
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fortunately, no easy answers to many of the problems we 
face, and we should beware of simplistic solutions. A wise 
philosopher—it may have been Santayana—-once said 
that for every question that is difficult, complex, and vex- 
ing, there is an answer that is easy, simple—and wrong! 

Among the many things that have deeply impressed 
me during the past year has been the strong current of in- 
terest and motivation among so many members of the 
American Psychiatric Association toward becoming in- 
volved in the work of our Association. There has been a 
veritable deluge of requests and recommendations from 
all over the country for appointment to APA committees 
and task forces. One of the most painful and difficult as- 
pects of the President-Elect's function is the necessity of 
making a limited number of choices out of this enormous 
cohort of worthy and willing colleagues—a process that 
inevitably leaves hundreds of them feeling frustrated and 
rejected. These individuals represent a huge pool of 
largely untapped talent and concern within our ranks. It 
is my earnest hope that all of them will find it possible to 
channel their interest into involvement at the district 
branch and area levels so that their needs and aspirations 
will ultimately find expression, via the Assembly of Dis- 
trict Branches, in national policy and action. 

It has been a special privilege for me in the past year to 
work with John Spiegel and to observe his untiring dedi- 
cation and devotion to the needs of our Association, even 
in the face of deep personal tragedy. | am proud to be a 
participant in the illustrious tradition that he and his dis- 
tinguished predecessors represent. With their help-—and 
with yours— we shall face the difficult challenges that lie 
ahead with resolution and the firm confidence that psy- 
chiatry will continue to be very much alive and well in 
America. 
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John P. Spiegel, M.D. 


One Hundred and Third President, 1974—1975 


BY JACK WEINBERG, M.D. 


SCHOLARLY CURIOSITY, inquisitiveness, and study char- ` 


acterize John P. Spiegel, [03rd President of the Ameri- 
can Psychiatric Association. However, these character- 
istics are not an end in themselves but rather a means to 
analysis and synthesis. He has always been fully aware 
that there are individual and group realities that tran- 
scend what is held to be objective truth. Science, particu- 
larly the science of human behavior, is not all method- 
ology and design. It is also the poetry of empiricism, of 
hypothetical formulations that need to be tested against 
the almost infinite variables of human experience. Nei- 
ther does John Spiegel hold that observation of inter- 
personal interaction and recording of the observation is 
enough. The more subtle and often elusive transactions, 
as defined and refined by him, frequently defy observa- 
tion and may be discernible only after the passage of 
time. 

Testimony to the above is the following assessment of 
their ,relationship by Roy R. Grinker, Sr., a former 
teacher and close colleague of John: “Each of us has had 
a profound effect upon the other in terms of his own life- 
style, his own development; and that the two of us could 
have gotten together and produced what I think are two 
classics (1, 2) is most amazing. Whom else can I say it 
about? Not even those I love (3)." And that was upon re- 
flection, after the passage of time. 

John Spiegel is a scholar—a good scholar in the sense 
that he knows the sources of information that will con- 
tribute to his field of knowledge. These sources need to be 
diverse in the search for the truth; conflicting evidence 
must be methodically and carefully sifted and the prob- 
lem resolved. Conflict resolution is John Spiegel’s 
method of approach, whether it be to the factors influenc- 
ing integration and conflict within the family, social un- 
rest, violence, ethnicity, or the diversity of forces oper- 
ating within our own Association. Conflict resolution is 
the very essence of his character. He brings it to problem 
areas, aware that forces and attitudes which have a great 
deal in common may paradoxically produce the most se- 
rious conflicts. His late wife Babette, an individual of de- 
cided opinions, would often say to him: *John, you will 
never influence anyone because you always see both sides 


Dr. Weinberg is Director, Illinois State Psychiatric Institute, 1601 W. 
Taylor St., Chicago, Ill. 60612, and Professor of Psychiatry, Rush Med- 
ical College and Abraham Lincoln School of Medicine, University of 
Illinois, Chicago. 
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of the issue." Even his lifelong and now dreadfully missed 
companion did not realize thàt our President does not 
present himself as the one to resolve a conflict but rather 
as the scholar-scientist who makes others aware of the 
desirable and undesirable in all issues, thus opening up 
avenues for resolution and action. 

By no means does this imply that John has not formed 
firm opinions of his own. Once convinced of the right 
path to be taken, he can articulate his position eloquently 
and well, marshaling his facts into convincing advocacy: 
For advocacy is another of his lifelong characteristics. 
Dartmouth College, from which John was graduated in 
1934, was a privileged school; despite the Depression, the 
students lived for the most part in their own cocoon, un- 
concerned with what was going on in the world about 
them. Not John. He was one of the "thinking" people on 
campus and associated with a group characterized as the 
campus radicals. In a later day he might even have been 
one of the group to lead protests. However, in those days 
the protests consisted of writing editorials calling for 
change in the economic and social order. 

Although he was not a member of Phi Beta Kappa, he 
was selected by the faculty to give the commencement ad- 
dress. Surprisingly, it would be considered an appropriate 
commencement address today. It was prophetic in de- 
claring that minority groups could no longer be ignored, 
that the entrenched privileged would have to com- 
promise, and that higher education was failing to prepare 
students for the complexities and realities of life. This 
from a young man who was even more privileged than 
many of his classmates. And John has never given up his 
concern for his fellowman. Behind the poised, composed, 
and serious exterior, there is an intensely compassionate 
and even sentimental human being. 

Dr. Spiegel is also a man of culture. His roommate in 
college relates that John would begin every morning, be- 
fore and during dressing, by playing a record of sym- 
phonic or operatic music while at the same time con- 
ducting in the best Toscanini manner. While in college, 
his close friends called him Picasso, for he, was an early 
admirer of that artist. In fact, John signed his name "'Pi- 
casso," with a little caricature appended. His interests 
have always ranged far and wide. To take a walk with 
him is to get to know and identify flora and fauna, includ- 
ing butterflies and other insects; these descriptions are in- 
terposed with observations and comments on everything 
else around him. 


CHOICE OF MEDICINE AS A CAREER 


His greatest love, however, has been medicine. There 
was nothing in his background except his own searching 
mind to prepare him for this career. The Spiegel name 
can be traced to a powerful textile merchant who lived in 
Frankfurt in the sixteenth century, and John’s own fam- 
ily’s history dates back to his great grandfather, Moses 
Spiegel, who immigrated to this country in 1848 to es- 
cape the hand of the Prussian regime, which lay heavily 
on the people. Founder of the family business and fortune 
was Joseph Spiegel, grandfather of John, who was also a 
German refugee and fought beside his hero brother, Col- 
onel (later General) Marcus Spiegel in the Civil War and 
then settled in Chicago to establish what eventually be- 
came an extremely successful merchandising empire. The 
entire family participated in carrying on the family busi- 
ness except for John, who went his own way. 

The Spiegel family contributed greatly to the economic 
growth of Chicago while at the same time its various 
members distinguished themselves through their partici- 
pation in civic affairs and progressive causes. In this 
milieu John from early childhood showed a special inter- 
est in the organization of living matter and its behavior. 
As a child he would dissect insects to see what made them 
tick. A boyhood friend of his relates that when John was 
a little lad this friend was raising chickens on the third 
floor of his house; John became fascinated when the 
friend rapped on the gate surrounding the chickens and 
they immediately flocked to the gate, having been condi- 
tioned to recognize that the knock indicated feeding time. 
It was natural for him not only to observe but to try to 
understand conditioned behavior. His study of medicine 
was to follow only after a liberal arts education at Dart- 
mouth, where he received his B.A. degree. 


GRINKER-SPIEGEL COLLABORATION 


Dr. Spiegel earned his medical degree from North- 
western University School of Medicine in 1938 and com- 
pleted a two-year internship at Michael Reese Hospital 
in Chicago. He then decided to go into surgery but 
quickly gave up his residency in that specialty and ap- 
proached Roy R. Grinker, Sr., about a residency in neu- 
ropsychiatry. Upon completion of his residency in 1942, 
Dr. Spiegel enlisted in the Air Corps. First he was a psy- 
chiatric consultant to the 12th A.A.F. in the Mediterra- 
nean Theatre (1942-1944): during that period he fortul- 
tously met up with his former chief, Dr. Grinker, and 
together they refined the treatment of war neurosis with 
narcosynthesis. 

In 1944 John returned to the United States and was 
appointed Chief of Professional Services under Dr. Grin- 
ker at the A.A.F. Convalescent Hospital in St. Peters- 
burg, Fla., where he stayed until 1945. These associations 
with Dr. Grinker resulted in the publication of two clas- 
sics, War Neuroses (1) and Men Under Stress (2), as well 
as a number of other publications related to the war neu- 
roses and their treatment. In 1945 John was transferred 


to the convalescent hospital at Ft. George Wright, Spo- 
kane, Wash., as Chief of Psychiatric Services. He was 
discharged from the service in 1946. 

That year Dr. Spiegel returned to Chicago, where he 
served as Chief of the Psychiatric Clinic at Michael 
Reese Hospital and resumed his studies at the Chicago 
Institute for Psychoanalysis, from which he was gradu- 


ated in 1949, the same year that he was certified by the 


American Board of Psychiatry and Neurology. From 
1951 to 1954 John served as Associate Director to Dr. 
Grinker at the Institute for Psychosomatic and Psychiat- 
ric Research and Training, Michael Reese Hospital. 

These were eventful years, for the former teacher and 
pupil became friends and colleagues, working together on 
research in stress and anxiety and holding extensive dis- 
cussions on all aspects of the field of human behavior. 
John refined the concept of transactions, borrowed from 
physics, and applied it to human psychology. 


THE MOVE TO MASSACHUSETTS 


Dr. Spiegel’s chairmanship of the Committee on the 
Family of the Group for the Advancement of Psychiatry 
in the early 1950s deepened his interest in and under- 
standing of the role of cultural value orientations, as 
transmitted by the family system, in character formation 
and behavior. Talcott Parsons and the Kluckhohns left a 
deep impression on our President, who in 1954 moved to 
Cambridge, Mass., where he was appointed Research As- 
sociate in the Laboratory of Social Relations at Harvard 
University, a post he held until 1966. From 1957 to 1966 
he also served as Associate Clinical Professor of Psychia- 
try at Harvard Medical School. 

The tumultuous sixties were at hand. Protests, dissent, 
riots, and violence were rife in the land—a land unpre- 
pared to deal with manifestations of activism and the ur- 
gent thrust for change. The first center for the study of vi- 
olence in the country, the Lemberg Center, was 
established at Brandeis University, Waltham, Mass. It 
was logical for the center to name John Spiegel as its Di- 
rector and thus to bring his particular talents, distin- 
guished scholarship, perspective, and reason to this vex- 
ing problem. At the same time he was appointed 
Professor of Social Psychiatry at the Florence Heller 
Graduate School for Advanced Studies in Sccial Welfare 
at Brandeis. Again his energies and productivity were 
prodigious. Besides his scholarly publications, John and 
the groups he formed provided consultation and govern- 
ances that probably were helpful in the avoidance of a 
number of bloody encounters in the sixties. 


PUBLICATIONS, PROFESSIONAL MEMBERSHIPS 


Especially considering his penchant for careful schol- 
arship, Dr. Spiegel has been an extremelv productive 
man. His bibliography lists 72 publications, including 
four books that he has co-authored. Some of the publica- 
tions delineate his interests and thinking in the areas of 
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family dynamics, role conflict, the application of role and 
learning theory to the development of aggression in chil- 
dren, and cultural variants in attitudes toward death and 
disease, catastrophe, stress, and crisis. They reflect his 
deep concern for and insight into the human condition 
and the forces at play to effect syntonic or dystonic be- 
havior. Twenty-five scholarly publications, mostly theo- 
retical in nature, deal with social change, unrest, hostility, 
aggression, violence, campus conflict, and similar mat- 
ters; they have broadened our understanding and helped 
fashion proper responses to those troublesome issues. His 
two most recent books, The Messages of the Body (with 
Pavel Machotka) (4) and Transactions in Families (with 
John Papajohn) (5), appeared during his services to APA 
as President-Elect and President. 

Not content with his academic and scholarly activities, 
John has also been a member of numerous professional 
societies, lending leadership in many. Besides APA, Dr. 
Spiegel has been a member of the American Academy of 
Psychoanalysis, the American Sociological Association, 
the American Psychosomatic Society, the Chicago Psy- 
choanalytic Society, the American Association for the 
Advancement of Science, and the Society for the Psycho- 
logical Study of Social Issues. He has served as an officer 
of several professional organizations as well as on the 
boards of directors of a number of foundations. In 1974 
he was honored by the Massachusetts Psychological As- 
sociation, which presented him with a Special Award to 
an Allied Professional for Contributions to Psychology. 
John has found time also to serve on the Subcommittee 
on Social Sciences of the National Institute of Mental 
Health and on the Committee on Stress and the Com- 
mittee on Disaster of the National Research Council. His 
service in any capacity has never been undertaken except 
with wholehearted involvement and commitment. 

The same is true of the services Dr. Spiegel has ren- 
dered to APA. Prior to his election to the Presidency, 
John was a member of the Committee on Civil Defense 
and the Task Force on Third-Party Intervention in Com- 
munity Crises (a particularly apt and appealing concept 
of his), and chairman of the Task Force on Aggression 
and Violence. 

As President of our Association, Dr. Spiegel has mani- 
fested an extraordinary grasp of the important issues, for, 
as is his custom, he studied them assiduously while serv- 
ing as President-Elect and chairman of the Reference 
Committee. During his Presidency he was on sabbatical 
leave from Brandeis University and devoted practically 
all his time to the affairs of APA, with a devotion and 
concern equaled only by his devotion and concern for his 
family. He provided strong leadership in his efforts to 
reconcile the divergent forces within our Association and 
to be responsive to the thrust for greater democratization 
of our governance. John therefore advocated a closer col- 
laboration between the Board of Trustees and the Assem- 
bly of District Branches and implemented this by ap- 
pointing three commissions—-Judicial, Legislative, and 
Standards of Practice and Third-Party Payment. He has 
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viewed these commissions as transitional instruments to 
bridge the concerns and actions of the Board and those of 
the Assembly and the membership at large. 

He listened and above all heard the disparate voices 
not only within APA but also within the allied disciplines, 
whose interests may or may not have been congruent 
with ours. Throughout the year his advocacy was strong 
and effective on behalf of our Association and those we 
serve—the emotionally ill and deprived. 


FAMILY LIFE 


Dr. Spiegel's profound interest in family dynamics has 
been reflected in his own family life. He and Babette 
Schiller were married on August 1, 1935. She was the 
daughter of Dr. Heliodory Schiller, a beloved and cul- 
tured general practitioner in Chicago. “Babs,” as she was 
affectionately known to her friends, was a gifted and tal- 
ented person who was graduated from Swarthmore Col- 
lege in 1933, where she was awarded the Oak Leaf 
Medal, the top award at Swarthmore. She wrote light 
verse, much of it related to their four children, Heli, 
Adam, Mary, and Pauline, better known as Polly. | 

After the Spiegels moved to Cambridge, Babette ob: 
tained an M.A. from the Harvard School of Education 
and for several years taught at Boston University. She or- 
ganized the Cambridge Editorial Research Group and 
rewrote a course on American history for the Continuing 
Education Branch. of the Massachusetts Department of 
Education, for which she received an award in 1966: 
When it was learned that 50 percent of the users of this 
course were in correctional institutions, Mrs. Spiegel was 
stimulated to help establish the Student Tutor Education 
Project (STEP), funded by private and public founda- 
tions and the National Foundation for the Humanities. 
Following Mrs. Spiegel's untimely death on February 5 
of this year, it was a fitting tribute that in recognition of 
her contribution to the humanizing and educational ad- 
vancement of a long-neglected segment of the population, 
a memorial fund in her honor was established at the Uni: 
versity of Massachusetts, which had taken over the STEP 
program. 

Gracious in his personal tragedy, Dr. Spiegel never fal- 
tered in his efforts on behalf of APA. He left his office 
with a great deal accomplished and with a greatly healed, 
healthy Association. 
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Values, Myths, and Symbols 


BY ROLLO MAY, PH.D. 





Defining "symbol" as that which draws together and 
unites experience and “myth” as a cluster of symbols set 
in dramatic form, the author discusses the lack of both 
symbols and myths in contemporary society. This lack 
has led to a disintegration of commonly held values and, 
ultimately, to a great need for psychotherapy on the part 
of individuals seeking personal identity. The individual 
must define his or her own values according to personal 
myths. One basic function of psychotherapy is to help 
individuals in their attempt to recover values. 


VALUES ARE NECESSARY and unavoidable in psychiatry 
and psychotherapy. Even if it were possible for a thera- 
pist to be value free, it would not be a desirable thing. In 
this paper, therefore, I shall discuss the roots of values, 
how they develop, how they are changed and lost, and 
how, ideally, they can be regatned in psychotherapy. 

The topic of values as such has always seemed super- 
ficial to me. It gives me a sense of unreality. For example, 
Brown (1), writing for the National Commission on the 
Causes and Prevention of Violence about our need to be- 
come aware of violence among our most upright citizens, 
wrote, 


Having gained this self-knowledge, the next problem be- 
comes the ridding of violence, once and for all, from the rea/ 
(but unacknowledged) American value system. (p. 56, em- 
phasis added) : 


This statement makes it sound as if undesirable values 
could be gotten rid of simply by taking thought or a value 
system could be changed by a mere consensus that it 
needs to be. | 

Values come from a deeper and more organic level of 
experience than the rational. They are rooted in irra- 
tional experience as well as rational; they are born on un- 
conscious as well as conscious levels, and they require for 
their existence an act of commitment rather than mere 
creedal assent on the part of the individual. Values are 
feeling-charged guides around which the person’s devo- 
tion crystallizes. Thus they have their source in the or- 
ganic being of the individual and in his interpersonal rela- 
tionships in his community. 


Read at the 127th annual meeting of the American Psychiatric Associa- 
tion, Detroit, Mich., May 6-10, 1974. 


Dr. May is Supervisory and Training Analyst, William Alanson White 
Institute, New York, N.Y. Address reprint requests to him at 9 East 
94th St., New York, N.Y. 10028. 


SYMBOLS AND MYTHS 


I would argue that the values of an individual and of a 
community are rooted in the symbols and myths of the 
person and his community. 


Defining Symbols 


The word "symbol" comes from the Greek sym, mean- 
ing with or together, and bollein, meaning to throw or to 
draw. The implication is clear: the symbol draws together 
and unites an experience. It bridges the inescapable zn- 
tinomies of life—conscious and unconscious, reason and 
emotion, individual and society, history and the present. 
For example, the Christian cross draws together the hori- 
zontal and vertical dimensions of life and unites them 
perpendicularly to each other, embracing their conflict. A 
symbol is real and efficacious only to those who commit 
themselves to it. 

A symbol must be distinguished from a sign. I recall 
the time when as a young man I stood on the deck of a 
French ship steaming into the Golden Horn at Istanbul. 
On other ships at anchor in the harbor were the flags of 
Turkey, Greece, and England. I noted the calors and au- 
tomatically decoded what country each represented. 
These were, for me, signs. But when I saw an American 
flag, [ had an altogether different reaction. No longer did 
I find myself in an automatic decoding process; I was 
suddenly filled with a surge of memories from time past, 
a loneliness for my homeland (which I had not seen for 
two years), a sense of pride, but also a feeling of guilt at 
the role my country was then playing in the Near East. 
The other flags were signs. The symbol of the flag of the 
United States grasped my emotions and my will—indeed, 
my total being. 

A symbol cannot be arbitrary. A stop sign represents 
an arbitrary consensus. A sign is for something; a symbol 
is of something. A genuine symbol participates in the 
reality that it symbolizes. It points beyond itself to new 
levels of meaning. 

The antonym of "symbolic" is “diabolic,” meaning to 
tear apart or disunite. The diabolic (or the devilish) is 
that which spreads dissension, sets people at strife. A 
whole ethical system is implied in the opposite meanings 
of these two words. 

In his ventures into the idea of the unconscious, one as- 
pect of the domain of symbols, Freud dealt plentifully 
with symbolic communication. Dreams, poetry, humor, 
the language of actions—all of these can be communi- 
cated only in symbols. In Freud's work our concern with 
symbols was replenished and revivified. 
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However, a serious error lies in Freud's confusing sym- 
bol with symptom. His tendency to equate each symbol 
with a specific meaning is a case in point, e.g., stairways 
equal sexual intercourse and boxes and chests represent 
the female uterus(2, p. 354). This error arose from 
Freud's failure to see that the symbol points beyond it- 
self. 

The symbol requires repression; if there were no re- 
pression, there would be no symbol. The unconscious 
phenomena that the symbol links may or may not have 
been repressed. As long as there is unconscious material 
expressing itself in poetry, dreams, experiences of ec- 
stacy, imagination (i.e., as long as we are human), sym- 
bols will be necessary to carry the richer and deeper 
meaning that cannot be communicated by operational 
language. 

Harry Stack Sullivan believed that authentic inter- 
personal communication is itself a value. The character- 
istics of authentic interpersonal communication are iden- 
tical with those of the symbol —the sharing of one's fact 
and one's fantasy, of conscious and unconscious, of rea- 
son and emotion, of past and present, of individual and 
social. Thus a sentence says much more than the specific 
words. Such communication meliorates the individual's 
alienation and loneliness, which, beyond being character- 
istics of our society at large, exist in painful extremes in 
those we call neurotic and psychotic. 

The distinction between idle chatter and authentic 
communication is seen in that authentic communication 
is guaranteed by the fact that the symbol participates in 
the reality it symbolizes and points beyond this reality. It 
is in this sense that symbols are so rich and fecund. Sulli- 
van would have understood Thoreau, who, amid all the 
hullabaloo that surrounded the linkage of Texas and 
Maine by telegraph, remarked, “The real question is, do 
the people of Maine have anything to say to the people of 
Texas?" 


Defining M yths 


A myth performs a function parallel to that of the sym- 
bol, but it is more complex. A myth is a life story in 
which the characters feel, think, and act. A myth may be 
defined as a cluster of symbols set in dramatic form. 

In our contemporary deprecating use of the word 
"myth" as meaning falsehood, we are aping the early 
Christian theologians who called their own religion and 
theories true and everything pagan (i.e., the other myths) 
false. In modern times we fall into a parallel dogma— 
that empirical data represent the only reality. As a result 
of this fallacy of rationalism and scientism our imagina- 
tion tends to dry up and our lives to become impover- 
ished. 

Myth is a way of orienting ourselves to the cosmos, It 
gives meaning to our relations with ourselves and others, 
it makes possible our experience of identity, and it carries 
the moral values of the person and the society. Mali- 
nowsky (3) stated, 


Studied alive, myth ... is not an explanation in satis- 
faction of a scientific interest, but a narrative resurrection of 
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a primeval reality, told in satisfaction of deep religious 
wants, moral cravings, social submissions, assertions, even 
practical requirements. . 

Myth ... expresses, enhances, and codifies belief: it ee 
guards and enforces morality; it vouches for the efficiency of 
ritual and contains practical rules for the guidance of man. 
Myth is thus a vital ingredient of human civilisation; it is not 
an idle tale, but a hard-worked active force; it is not an in- 
tellectual explanation or an artistic imagery, but a pragmatic 
charter of primitive faith and moral wisdom. (pp. 101, 108) 


It is not surprising that Freud should have hit upon the 
Oedipus myth when pondering the vicissitudes of the 
family. A myth is the only way to express the living, dy- 
namic, complex struggles that characterize the triangular 
pattern of mother, father, and child. 

It was Alfred Adler who made a reality of the dynamic 
quality of the myth in his therapy. He proposed that each 
individual is guided by a personal myth that would be 
some variant of the myths of his time but would also be 
uniquely his. This myth is established early in life. [t pro- 
vides guidance for the child and orients him to his world: 
Adler called this construct the “guiding fiction" to em- 
phasize that whether or net it is based on factual truth is 
irrelevant to its function and efficacy. It is expressed in 
the child's earliest memories, whether or not these are 
memories of actual events or fantasies. It is assumed that 
the guiding fiction can be changed; this is the function of 
therapy. 

One form of the values expressed in myths is the eth- 
ical model, or the hero form. Eliade (4) made the follow- 
ing insightful comment with reference to this model: 


[Since culture gravitates around the few creative persons 
who exemplify the myths] .... it follows that society as a 
whole is led toward the values and the meanings discovered 
and conveyed by these individuals. It is in this way that myth 
helps man to transcend his own limitations and conditions 
and stimulates him to rise “to where the greatest are." (p. 
147) 


This points toward the value of heroes in a society and 
indicates the serious dilemma of our society, in which 
people have a prejudice against believing in anv heroes at 
all. | 


M yths and Psychotherapy 


In psychotherapy the patient may well use the thera- 
pist as a model; this is one aspect of the function of myth. 
The patient may copy superficial behavior and values, 
such as gestures, tone of voice, and habits. In good ther- 
apy, the deeper, more lasting values come from the 
patient's own personal myth. To be effective, a value 
must be chosen by the person rather than merely copied. 
To some extent, the value is uniquely fashioned by the in- 
dividual, who forms it and commits himself to it. The act 
of choosing a value is a central fact in the constituting of 
the value. 

Although the therapist can well be a model, he does not 
and should not conceive his main function to be the giv- 
ing of values as such to the patient. Authentic values for a 
given patient emerge out of the personal myth of that 


patient. They must be formed in spite of the therapist as 
often as because of him. 


THE DISINTEGRATION OF VALUES 


In the phase of society during which symbols and 
myths are relatively unified, citizens will experience rela- 
tively less anxiety and alienation. This can be seen in the 
classical Greece of the fifth century B.C. It is almost im- 
possible to find the word "anxiety" in the literature of 
this period. The plays of Aeschylus and Sophocles were 
integrative therapy, illustrating the fact that drama is 
community therapy. During such periods psychotherapy 
is not widely needed and, therefore, we do not find many 
references to psychiatry and psychology. 

During the period of the breakdown of Greek civ- 
ilization, the Hellenistic phase in the second ànd first cen- 
turies B.C., the symbols and myths no longer oriented 
people to their cosmos or to each other. Anxiety and 
alienation were widespread. “Every philosopher's lecture 
hall," wrote Dodds, “looked like a dispensary for sick 
souls” (5, p. 248). The same phenomenon was evident at 
the end of the Middle Ages: the symbols and myths of 
medievalism disintegrated, and the citizens on all sides 
grabbed for pseudomyths—the occult, sorcery, and 
witchcraft. I would call these pseudomyths forms of psy- 
chotherapy, good or bad therapy as they may be. Our 
own age is parallel to the Hellenistic period and to this 
twilight of the Middle Ages. 


THE AMERICAN DREAM AS MYTH 


A dominant myth in the United States, the myth of the 
American dream, demonstrates that the myth is a carrier 
of values. Although this is a derivative myth in that it 
deals with origins and destiny, it may nevertheless be seen 
as authentic. 

The American dream absorbed the original myth of 
the New Jerusalem that the Pilgrims brought with them 
to Plymouth. This myth postulated that we Americans 
were the chosen people. Here is one source of our tradi- 
tional belief that every day things will become better and 
better. The frontier myth was then grafted on to the 
American dream, actualized by the fact that the individ- 
ual could always better himself by going west. The fron- 
tier myth is a main source of our self-reliance; a frontiers- 
man had to draw his gun quickly if he was to survive. The 
frontier myth also includes the value of courage to face 
loneliness because families lived 20 miles from their near- 
est neighbor. Each isolated person or family was part of 
the manifest destiny of the American dream. 

The frontier myth carried the values of not only self-re- 
liance and individual courage but also objectivity. On the 
frontier one had to beware of too much introspection in 
order to preserve sanity. The heroes in this myth are var- 
ied— Daniel Boone, Kit Carson, Abraham Lincoln, and, 
later, when the myth was deteriorating, Horatio Alger. 

The disintegrating phase of this myth, which we are ex- 
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periencing now, illustrates the demise and the reversal of 
the values carried by the myth. The gun that was a tool 
for self-reliance has now become a tool for excessive vio- 
lence in the United States. Courageous loneliness has be- 
come neurotic alienation. The rootlessness of modern 
Americans has become a pressing problem in that no one 
has any place he calls his own. The power that helped in- 
dividuals develop character now becomes power for 
power's sake, illustrated ad nauseam by such examples as 
the Watergate scandal. 

Our experience of freedom is also distorted in the dis- 
integration of the American dream. It bears out what 
Alexis de Tocqueville said over a century ago, that he 
knew of no country where the individual was more free 
physically and more enslaved psychologically and spiritu- 
ally. In our insisting on complete freedom physically, we 
have instituted a conformism that tends to destroy our 
freedom psychologically and spiritually. 

This phase is one with which we are all too familiar, 
the phase during which the values in the society believed 
in by the citizen disintegrate. During this kind of period, 
religion loses its cogency and people are like boats with- 
out any mooring posts, a situation characterized beau- 
tifully by the phrase "lonely crowd." Jerome Bruner (6) 
rightly described our period in the following statement: 


For when the prevailing myths fail to fit the varieties of 
man's plight, frustration expresses itself first in mythoclasm 
and then in the lonely search for internal identitv. (p. 285) 


Grasping on all sides for anything that has a semblance 
of myth, people give themselves over to demonism and 
the occult (e.g., the popularity of The Exorcist), astrol- 
ogy, witchcraft, and sorcery. The problem of personal 
identity becomes paramount because the means of gain- 
ing identity have evaporated. Heroes are no longer avail- 
able; what is left of passion is devoted to leveling every- 
one down to the masses. This phase of disiniegration is 
the time when people flock to psychotherapists, psychia- 
trists, and psychologists. We are called upon to help 
countless persons in what Bruner called “the lonely 
search for internal identity." 


THE ROLE OF THERAPY 


In the meeting of needs brought about by the dis- 
integration of basic myths and symbols, two approaches 
to therapy can be distinguished. The first occurs when the 
patient and therapist regard therapy as serving as the new 
myth. This happens when patients place excessive faith in 
their particular brand of therapy. The therapy becomes a 
way of orienting oneself to the cosmos and to inter- 
personal relationships. These therapies are then forms of 
the myth of rationalism: to understand everything is to 
forgive everything. Obviously, it is not possible for any 
one person to understand everything, so this faith in- 
volves a good deal of pretense. 

The Freudian confusion of symbol with symptom, in 
which specific meanings are equated with specific sym- 
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bols, gives evidence to this myth of rationalism: the sym- 
bols for everything serve also as answers for everything. 
There is no mystery left in this approach to therapy. It 
represents the smuggling in of values assumed but unad- 
mitted by both therapists and society. It goes hand in 
hand with a great deal of hero worship, as demonstrated 
by the number of pictures of Freud, Sullivan, Erikson, 
and others on the walls of therapists’ offices. Although 
this view of therapy may be a halfway station, I do not re- 
gard it as the answer to the problem of values. 

A better and more lasting kind of therapy has devel- 
oped more recently. In this, psychotherapy itself is not 
the ultimate myth. Rather, therapy is engaged in helping 
the patient clear the decks of pseudomyths. It can best be 
described as the collaboration between therapist and 
patient in the adventure of exploring the patient’s aware- 
ness of himself and others and thus increasing con- 
sciousness. The person can then cultivate his own aware- 
ness of his personal myth, which will yield his values and 
identity as well as give him some shared basis for inter- 
personal relationships. 

Such a myth will obviously have something to do with 
the particular values of the school of therapy to which the 
patient has come, but that is not all. It will also involve 
the patient in a realistic assessment of his own potentiali- 
ties and will carry the impetus to develop the courage to 
actualize them. It will involve the gradual transformation 
of neurotic anxiety and guilt into normal anxiety and 
guilt. It should involve the patient's capacity to make a 
contribution to other persons, what Freud called “work” 
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and Adler called “social interest." I keep coming back to 
Freud's idea that one of the central values of psychother- 
apy is to transform a person's neurotic miserv into com- 
mon unhappiness. This involves the capacity of the 
patient to accept his fate and, simultaneouslv, to affirm 
his degree of freedom. 

I have sought in this paper to make clear the nature of 
symbols and myths and the fact that values arise from 
them. I have emphasized that the individual must do the 
evaluating himself. Our present society, characterized as 
it is by the disintegration of values, calls for psychother- 
apy. One function of this therapy is the recovery of val- 
ues. 
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Some Observations and Questions in Intensive Psychotherapy 


BY YEHUDA FRIED, M.D., AND FRANZ BRULL, M.D. 


The authors discuss their observations of acute 
psychiatric patients in a day hospital, noting the 
universality of the existential concerns that arise once the 
patient has confronted his illness. They discuss the 
problem of what determines a “cure” in emotional 
disturbances and suggest that the primary issue is for 
patients to learn to live as healthy people within the limits 
of their individual potential. 


THE FIRST ATTEMPT to establish a day hospital as a part of 
an outpatient clinic for the treatment of acute psychiatric 
patients in Israel was made by the Kupat Holim (Work- 
ers’ Sick Fund) in October 1968 at the Mental Health 
Clinic of Ramat Chen, Tel-Aviv (1). The day hospital is 
currently equipped to treat 15 patients for several con- 
secutive hours each day. The staff consists of a psychi- 
atrist, a nurse, a psychiatric social worker, and an 
occupational therapist. To date, approximately 500 
patients between the ages of 18 and 65 have been 
treated; the majority have displayed serious psychiatric 
conditions (half had psychoses and the other half dis- 
played acute symptoms of neuroses and psychoneu- 
roses). Eighty-five percent of these patients were dis- 
charged without requiring full hospitalization; the re- 
maining 15 percent required transfer to residential 
hospitals. 

Treatment at the day hospital includes pharma- 
cotherapy, individual and daily group psychotherapy, 
and occupational therapy, and usually takes place over 
a period of two months. In our intensive psychotherapy 
for these acute psychiatric cases, we employ the concepts 
originated by Frieda Fromm-Reichmann (2) in her work 
with psychotic patients at Chestnut Lodge, Rockville, 
Md. 


CLINICAL OBSERVATIONS 


Approximately four-fifths of our patients display 
marked symptoms of anxiety and two-thirds exhibit de- 
pression. This disproportionate incidence is not related to 
the actual signs and symptoms of these patients, who do 
not suffer from anxiety neurosis and/or depression (en- 
dogenous or reactive) in the classic sense of the words. 
Their anxiety tends to be more related to the state de- 
Dr. Fried is Senior Lecturer and Dr. Brüll is Clinical Associate Profes- 
sor, Department of Psychiatry, Tel-Aviv University Medical School. 
Dr. Fried is also Director and Dr. Briill is Head of the Day Hospital, 


Kupat Holim Mental Health Clinic, 9 Hatzvi St., Ramat Hatayassim, 
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scribed by the existentialists, who believe in trying to 
make existence meaningful and are therefore concerned 
with attempts to find ways of being (3, 4). 

In this frame of reference, the patient 1s aware of his 
freedom of choice in shaping his destiny and realizes that 
he himself is its mainspring. He is also not blind to the 
fact that he is likely to err and may have to pay dearly for 
mistakes in judgment. Kierkegaard (5) referred to this as 
the “‘dizziness of freedom.” This freedom 1s not necessar- 
ily a cause for anxiety; nevertheless, anxiety prevails, 
adding to an already complex situation. Goldstein (6) de- 
scribed this anxiety as the “subjective experience of the 
danger to existence... the catastrophic condition." 

Out of this complex emotional situation a form of de- 
pression unlike the classic depressive state emerges. We 
find that our patients generally display a depressive 
mood, not necessarily accompanied by slowness or retar- 
dation, but as a result of additional secondary circum- 
stances. We refer to the confrontation of the patient with 
himself as a situation in which he suddenly becomes 
aware that he is different from others and that his recur- 
ring symptoms are part of a pattern of an illness which he 
is unable to fathom without help. In this state of realiza- 
tion, he usually agrees to seek expert advice, with the un- 
spoken hope that the expert (in this instance, the psychia- 
trist or other day hospital staff member) will be able to 
diagnose his condition and help him. Sometimes this 
awareness of himself-—the "first diagnosis" (7)—-as a suf- 
fering being and his desire to be like others cause him to 
seek advice of his own accord. More often, he is con- 
vinced by others (usually members of his immediate fam- 
ily) of the need for expert advice and treatment. 

This moment of confrontation between the patient and 
his illness is a moment of truth and of complex inner real- 
ization. It can perhaps best be compared to the struggle 
of Sisyphus, as expressed by Camus(8)—a struggle 
against absurdity as the meaning of life and against the 
absurd, which in this case is the disease. Ít is at this stage 
of emotional despair or insight that the patient reaches 
the day hospital. 


THREE ESSENTIAL QUESTIONS 


We have noted that three questions invariably arise 
when the patient reaches the stage of confrontation with 
his condition and the resulting despair. First, the patient 
seems preoccupied with the question, “What can I 
know?" This is a question of limitation. Balint referred to 
this in general medicine and termed the essence of it the 
"second diagnosis" (7). The patient's efforts to find the 
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answer to this nagging problem are often hidden in other 
questions such as “Do I have cancer?" "Is it heart dis- 
ease?" These questions refer to the chronicity of the dis- 
ease. The patient may approach the question indirectly 
by asking, "How severe is my illness?" “Is it hereditary?" 
“Isit a recurring condition?" Such questions are not nec- 
essarily directed to the psychiatrist and need not neces- 
sarily be answered by him. The mere presence of so- 
called "repeat" patients may lead him to draw his own 
conclusions. 

The second question emerges at this stage of realiza- 
tion of the possible chronicity or recurrence of the condi- 
tion. The patient asks, “Suppose I really do have such a 
disease. [There is still some disbelief or hope that this is 
untrue.] What can I do about it? How can I live?" This is 
a vital, serious, and difficult moment in which the patient 
considers the possibility of living with the disease as a 
healthy person rather than as a sick person. This is per- 
haps one of the most important aims of psychotherapy in 
general and will be discussed later in greater detail. 

When this moment passes, the third question arises. 
“What can I hope for?" In the absence of confidence that 
he will recover and with only feeble hope remaining, the 
patient may find himself in a moment of despair that can 
lead to suicidal tendencies. 

We find that almost all of our patients refer to these 
questions in some form or another—some directly. These 
questions—'*'What can I know?" “What ought I to do?" 
"What can I hope for?"—have a history in our cultural 
heritage and were posed previously by Immanuel 
Kant (9). As they appear in the course of intensive psy- 
chotherapy, the questions are linked with the patient's 
confrontation with the disease during a stage of insight 
into his condition, which results in despair and anxiety or 
depression along with an awareness of the possible impli- 
cations of being in such a condition. 


INSIGHT AND CURE 


We wish to report an incident that raises what is per- 
haps the crux of the problem facing those who use in- 
tensive psychotherapy and what is also perhaps the ulti- 
mate goal of our day hospital. 

At the completion of a term of treatment, which ended 
with the passing of her psychotic cycle, a patient said, 
“Doctor, you did not cure me, but now it is different. It is 
not any easier—in fact, it is more difficult—but it is dif- 
ferent." This statement (which the patient did not clarify) 
emphasizes and exemplifies the lack of finality at the end 
of a course of treatment. The patient was not cured, but it 
was ''different." The question that naturally arises at this 
point is, What is "cure," and what are its goals? 

The ideal situation is one in which a patient suffering 
from a specific complaint (such as a toothache) is relieved 
of the symptom and suffers no more, i.e., the tooth is ei- 
ther filled or extracted. However, if fashion decrees that a 
gap in the teeth is unattractive, a replacement for a pulled 
tooth will be sought in the form of an artificial tooth. In 
the latter sense, cure is dependent on the whims of fash- 
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ion. This zeitgeist is also responsible for the inter- 
pretation of man's image at a particular moment in his- 
tory (10). Von Gebsattel (11) said, "The paranoiac 
patient's point of view becomes paranoiac if the patient 
stops living in a world where ‘Selbstverstandlichkeit’ 
[that which is self-evident] is self-evident and not dan- 
gerous." In such a world, insignificant happenings take 
on meaning. Von Gebsattel added, “It is only due to 
paranoiacs that we are able to appreciate the inner peace 
of our world, in which there are happenings which are 
accidental in nature, without personal reference" (p. 
128). Binswanger said, "The manic world appears to be a 
changeover from ‘steigen’ [to climb] to ‘versteigen’ [to 
climb too high, too far]" (12). 

We must also not lose sight of the fact that every physi- 
cian anticipates cure according to his own individual con- 
cepts. Sartre (13) warned us against playing God. The 
question of how to be healthy replaces that of how to be 
cured. This question is also relevant when applied to anx- 
iety and depressive states. Each individual is mainly be 
cause of what was. The most difficult task of the psychia- 
trist is to understand and attach the right amount of 
significance to what was—an evaluation of the past in 
terms of the present. This requires not only acute per- 
ception but also a great deal of involvement on the part of 
the psychiatrist in order to achieve total insight into the 
problem. The significance of the therapist-patient rela- 
tionship cannot be stressed enough. 

Heaton (14) said of insight on the patient's part that 
"reflection. leads us te the fundamental phenome- 
nological insight that experiencing is absolute; that es- 
sence or fundamental meaning is accessible only in and 
through the actual situation in which it appears.” He 
added, "Insight is developed by reflection on experience, 
and the more passionate the experience, the deeper the in- 
sight." It is this experienced insight, on an emotional 
level, that is such an important and invaluable tool in in- ` 
tensive psychotherapy. i 

In psychoanalysis, an attempt is made to make the un- 
conscious conscious through words. Insight at this level, 
which is reached by patients at the stage of asking the 
three questions we previously discussed, seems to be the 
first positive sign on the long and difficult road to cure. 

Again we ask, What is cure in its totality? It could be 
defined as the state that is reached when treatment termi- 
nates by mutual agreement of the doctor and the patient. 
In the case of general medicine, such a decision may be 
reached more easily when specific complaints are re- 
lieved. With mentally disturbed patients, whose symp- 
toms are of an abstract nature, the decision is far more 
complex. Often, only in retrospect does a patient realize 
that he was once very ill. Alternatively, it may be that he 
has merely learned to live as a healthy person, attaching 
only secondary importance to his symptoms and living 
within the limits of his own potential. Perhaps this is 
what our patient meant when she described her condition 
after a period of therapy as “different.” This seems to be 
the closest we can come to successful cure with the men- 
tally disturbed—changing a sick person to one who is 
"healthy" but has a disease. The patient thus consciously 


accepts the bad and the good as part of the whole, and in 
so doing is able to lead a fuller and more meaningful exis- 
tence within the limits of his ability and his own inter- 
pretation. 
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Obstacles to Utilization of Prepaid Mental Health Care 


BY MELVIN A. GLASSER, LL.D., THOMAS J. DUGGAN, PH.D., AND WILLIAM S. HOFFMAN, M.A. 


The coverage of out-of-hospital expenses for mental 
health care through prepayment and insurance programs 
has been a major advance in removing the economic 
barriers to early detection, diagnosis, and treatment of 
mental disorders. However, obstacles to obtaining 
treatment block many eligible people from receiving 
help. The authors conducted a study among members of 
the United Auto Workers union to identify these 
roadblocks. Among the obstacles were differences in 
perceptions of need for treatment and in attitudes 
toward treatment, and lack of awareness of eligibility for. 
benefits among three key groups—consumers, referral 
agents, and providers. The authors urge psychiatry to 
help in removing these obstacles. 


A DECADE AGO the concept of widely available prepaid 
mental health care was thought to be little more than a 
speculation, especially for members of the working class. 
Currently well over 15 million workers and their depen- 
dents are eligible for such coverage as part of their basic 
private health insurance. This trend was accelerated by 
the United Auto Workers International Union (UAW), 
which negotiated the first nationwide collective bargain- 
ing agreements to add coverage for out-of-hospital men- 
tal health care. The program became effective in 1966. 

The moderate utilization rates seen during the first 
years of the UAW program (1, 2) clearly demonstrated 
the program's economic feasibility. However, these same 
utilization data further demonstrated that factory work- 
ers were not making as full use of mental health services 
as they might. Various estimates of the need for mental 
health care (3) were substantially higher than the ob- 
served utilization experiences. The program's goal of 
early detection, referral, and psychiatric attention was 
not being fully achieved. Accordingly, the research re- 
ported in this paper was conducted to determine what 
factors operated to keep UAW workers and their fam- 
ilies from more effectively utilizing mental health serv- 
ices, 
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METHOD 


The barriers to utilization of prepaid mental health 
care can be identified and examined within a model of a 
service delivery system that consists of three community 


elements. The potential consumer group within a com- 


munity represents the first element of the system, and the 
community's mental health practitioners comprise an- 
other. Occupying a position between these two groups is 
the segment of the community that consists of those indi- 
viduals with whom the potential consumer group talk 
about their problems. 


The potential consumers, or workers and their fam- 
ilies, relate to the sources of referral, or people workers 
confide in, who in turn relate to the providers of service, 
or mental health professionals. The effective operation of 
this process requires that each element have similar un- 
derstandings of several phenomena. Potential systemic 
obstacles could derive from any lack of agreement, ac- 
ceptance, definition, or awareness between any two of the 
system's elements. | 


In order to investigate barriers to treatment, a Michi- 
gan community that met two essential criteria was se- 
lected as a study site: it contained a large concentration 
of UAW members and a variety of mental health facili- 
ties. 


The 447 workers selected for this study represented: a 
probability sample of active UAW members employed 
within the selected community. The 81 referral agents in- 
terviewed represented a sampling of all community social 
agency personnel, school principals and counselors, 
clergy, nonpsychiatric physicians, local union officials, 
and court or police personnel whose specific duties might 
bring them into contact with people with mental health 
problems. The provider group (N = 72) included all of 
the community mental health practitioners and selected 
representatives of each of the treatment facilities within 
the community. 


Personal interviews were conducted between Novem- 
ber 1972 and May 1973. The five following major areas 
were included in the investigation: 1) knowledge of avail- 
able outpatient mental health facilities, 2) knowledge of 
the workers' eligibility for prepaid mental health care, 3) 
belief in the efficacy of mental health treatment, 4) per- 
ceptions of the inhibiting strength of selected potential 
barriers to treatment, and 5) attitudes toward mental 
health. Essentially parallel items were presented during . 
the interviews conducted with members of each of the 
three groups. | 


RESULTS 


Workers and referral agents knew little about avail- 
able outpatient treatment resources, The vast majority of 
providers (86.1 percent) were able to name at least four of 
the local treatment facilities. In contrast, a large propor- 
tion of the workers (76.6 percent) were at best able to 
name no more than one facility; about two-thirds of these 
could not name even one. The responses of the referral 
agents (social agency and school personnel, clergy, non- 
psychiatric physicians, union officials, and court or police 
staffs) placed them about midway between these two ex- 
tremes. About one-third of the referral agents could at 
best name only one treatment resource, and over one- 
fifth could not name even one. About 90 percent of the 
workers and over one-third of the referral agents were 
not able to offer the name of a single psychiatrist with a 
locally based private practice. 

Workers and referral agents were largely unaware of 
the existence of the benefits. Awareness of the UAW 
mental health benefits does not necessarily mean that eli- 
gible workers will seek treatment or that referral agents 
will suggest that workers seek professional help. How- 
ever, lack of awareness by either group could have a 
strong inhibiting influence on a worker’s decision to seek 
help or a referral agent’s decision to suggest that profes- 
sional help be sought. In essence, not knowing that the 
benefits exist means that the cost of treatment remains a 
barrier to treatment, if not in reality then in the per- 
ception of those who are unaware of the benefits. 

All of those interviewed for the study were asked if 
UAW members were eligible for treatment by a psychia- 
trist In private practice, treatment at a mental health 
clinic or center, and psychological testing. Considering 
all three benefit provisions, which are available without 
initial coinsurance or deductibles, it was found that the 
providers of service were quite familiar with the major 
Outpatient provisions of the UAW mental health bene- 
fits. However, the same could not be said for the workers 
themselves or for those who could potentially function in 
a referral role. Although no less than three-fourths of the 
providers were certain that the workers were eligible for 
each of the three benefit provisions, only about one-fifth 
of the workers and less than one-third of the referral 
agents were similarly aware of the benefits. 

It would appear that in many instances utilization of 
the professional mental health benefit occurred late in the 
development of emotional problems, when workers or 
members of their families exhibited behavior that made 
treatment imperative. On such occasions they then 
learned of their insurance coverage through their own 
sources or from providers. 

Workers and, to a somewhat lesser extent, referral 
agents primarily identified only excess and unsubtle be- 
havior as requiring professional help. To measure the 
similarity or diversity of the three groups' views of the 
appropriateness of treatment, the respondents were asked 
to define eight hypothetical problem situations as either 
requiring or not requiring treatment, The eight situations 
were based upon the format developed by Star (4) and 
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subsequently employed by others (5, 6). The items were 
modified to more closely reflect the workers' life situ- 
ations. 

The three groups' perceptions of the need for mental 
health treatment in each situation are presented in table 
l. Excess viewing of television associated with lack of 
communication with the family, alcoholism, and con- 
stantly getting into trouble on the job (situations |, 7, and 
8) were seen by a majority in all three groups as requir- 
ing treatment. Most workers and providers believed a 
man who talked constantly to his machine (situation 2) 
needed professional help. Referral agents were less cer- 
tain. 

The responses to the remaining situations disclosed 
large discrepancies among the views of workers, referral 
agents, and providers. Roughly three-fourths of the 
workers and referral agents did not feel that a person who 
always refused to ride elevators (situation 5) cr a working 
woman who felt unappreciated at home (situation 6) re- 
quired professional help. Half of the providers believed 
such assistance was indicated. 

Considering the three groups’ response pa:terns in to- 
tal, a form of polarization is evident. Those items in- 
volving some form of excess (fighting, drinking, and 
watching television) were viewed by similar proportions 
of each group as requiring treatment. However, the re- 
sponses to the more subtle problems such as those of a 
married couple working different shifts and a working 
woman who feels unappreciated clearly differentiated the 
perceptions of the providers and the workers. 

The stigma associated with mental health care, lack of 
knowledge of insurance benefits, and doubts about the ef- 
ficacy of treatment were seen by all three grovps as major 
factors adversely affecting decisions to seek help. Each of 
the respondents was asked to evaluate the inhibiting 
strength of 15 items identified (6, pp. 126, 127) as poten- 
tially having 2 negative influence upon an individual's de- 
cision to seek treatment (see tabie 2). 

Five of the items were viewed by at least a majority of 
each group as operating to “very much" prevent workers 
from seeking treatment. Three of these were indicators of 
the stigma associated with receiving treatment, one dealt 
with the efficacy of treatment, and the fifth involved the 
perceived costs of treatment among workers who were 
unaware that they were eligible for mental health bene- 
fits. The only factors that were viewed as not having 
much if any of an inhibiting effect were lack of trans- 
portation, the cost of a babysitter, and having to miss a 
favorite television program. 

These findings suggest that a number of factors have 
the potential for deterring workers from seeking treat- 
ment. It shouid also be recognized that it is unlikely that 
any of the factors would operate independently. Rather, 
it is probable that two or more factors would function to- 
gether to inhibit seeking of treatment. Each of the fac- 
tors identified as at least somewhat inhibiting, therefore, 
comprises only a portion of what must be considered a 
formidable set of obstacles to treatment. 

The belief of the workers that family physicians can 
provide appropriate mental health care and the concern 
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TABLE | 


Perceptions of Need for Mental Health Treatment Among Workers ( N —447), Referral Agents (N 281), and Providers (N 72), in Percents 


Don't Know or 


Situation Yes No No Response 
1. A working man watches television from the time he gets home until he goes to bed and 
refuses to talk to his family. Do you think he needs mental health treatment? 
Workers 65.8 30.8 3.4 
Referral agents 65.4 27.2 74 
Providers 70.8 11.1 18.1 
2. A man talks constantly to the machines in the factory where he works. Do you think he 
needs mental health treatment? 
Workers 63.6 302 6.2 
Referral agents 49.4 43.2 7.4 
Providers 62.5 26.4 11.1 
3. A husband and wife are having marital problems and seldom see each other because 
they both work and they work on different shifts. Do you think they need 
mental health treatment? 
Workers 16.2 80.9 2.9 
Referral agents 49.4 44.4 6.2 
Providers 66.7 30.6 2.7 
4. A 12-year-old boy lies, steals, and skips school. Do you think he needs mental health 
treatment? 
Workers 58.2 37.6 4.2 
Referral agents 69.1 23.5 7.4 
Providers 93.] 6.9 0.0 
5. A person always refuses to ride elevators. Do you think this person needs mental 
health treatment? 
Workers 22.4 73.7 49 
Referral agents 23.5 72.8 3.7 
Providers 50.0 43.1 6.9 
6. A woman works at a job every day and goes home to cook and clean at night and feels 
no one appreciates what she does. Do you think she needs mental health treatment? 
Workers 17.4 78.7 3.9 
Referral agents 22.2 70.4 7.4 
Providers 54.2 40.3 - 5.5 
7. A rhan cannot seem to hold a job very long because he drinks so much. Do you think 
he needs mental health treatment? 
Workers 83.0 [3.4 3.6 
Referral agents 81.5 13.6 4.9 
Providers 95.8 4.2 0.0 
8. A young man is always getting into trouble on the job. Do you think he needs mental 
health treatment? 
Workers 1212 21.9 5.9 
Referral agents 79.0 13.6 7.4 
Providers 84.7 7.0 8.3 


of referral agents with the stigma of being mentally ill 
were potential obstacles. The response patterns for sev- 
eral of the attitude and opinion items! demonstrate a de- 
gree of disparity among the three groups that could 
hinder the delivery of mental health care to the eligible 
consumers (see table 3). 

Perhaps one of the more important response variations 
reflected the perception of the family doctor as an appro- 
priate source of mental health care by the eligible con- 
sumers (attitude | in table 3). This view was reinforced by 
the referral agents and suggests that self-directed referral 
to a psychiatrist was less than likely. It would follow that 
the workers would expect to receive appropriate care 


"The items included replicate several of the statements of Elinson and 
associates (6, pp. 124—127). 
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from their family physicians; this expectation might in- 
terfere with family doctors' subsequently suggesting re- 
ferral to a mental health professional. 

Attitudes 2, 3, and 4 in table 3 are measures of the 
stigma associated with receiving care for mental or emo- 
tional problems. The response variations among the three 
groups for these items indicate a tendency for the referral 
agents to be overly concerned with the problems inherent 
in the stigmatization process. 

These findings suggest a potential obstacle i in the refer- 
ral process. Since referral agents tended to be more con- 
cerned with the negative effects of stigma than either of 
the other two groups, they might have hesitated to sug- 
gest that a troubled worker seek treatment or they might 
have transmitted their negative impressions when ap- 
proached by workers for advice. 
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TABLE 2 | | 
Perceptions of Potential Obstacles to Treatment Among Workers (N —447), Referral Agents (N 81), and Providers ( N — 72), in Percents 


Identification of Amount of Impediment Don't Know or 


Potential Obstacle Very Much Somewhat Very Little Not at All No Response 


Not knowing that services are available 


Workers 38.3 25.9 20.8 14.6 0.4 

Referral agents 33.3 49.4 13.6 2.5 L2 

Providers 30.5 52.8 13.9 1.4 1.4 
Not knowing that one is covered by insurance 

Workers 67.1 19.7 8.3 4.0 0.9 

Referral agents 65.4 30.9 3.7 0.0 0.0 

Providers 54.1 38.9 5.6 1.4 0.0 
Worrying about what might happen 

Workers 43.2 33.8 15.7 6.7 0.6 

Referral agents 59.3 35.8 I2 3.7 0.0 

Providers 45.8 47.2 6 1.4 0.0 
Feeling that asking for help is a sign of weakness 

for men 

Workers 41.2 30.6 17.5 10.0 0.7 

Referral agents 56.8 32.1 11.1 0.0 0.0 

Providers 55.6 36.1 6.9 0.0 1.4 
Fear that others will learn about it 

Workers 58.8 27.1 8.7 4.7 0.6 

Referral agents 66.7 28.4 1.2 3.7 0.0 

Providers 63.9 31.9 2.8 1.4 0.0 
Feeling that just talking will do no good 

Workers 29.9 41.2 20.6 7.4 0.9 

Referral agents 32.1 49.4 18.5 0.0 0.0 

Providers 30.6 54.1 12.5 2.8 0.0 
Fear that it will affect one’s job 

Workers 34.5 29.8 20.1 15.4 0.2 

Referral agents 43.3 44.4 4.9 7.4 0.0 * 

Providers 31.5 40.3 20.8 1.4 0.0 
No transportation available 

Workers 11.6 16.3 43.2 28.9 0.0 

Referral agents 12.3 23:9 43.2 21.0 0.0 

Providers 8.3 25.0 47.2 18.1 1.4 
Would miss favorite television program 

Workers 1:2 11.1 30.9 50.1 0.7 

Referral agents 7.4 21.2 38.3 zu 0.0 

Providers 2.8 18.1 41.7 33.3 4.] 
Fear that people will think one is crazy 

Workers 60.6 22.8 8.7 7.4 0.4 

Referral agents 80.2 12.4 25 Ad 1.2 

Providers 73.6 23.6 2.8 0.0 0.0 
Cost of a babysitter 

Workers 5.6 21.7 45.7 26.6 0.4 

Referral agents 4.9 44.4 34.6 16.0 0.0 

Providers 2.8 56,9 315 2.8 0.0 
Feeling that one can handle one's own problems 

Workers 49.2 30.4 13.0 6.3 : 

Referral agents 71.6 21.0 sd 2.5 1.2 

Providers 56.9 37.6 4.1 1.4 0.0 
Fear of talking to a psychiatrist 

' Workers 48.8 29.8 11.1 9.6 0.7 

Referral agents 58.1 33.3 3.7 3.7 L2 

Providers 58.3 34.7 5.6 1.4 0.0 
Not knowing one needs help 

Workers 62.4 22.6 8.7 4.7 1.5 

Referral agents 70.4 22:3 4.9 1.2 1.2 

Providers 45.8 47.3 6.9 0.0 0.0 
Embarrassment l 

Workers 56.6 31.3 9.2 2.2 0.6 

Referral agents 69.1 24.7 EM 2.5 0.0 

Providers 50.0 44.4 5.6 0.0 0.0 
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OBSTACLES TO UTILIZATION 


TABLE 3 


Attitudes Toward Mental Health Among Workers ( N 2447), Referral Agents (N —81), and Providers (N —72), in Percents 


MM M eee a er 


Don't Know or 





Attitude Yes No No Response 
1. Most family doctors can help patients with emotional problems. 
Workers 74.1 22.4 
Referral agents 65.5 33.3 1.2 
Providers 48.6 43.1 
2. Most people would not like to work next to a person who had been a mental patient. 
Workers 43.4 54.1 2.5 
Referral agents 51.9 43.2 4.9 
Providers 43.1 48.6 8.3 
3. If a mental patient is treated in a general hospital or clinic instead of a mental 
hospital, there will be less of a stigma against the person. 
Workers 71.8 25.1 3.1 
Referral agents 84.0 14.8 1:2 
Providers 83.4 8.3 8.3 
4. Mental illness tends to repel most people. 
Workers 86.6 11.9 1.5 
Referral agents 91.1 9.9 0.0 
Providers 81.9 9.8 8.3 
DISCUSSION The Referral Group 


The relatively low utilization of mental health services 
in spite of the removal of a substantial portion of the eco- 
nomic barriers to such care has been demonstrated to be 
related to the obstacles that exist in the pathways to pre- 
paid mental health care. The differences among the three 
groups reported in this study indicate the lack of an effec- 
tively functioning system of mental health care in which 
problems are detected early, appropriate referral is made, 
and professional attention is received. 

Specifically, workers are not aware of professional re- 
sources. This situation inhibits self-referrals and indicates 
that the burden for directing workers to appropriate 
sources of treatment rests with those who have the poten- 
tial to function in a referral role. However, the referral 
agents, especially the union officials and clergy, are also 
less than fully aware of the various treatment sources 
available. This in turn suggests the need for better in- 
forming the referral group about the available profes- 
sional treatment resources. 

Despite the fact that each year since 1966, when | per- 
cent of those eligible used the mental health insurance 
benefit, there has been a modest increase in the per- 
centage of utilizers, the evidence of this study indicates 
that workers are still largely unaware of mental health 
benefits available to them through their union contracts. 
Therefore, while economic barriers to early diagnosis and 
treatment have been largely eliminated, they probably 
continue to act as deterrents for those workers who are 
unaware of these benefits. 

Many of the problems that were identified by mental 
health professionals as requiring treatment were not so 
identified by the workers. Unless influenced to change 
their views, the workers would not be likely to seek pro- 
fessional intervention early in the course of a problem 
episode. Further, unless modified, the workers’ negative 
attitudes toward mental health care would continue to 
act as strong deterrents to treatment. 
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The key element here is the referral group. The mem- 
bers of this group have the potential to influence workers 
to modify their beliefs regarding the efficacy of treatment 
and to overcome workers' apprehension or fear of seek- 
ing professional help. However, the referral agents are 
themselves not in agreement with the mental health pro- 
fessionals’ identification of problem situations that re- 
quire treatment. Therefore, before the referral group can 
influence workers to have a more positive belief in the ef- 
ficacy of treatment, they must modify their own views. 

Nearly all of the individuals in the referral group 
acknowledged that workers seek their advice about 
personal problems. They were therefore presented with 
opportunities to make referrals to mental health pro- 
fessionals. However, when given these opportunities, 
a large proportion of the referral group, especially the 
clergy, union officials, and court or police personnel, only 
offered general advice. In fact, about one-third of all re- 
ferral agents had never even suggested that an individual 
seek help from a psychiatrist. Among those who did, the 
suggestions frequently did not involve any actual referral 
activities. 

Furthermore, nearly one-third of the nonpsychiatric 
physicians, social agency personnel, and school personnel 
had never even suggested to anyone asking their advice 
that he or she should seek help at a mental health clinic. 
The providers reported that nonpsychiatric physicians, 
social agencies, and school personnel were among their 
most frequent sources of referral. Yet the providers also 
viewed these same sources as not recognizing problems 
early enough and frequently attempting to provide treat- 
ment themselves. These actions, of course, impede the 
early detection of problems and referral to an appropri- 
ate mental health professional. 

It is clear that the major obstacles to utilizing mental 
health benefits center on the potential referral group. 
They are not well informed about the benefits for and ap- 


propriate sources of professional help. They do not rec- 
ognize problems amenable to treatment and, in sum, are 
not performing the requisite functions of the referral role. 


Implications of the Study 


The findings of our study have widespread implications 
for the current scene. In recent years there has been a tre- 
mendous growth in the number of Americans who are eli- 
gible for mental health services under some form of pre- 
payment or private insurance plan. Mental health 
benefits are, however, not like general medical benefits. 
They cover services that potential users may and fre- 
quently do consider nonessential or at least postponable. 
Employers and unions representing workers therefore 
have an obligation to do more than negotiate collective 
bargaining agreements that include coverage for mental 
health services. 

With a few notable exceptions, employers providing 
these benefits have done nothing to conduct information 
programs to inform their employees of them. In normal 
economic times, turnover among blue collar workers is 
high. New employees are almost never informed about 
these benefits, except through a few sentences in a multi- 
paged booklet on all employee benefits. 

Unions whose members are concentrated in relatively 
few locations where word of mouth information and in- 
terpretation is possible have been able, as the Amalga- 
mated Clothing Workers Union has demonstrated, to 
achieve widespread understanding and acceptance of the 
program. On the other hand, large international unions 
like the UAW, with members located in 34 states and 77 
principal cities, have much greater communications 
problems. Their efforts to communicate through printed 
materials, films, and orientation sessions for union refer- 
ral agents have at best provided relatively thin coverage. 
Information programs on mental health coverage must 
also compete with those of hundreds of other union-nego- 
tiated benefits. 

The insurance carriers (Blue Cross and Blue Shield 
and the commercial insurance companies) have appar- 
ently felt no responsibility for any special activity either 
to inform their subscribers of the benefits to which they 
are entitled or to interpret how the benefits might be 
used. To our knowledge no insurance company that 
writes these benefits for national union contracts has 
done anything about explaining them to covered employ- 
ees. 

It is evident that the mental health professions, partic- 
ularly psychiatry, also have an obligation to become 
more actively involved in community-wide systems of de- 
tection, referral, and treatment. However, American psy- 
chiatry does not appear to be clear about either its role or 
its responsibility in this regard. After an initial spurt in 


GLASSER, DUGGAN, AND HOFFMAN 


1966 and 1967, when a number of psychiatrists helped 
with UAW information and interpretation sessions, in- 
terest appeared to flag. There has been relatively little 
evidence in recent years that organized psychiatry is pre- 
pared to take the initiative on or put the necessary time 
and effort into information and interpretation programs 
for those covered for psychiatric insurance benefits. 

In at least one instance, a state psychiatric society de- 
cided that it would not participate in union efforts to ori- 
ent members about mental health services unless the phy- 
sicians were paid their usual fees for time spent in these 
activities. These attitudes are not usually evident among 
the psychiatrists and other mental health personnel asso- 
ciated with community mental health centers and other 
organized mental health programs. 

It appears clear that by taking a leadership role in ef- 
forts designed to better inform the general public and 
particularly referral agents, the psychiatric profession 
can be of immense help in removing many cf the obsta- 
cles in the pathways to effective use of prepaid mental 
health care identified in this study. 

Finally, in the view of most informed observers, the 
United States will within a relatively short time adopt 
some form of national health insurance. Most proposals 
now before the Congress include some form of mental 
health coverage. In a few of the bills the benefits are sub- 
stantial. However, the fact that more people will be cov- 
ered will be less meaningful if the benefits are used mini- 
mally or, as is more likely, if groups of prospective 
beneficiaries like blue collar workers are blocked from 
making effective use of them. The organizational and at- 
titudinal obstacles as well as the lack of awareness of cov- 
erage identified in this study may provide the basis of an 
attempt at their reduction. Such an effort, undertaken at 
an early date, would appear to be imperative if the goal of 
providing equal access to mental health services is to be 
achieved through national health insurance. | 
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Depression, Delusions, and Drug Response 


BY ALEXANDER H. GLASSMAN, M.D., SHEPARD J. KANTOR, M.D., AND MICHAEL SHOSTAK, M.D. 


Depressed patients with delusions were found to be 
markedly unresponsive to tricyclic drug therapy during 
an ongoing study of depressed patients. After four weeks 
of administration of imipramine hydrochloride, only 3 of 
13 delusional depressed patients had responded to the 
drug, but 14 of 21 nondelusional depressed patients had 
responded. The authors conclude on the basis of these 
data and those of other researchers that delusional 
depressed patients should not be treated with tricyclic 
antidepressants and that current research with depressed 
patients should be reevaluated in the light of this finding. 


DURING THE COURSE of a currently ongoing study to 
evaluate the relationship between plasma levels of the tri- 
cyclic antidepressant imipramine and clinical outcome in 
severely depressed patients, it became increasingly appar- 
ent that depressed patients with delusions failed to re- 
spond to the drug. This paper will examine this finding 
and discuss its implications. 


* 


METHOD 


The study population consisted of a group of severely 
depressed men and women over the age of 21, all of 
whom required psychiatric hospitalization. The episode 
for which they were admitted had had a duration of at 
least three weeks and not more than one year and repre- 
sented a discrete and marked departure from their nor- 
mal mood state. Patients with schizophrenia, lifelong 
characterological depressions, organic disorder, alcohol- 
ism, or serious medical illness were excluded. 

Delusional patients were included only if their delu- 
sions existed concurrently with a serious depression and 
if the content of those delusions was consistent with their 
depressive state. A history of delusions would exclude a 
patient from the study unless the previous delusional epi- 
sode had also occurred as an integral part of a discrete 
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episode of severe depression. The presence of thought dis- 
order, thought broadcasting, bizarre delusions, delusions 
of control, or prominent hallucinations also excluded 
patients from the study because these symptoms were felt 
to be more characteristic of schizo-affective disorder or 
schizophrenia than of affective illness. 

Patients were referred for study by a number of institu- 
tions and private physicians and were screened by one of 
the research psychiatrists before admission. All patients 
admitted were kept drug free for one week; during this 
time extensive medical and psychiatric evaluations were 
done. 

Following these evaluations, three research psychia- 
trists held a conference with each patient. If, in the opin- 
ion of the psychiatrists, the study criteria were met, 
patients received one week of placebo medication. At the 
end of this period the patients were reevaluated and those 
who responded to placebo were eliminated. Patients who 
remained seriously depressed (whose score was greater 
than 18 on a modified version of the Hamilton Depres- 
sion Rating Scale [1]) were then started on a regimen of 
3.5 mg of imipramine hydrochloride per kg of body 
weight (average daily dose for men, 250 mg, for women, 
200 mg), administered in three divided doses. They re- 
mained on this regimen for the next four weeks. | 

Three separate measures of outcome were obtained at 
weekly intervals, and a single global rating was obtained 
at the end of the fourth week. This report will use the out- 
come based on a global rating of recovered or not recov- 
ered. “Recovered” patients were those who could leave 
the hospital at the end of the study period without change 
in their medication. Those considered “not recovered" 
were patients who required increased medication, new 
medication, or electroconvulsive therapy in order to leave 
the hospital. 

All study patients remained on a special 14-bed re- 
search unit throughout their hospitalization. All patients 
attended a 45-minute daily group meeting conducted by a 
nurse or a social worker and were also seen individually 
by one of the research psychiatrists for 20 minutes twice. 
weekly. Study patients did not receive either analytically 
oriented psychotherapy or medication other than the 
study drug. The only exception was the use of flurazepam 
hydrochloride to control agitation or to induce sleep. 


RESULTS 
During the first 30 months of the study period, 90 


patients were admitted to the study. Of these, 64 began 
and 45 completed the study regimen. These patients 


would be classified as manic-depressive, depressed type; 
manic-depressive, circular type, depressed; or psychotic 
depressive reaction according to DSM-II (2). They would 
be considered to have primary affective disorder by the 


criteria of Feighner and associates (3) and would be de- . 


scribed generally as having endogenous depression. This 
report will focus on the 35 unipolar patients in this 
sample. 

Thirteen of these 35 patients evidenced clear-cut de- 
lusional ideation, and 21 were free of delusions. One 
patient was excluded from the analysis of these data be- 
cause agreement could not be reached as to whether or 
not she was delusional. 

At the end of the four-week active medication period, 
only 3 of 13 delusional patients had responded to imipra- 
mine hydrochloride. In contrast, 14 of 21 nondelusional 
patients had responded to the drug. This difference is sig- 
nificant (x? —-4.48, p «.05). 

The two groups of delusional and nondelusional 
patients were similar in mean age (58.7 and 61.9), num- 
ber of depressive episodes, length of depressive episodes, 
education, and social class. However, the distribution of 
patients by sex differed somewhat between the two 
groups. The delusional group contained 12 women and | 
man, and the nondelusional group contained 12 women 
and 9 men. 

In addition, the delusional group tended to be more se- 
verely depressed than the nondelusional group as mea- 
sured by a modified version of the Hamilton scale. In or- 
der to evaluate whether the presence of delusions and 
severity of depression were making independent contri- 
butions to outcome, patients were further classified as 
being either above or below the median score of 27 on the 
modified Hamilton scale (see table L). 

After controlling for initial severity, the difference in 
recovery rates between the delusional and nondelusional 
groups remained significant (y?=4.13, df=1, p«.05). 
While controlling for the delusional versus nondelusional 
distinction, the difference in recovery rates between the 
more and the less severely depressed groups was in- 
significant (3? 20.01, df= 1) (4). 


DISCUSSION 


The question of the efficacy of tricyclic antidepressants 
in the treatment of delusional depressive patients was 
first raised almost 15 years ago. The early studies of 
Angst (5) and Friedman and associates (6) both noted the 
poor response of delusional patients to antidepressants, 
although neither study had adequate data on which to 
base any firm conclusions. Several years later Hordern 
and associates (7-9), in a series of reports on a detailed 
study of depressed women, observed both imipramine 
and amitriptyline to be significantly less effective in de- 
lusional patients (p<.01 by chi-square test; see table 2). 
Occasional authors (10) have noted these reports, but in 
general their implications have had little impact on either 
psychiatric research or clinical practice. 

Interestingly enough, it would appear that even 
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TABLE | 
Rates of Recovery of 34 Delusional and Nondelusional Depressed 
Patients According to Scores on Modified Hamilton Scale (1) 





Hamilton Score of Hamilton Score of 





27 or Less More than 27 
Recovery Recovery 
Patient Group Number Rate Number Rate 
Delusional patients . > .00 8 .38 
Nondelusional patients 12 I9 9 .56 
All patients 17 aS 17 47 





Hordern and associates underestimated the implications 
of their own observation. They concluded from their data 
that amitriptyline was. significantly more effective than 
imipramine, especially in older, more severely ill depres- 
sive patients. However, if one recognizes that the delu- 
sional depressive patient is essentially unresponsive to tri- 
cyclic drugs and deletes this group from the study, then 
the difference between amitriptyline and imipramine 
among the remaining 110 nondelusional depressive 
patients no longer reaches statistical significance (11). 


Interpretations of the Data 


The data presented in the current study strongly sup- 
port these earlier observations. However, our data are 
open to several different interpretations. It can be main- 
tained that the difference in outcome between delusional 
and nondelusional depressive patients is related to the un- 
even sex distribution in the two groups. If the tricyclic 
drugs were significantly more effective in men than in 
women, sex distribution might account for the observed 
differences because there were 9 men in the nondelusional 
group and only 1 in the delusional group. However, that 
this distribution actually accounts for these differences 
seems doubtful. Although a few studies (12, 13) have sug- 
gested that men respond better to antidepressants, nel- 
ther these studies nor general clinical experience indicates 
that these drugs are substantially more effective in men 
than in women. Furthermore, the observations of 
Hordern and associates (7-9) were made in a population 
limited exclusively to women. 

Another possible interpretation of these data is that 
delusional depressive patients represent the severely ill 
end of the depressive spectrum and do not constitute a 
separate population. The fact that in both this study and 
in those of Hordern and associates the delusional de- 
pressive patients were clinically more severely ill than 
nondelusional depressive patients is consistent with this 
suggestion. However, the results of the chi-square analy- 
ses on the data shown in table 1 demonstrate that it is the 
delusional/nondelusional dichotomy, not the severity of 
the depression, that is associated with a response differ- 
ence, 

This difference in response to treatment suggests the 
possibility of other underlying differences between de- 
lusional and nondelusional depressed patients. Mendels 
and associates collected data suggesting that both the 
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" DEPRESSION, DELUSIONS, AND DRUG RESPONSE 


TABLE 2 


Response to Imipramine and Amitriptyline of Delusional and Nondelusional Depressed Patients, Reconstructed from Data of Hordern and 


Associates {7-9} 





Imipramine* Amitriptyline* 
Delusional Nondelusional Delusional Nondelusional 
Item Patients Patients Patients Patients 
Number of depressed patients who responded 
to drug 0 37 4 52 
Number of depressed patients who did not 
respond to drug 17 14 6 7 


*The difference in response rates between delusional and nondelusional patients was significant for both drugs at p<.01 by zhi-square test. 


cerebrospinal fluid concentration of 5-hydroxyindole ace- 
tic acid (14) and slow-wave sleep (15) are different in 
these two groups, while Meltzer (16) found muscle en- 
zyme abnormalities in delusional depressed patients not 
present in nondelusional unipolar patients. 


Implications of the Data 


The observation of a response difference between de- 
lusional and nondelusional populations has an important 
bearing on current research with the tricyclic drugs. Re- 
cently a number of investigators (17-20) reported con- 
tradictory results in attempts to correlate plasma level of 
tricyclic antidepressants with clinical outcome. These 
studies did not systematically exclude delusional patients. 
Obviously, to the degree that such drug-resistant patients 
are inadvertently included in these studies, that inclusion 
will serve to obscure the potential relationship between 
plasma level of tricyclic drugs and clinical outcome. 

. It is therefore apparent that delusional and non- 
delusional depressive patients show differences in the se- 
verity of their symptoms and in their responses to tri- 
cyclic antidepressants. They also seem to differ in certain 
biological measures. Whether these observations are 
manifestations of different points on a continuum or dis- 
tinct entities remains to be seen. 

It is important to realize that although it is theo- 
retically significant if delusional patients represent a sep- 
arate population, this does not alter the practical impor- 
tance of these observations. Delusional depressive 
patients, whatever their classification, do not appear to 
respond to tricyclic antidepressants, and they do respond 
to ECT. Among our 10 delusional patients who did not 
respond to imipramine, 9 had a dramatic and sustained 
response to ECT. 

We conclude from these data and from those collected 
by Hordern and associates !0 years ago that female de- 
lusional depressive patients should not be treated with 
imipramine. Although neither our data nor the literature 
allows any firm conclusion to be drawn about delusional 
male depressive patients, it is our impression that they 
are less responsive to antidepressants than nondelusional 
male patients. This question clearly needs further study. 

In addition, it appears from the data of Hordern and 
associates that delusional patients are unresponsive to 
amitriptyline as well as imipramine. It seems likely that 


* 
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this differential response between delusional and non- 
delusional patients will be characteristic of all tricyclic 
antidepressants because amitriptyline is readily con- 
verted in humans to nortriptyline and imipramine to des- 
ipramine (21). 

It would seem to us, on the basis of these data, that to 
treat delusional depressive patients with tricyclic antide-: 
pressants may well prolong their suffering, lengthen the 
period at risk for suicide, and expose them unnecessarily 
to the toxicity of the tricyclic drugs. According to our ex- 
perience, ECT is the treatment of choice for these 
patients. 
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"Sociopathy " and Its Synonyms: Inappropriate Diagnoses in Child Psychiatry 


BY DOROTHY OTNOW LEWIS, M.D., AND DAVID BALLA, PH.D. 


The use of the diagnosis ‘‘sociopathy”’ and its synonyms 
hinders the search for other kinds of symptomatology, 
the recognition of which might lead to appropriate 
therapeutic intervention. The authors therefore suggest 
that the terms “sociopathic personality,” “antisocial 
personality,” and " acting out aggressive reaction of 
childhood or adolescence” be eliminated as primary 
diagnoses from the psychiatric nomenclature for children 
or adolescents. Two case reports are presented to 
emphasize the damage these diagnoses can cause. 


THE APPROPRIATENESS Of the diagnosis of sociopathy and 
its synonyms in child psychiatry is questionable because 
. of serious flaws in its conceptual status. Moreover, its 
use is often harmful from diagnostic and therapeutic 
standpoints. These observations spring from experiences 
with delinquent children evaluated in a juvenile court 
clinic, diagnosed as suffering from a variety of different 
psychiatric disorders, and referred to various other treat- 
ment facilities. There they were diagnosed as sociopathic 
and either refused treatment or given inadequate atten- 
tion as a result of this diagnosis. 


HISTORY OF THE TERMS 


For many years the terms used to identify individuals 
repeatedly demonstrating nonconforming and sometimes 
dangerous behaviors have been overinclusive. Esquirol, 
quoted by Zilboorg (l, p. 417), used the term ‘‘manie 
sans délire," Prichard (2) used the term "moral in- 
sanity," and Tuke, also quoted by Zilboorg (1, p. 418), 
used "inhibitory insanity" to describe forms of madness 
in which intellect and reason were intact. These terms 
most likely included a variety of disorders, including 
paranoia, hysteria, and epilepsy. 

During the nineteenth century, partly as a result of 
movements concerned with the rights of patients, the 
terms "moral insanity" and ‘moral imbecility" lost fa- 
vor. The replacement of “moral insanity," however, with 
such terms as ‘‘psychopath,” “‘sociopath,” and ‘“‘antiso- 
cial personality" may ultimately have proved a greater 
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disservice to many repeat offenders than the earlier terms 
because of their implications for individual responsibility. 

Cleckley (3) sharpened the diagnosis, characterizing 
the psychopath by unexplained failure, undisturbed for- 
mal intelligence, absence of neurotic anxiety, persistent 
and inadequately motivated antisocial behavior, irre- 
sponsibility, peculiar inability to distinguish between 
truth and falsehood, inability to accept blame, failure to 
learn by experience, incapacity for love, inappropriate or 
fantastic reactions to alcohol, lack of insight, shallow and 
impersonal responses to sexual life, infrequent suicide, 
and persistent patterns of self-defeat. Bender (4) diag- 
nosed “psychopathic behavior disorders" in children 
who, as a result of early institutionalization or maternal 
deprivation, showed an inability to form relationships 
and “‘no capacity for anxiety or guilt." Were these cri- 
teria adhered to in juvenile courts and mental health re- 
sources, few children would receive the diagnosis of 
sociopathy today. Unfortunately, the specificity empha- 
sized by Cleckley and Bender has been largely ignored in 
recent years. | 

In 1952, the diagnosis ‘‘sociopath” was codified in the 
Diagnostic and Statistical Manual of Mental Dis- 
orders (5) of the American Psychiatric Association. Con- 
cern with overinclusiveness was acknowledged by a warn- 
ing to eliminate psychotic, neurotic, and organic diseases 
before assigning the diagnasis of “sociopathic personality, 
disturbance: antisocial reaction." Sociopaths were de- 
scribed as always in trouble, immature, disloyal, hedonis-: 
tic, irresponsible, and unable to benefit from experience’ 
or punishment. In DSM-/I (6), published in 1968, this, 
warning was éliminated. "Antisocial personality" was. 
used to describe individuals who repeatedly got into diffi- 
culty with society and who lacked loyalty to other per- 
sons or groups. In addition to these problems, DSM-H 
characterized them as “grossly selfish, callous, irrespon-. 
sible, and impulsive,” adding insult to injury. The diag- 
nosis had to be distinguished only from "group 


` delinquent reaction of childhood (or adolescence) and so-. 


cial maladjustment without manifest psychiatric dis- 
order." 

. Recently, Guze (7) stated that sociopathy, alcoholism, 
and drug dependency were the principal psychiatric dis- 
orders associated with criminality. The diagnosis was 
considered established if, im addition to a criminal record,. 
two of the following five behaviors were established by: 
history: excessive fighting, school delinquency, a poor job, 
record, a period of wanderlust, and running away from 
home. Many of these behaviors, however, can be ob- 
served in delinquent children whose functioning ranges 


from normal through neurotic and characterologic to 
psychotic. 

Established in the adult nomenclature, the diagnosis of 
sociopathy infiltrated the new section of DS M-II, Behav- 
ior Disorders of Childhood and Adolescence. '*Unsocial- 
ized aggressive reaction of childhood (or adolescence)" 
was described as ‘‘overt or covert disobedience, quarrel- 
someness, physical and verbal aggressiveness, venge- 
fulness, and destructiveness. Temper tantrums, solitary 
stealing, lying, and hostile teasing of other children... .” 
(p. 50). Although warning was given to differentiate it 
from antisocial personality, one would be hard pressed to 
do so. 

Recently, inventories of various psychological, behav- 
ioral, and familial characteristics such as impulsiveness, 
enuresis, fire setting, and poor parental discipline have 
been used to broaden the diagnostic category of sociop- 
athy in children. These very inventories could be used to 
document in part the neurotic, psychotic, or organic un- 
derpinnings of different delinquent behaviors. 

L. Robins (8) reported that 37 percent of 524 so-called 
antisocial children studied, when they were interviewed as 
adults, reported nine or more nonantisocial symptoms 
such as anxiety attacks (including dyspnea and palpita- 
tions), conversion symptoms, depression, suicidal idea- 
tion, and suicide attempts. These symptoms differ from 
those of Cleckley's psychopaths. 

E. Robins (9) called psychopathic personality a “‘psy- 
chiatric wastebasket”: “To generalize, studies of antiso- 
cial reaction have suffered from a lack of detailed, sys- 
tematic clinical description. and from  insufficiently 
detailed and prolonged follow-up" (p. 951). Ignoring his 
own warning, he proceeded to conceptualize “an illness 
or syndrome" that included such a variety of behaviors, 
ranging from lying to enuresis, as to become meaningless. 

The following cases are detailed, systematic clinical de- 
scriptions of children suffering from a variety of serious 
psychiatric illnesses. Although the problems ranged from 
psychotic to organic, through some shared behavioral 
characteristics they also met some of the popular criteria 
for the diagnosis of antisocial personality. As a result, 
the children failed to receive appropriate treatment for 
their more basic underlying psychiatric disorders. 


CASE REPORTS 


Case I. A 14-year-old girl was referred to the court by par- 
ents and school for “incorrigible” behavior. She had a history 
of fighting with schoolmates since kindergarten, choking her 
dog, talking back to teachers, fire setting, stealing, shouting. ob- 
scenities, and kicking her stepmother. She denied these acts. 
Thus, she had all the popular hallmarks of sociopathy: 1) poor 
school behavior, 2) cruelty to animals, 3) fire setting, 4) lying, 5) 
assaultiveness, and 6) multiple antisocial acts. In the past, her 
behavior had been thought to derive from early maternal loss, 
sibling jealousy, and anger toward her stepmother. 

A more detailed history revealed that, when she was upset, 
she tore at her face, leaving it raw and sore. She did not remem- 
ber these episodes. Sometimes she misheard things that were 
said to her and distorted their meaning. Once sh ath 
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episodes she was noted to press her lips together. Psychological 
testing revealed the presence of mild retardation and poor self- 
concept. On the WISC, she showed periodic marked lapses in 
level of functioning, often seen in the interictal states of known 
psychomotor epileptics (10). During a psychiatric interview she 
once lost contact with the interviewer and misperceived what 
had been said. 

Suspecting psychomotor epilepsy, the clinic staff tried to hos- 
pitalize her for further evaluation. Admission to the psychiatric 
services of two general hospitals was refused because she was 
diagnosed by them as sociopathic. The basis of this diagnosis 
was her 7-year history of difficult behavior that included fire set- 
ting, cruelty to animals, and school difficulties, as well as one 
normal waking EEG. 

Finally, the clinic psychiatrist was able to hospitalize the 
child at a private institution. There, following a careful neuro- 
logical evaluation, a diagnosis of psychomotor epilepsy and 
psychosis was confirmed and appropriate medication was 
started. 


Case 2. A 16-year-old boy was accused of sexual assault and 
theft. During his first 4 years this boy sustained two head in- 
juries—once when he fell out of a moving car and once when he 
fell from a crib. His teachers considered him hyperactive and 
different from other children. He was known to the court over 
the years for a variety of delinquent acts, the most ominous of 
which was possession of dangerous weapons—guns. While in 
detention he devised a weapon to garrote an attendant. The 
judge, finding the boy bizarre and his behavior inappropriate ` 
in the courtroom, requested a psychiatric evaluation. 

During the psychiatric interview, the boy presented as a tall, 
gangling, intelligent youth with a cocky, contemptuous attitude. 
His speech was disjointed and illogical and he grimaced fre- 
quently. His suspiciousness and peculiar way of perceiving his 
surroundings were evidenced by such utterances as “the envi- 
ronment around the teacher prevented my school attendance.” 
Ordinary questions were met with evasive, mysterious answers: 
"Some things you share with people and some things you 
don't." Because he had once cut his wrist, he was asked about 
thoughts of suicide. He responded haughtily, “When you are 
worth a million dollars, do you burn it?" Psychological testing 
performed independent of and prior to this clinic contact was 
reported to reveal "many incongruous elements in his dynam- 
ics. There seems to be a split between objective reality as he 
feels it and lives it." He was said to lack “a clear boundary be- 
tween fantasy and reality." 

This child's inappropriate affect, grandiosity, rambling illogi- 
cal trains of thought, idiosyncratic use of words, and inordinate 
suspiciousness, coupled with his longstanding history of bizarre 
behavior and performance on testing, led to a diagnosis at the 
clinic of probable paranoid schizophrenia. Phenothiazine medi- 
cation seemed indicated, and hospitalization on a closed ward 
was sought. An adult psychiatric evaluation unit reluctantly ad- 
mitted him. 

Following evaluation, the hospital report read: “He is a so- 
ciopathic adolescent. There is a history of enuresis, cruelty to 
animals, early school difficulties, early participation in gang 
formation, and theft. ... We found no evidence of a thought 
disorder." Therefore, no medication was prescribed. He was fi- 
nally expelled from the ward for intolerable behavior, including 
picking the locks, flicking the lights on and off at night, and en- 
couraging another patient to drink detergent. When seen again 
in detention, he kept saying, “I’m not crazy. I don't need to be 
there." In fact, much of his behavior was clearly an effort to be 
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teriously of his hospital experience, then went on to mutter, “If 
they can give it, they've got to take it. I want to pay my debt." 

The court clinic focused on present mental status, such as dis- 
organized thought processes, paranoid ideation, grandiosity, 
grimacing, inappropriate affect, and flagrantly bizarre behavior 
and made a diagnosis of probable schizophrenia requiring 
closed psychiatric hospitalization and antipsychotic medica- 
tion. The hospital, on the other hand, stressed selected historical 
factors such as enuresis, cruelty to animals, early school prob- 
lems, gang participation, and theft, excluded more fundamental 
aspects of personality functioning, and diagnosed him as a 
sociopath who was untreatable. 


DISCUSSION 


The conceptual difficulties previously discussed would 
not by themselves be sufficient to warrant abandonment 
of the diagnosis of sociopathy since they are shared by 
much of psychiatric terminology. The case histories, 
however, point to more serious flaws. Here, the assign- 
ment of the diagnosis of sociopathy had adverse con- 
sequences for the life of the child in that it led neither to 
appropriate further diagnostic work nor to treatment. 

It might be argued that the individual consequences of 
a diagnosis are irrelevant to its accuracy or broader sci- 
entific usefulness. However, uniformity of categorization 
in these instances was purchased at an unacceptably high 
price. Many extremely relevant aspects of the children’s 
psychological functioning were sacrificed; thus, the diag- 
nosis of sociopathy lost its value. As Zigler and Phil- 
lips (11) have pointed out, “When a phenomenon is as- 
signed to a class, certain individual characteristics of that 
phenomenon are forever lost." For this reason, classifica- 
tion must "offer a more than compensatory gain." It 1s 
essential "that only irrelevant aspects of a phenomenon 
[be] deleted in the classificatory process." 

We think that sociopathy or its synonyms should never 
be used as a primary diagnosis in child psychiatry be- 
cause nonsociopathic diagnoses focus upon more useful, 
fundamental aspects of functioning. The children seen at 
the clinic did, indeed, fall into other fairly well accepted 
diagnostic categories. It is not that each child's psycho- 
pathology was viewed as completely unique to him. Diag- 
noses included psychosis, borderline psychosis, psycho- 
motor epilepsy, central nervous system dysfunction, and 
depression. [n spite of sharing similar histories of socially 
maladaptive behaviors, they differed in more basic ways. 
For this reason, if sociopathy must be maintained at all in 
the nomenclature of child psychiatry, we suggest that it 
be used only as a descriptive modifier (e.g., central ner- 
vous system dysfunction with sociopathic features). It 
could then be argued that the term "*sociopathy" would 
give some indication of the quality of these other dis- 
orders. | 
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Recently, the psychiatric diagnosis of children has be- 
come more discriminant. The recognition of minimal 
signs of organic impairment has increased the under- 
standing of certain behavior disorders of childhood (12). 
There is a greater appreciation of the numerous behav- 
ioral manifestations of certain forms of epilepsy (10). 
The spectrum of schizophrenic-like disturbances (13) is 
also being clarified. Consequently, children no longer 
need be consigned to such diagnostic wastebaskets as 
sociopathy. 

Moreover, a variety of more or less effective treat- 
ments have been developed for epilepsy, depression, mini- 
mal brain dysfunction, and schizophrenia. Newer behav- 
ioral treatments for the brain-damaged child have also 
been developed (14, 15). In contrast, children labeled as 
sociopathic are still regarded as untreatable. This is prob- 
ably because no single kind of treatment can be expected 
to ameliorate the variety of disorders subsumed under 
such a term. 
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Methylphenidate and Caffeine in the Treatment of Children with Minimal 


Brain Dysfunction 


BY BARRY D. GARFINKEL, M.D., CHRISTOPHER D. WEBSTER, PH.D., AND LEON SLOMAN, M.R.C.S., L.R.C.P. 





In this double-blind, crossover study of 8 boys with 
minimal brain dysfunction, 20 mg of methyiphenidate 
daily was significantly better than 160 mg of caffeine in 
controlling behavior, especially impulsivity and 
hyperactivity, and methylphenidate alone was superior to 
decaffeinated coffee and placebo. The tentative results of 
this study confirm the primary position of 
sympathomimetics in the pharmacotherapy of minimal 
brain dysfunction and, in addition, suggest the 
involvement of dopamine pathways in this disorder. The 
authors urge further study of this hypothesis. 


ALTHOUGH SEVERAL AUTHORS have recently reported on 
research that attempted to delineate more specifically the 
characteristics of minimal brain dysfunction (1, 2), there 
remains the practical necessity of helping the large num- 
ber of children who exhibit overly high levels of motor ac- 
tivity, distractibility, impulsivity, and impaired coordina- 
tion (3-5). There is also general agreement that 55 to 84 
percent of the children suffering from minimal brain dys- 
function show a therapeutic response to pharmacological 
agents (6). Double-blind studies have clearly shown that 
sympathomimetic drugs such as d-amphetamine and 
methylphenidate attenuate symptoms associated with the 
syndrome (7, 8). These drugs are effective in 70 to 90 per- 
cent of the patients (6, 7). Other drugs such as thiorida- 
zine (9), chlorpromazine (10), imipramine (11, 12), ami- 
triptyline (13), chlordiazepoxide (14), hydroxyzine (15), 
benztropine (16), and lithium carbonate (17) have also 
been used in the treatment of this disorder, but they ei- 
ther are less effective than the psychostimulants or pro- 
duce more side effects. 


Although there is strong evidence that sympa- 


thomimetic drugs relieve the symptoms of minimal brain 
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dysfunction, physicians are often understandably reluc- 
tant to prescribe them. For one reason, side effects such 
as anorexia, irritability, insomnia, and stomachache are 
common, occurring in 12 to 14 percent of the children (7). 
There is also a clear recognition that the long-term ef- 
fects of the sympathomimetics have not yet been fully 
evaluated (18). Many authorities are currently urging 
greater skepticism regarding the use of these drugs (19). 

Ideally, a drug should relieve the symptoms of minimal 
brain dysfunction, be free from an intolerable amount of 
unpleasant side effects, and cause minimal concern over 
the possible adverse effects of long-term use. The current 
use of caffeine products suggests that this stimulant 
meets at least some of these criteria. Schnackenberg (20) 
has reported on the effects of coffee on 11 hyperactive 
children, all of whom had developed side effects from 
methylphenidate. In his open-design study, teachers 
made weekly ratings of the children's behavior while they 
received daily doses of either an estimated 200 to 300 mg 
of caffeine (in coffee) or 20 mg of methylphenidate. All of 
the children scored poorest when they were not receiving 
any drugs; their scores during the methylphenidate and 
caffeine periods were better but did not differ signifi- 
cantly from each other. 

While the Schnackenberg study points to the possible 
efficacy of caffeine as a treatment for minimal brain dys- 
function, it is not clear whether it is caffeine, the other 
constituents of coffee, or both acting together that pro- 
duce the therapeutic response. The purpose of our study 
was to evaluate the relative efficacy of caffeine and meth- 
ylphenidate by employing a more precise set of proce- 
dures than those used by Schnackenberg. 

This paper describes the results of a double-blind study 
that tested the therapeutic efficacy of caffeine, methyl- 
phenidate, and placebo in children with minimal brain 
dysfunction. The following hypotheses were tested: 

l. Caffeine and methylphenidate are equally effective 
in relieving the behavioral manifestations of minimal 
brain dysfunction. 

2. Caffeine and methylphenidate are superior to de- 
caffeinated coffee and placebo in attenuating the symp- 
toms of minimal brain dysfunction. 


METHOD 


Subjects 


In order to be included in the study each child had to 
meet all of the Tollowing criteria for the diagnosis of min- 
imal brain dysfunction (21): |) hyperactivity, 2) short at- 
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_ tention span, 3) impulsivity, 4) affective disturbance, 5) 
poor school performance, and 6) an IQ of 90 or greater as 
determined by the Wechsler Intelligence Scale for Chil- 
dren. Five of the 10 children included in the study also 
had nonspecific neurological disorders and perceptual- 
cognitive disturbances. 

Two of the IO children initially included in the study 
were eliminated during the baseline period for medical 
reasons (infectious hepatitis and epilepsy). The 8 subjects 
completing the study were male day-treatment patients 
at the Child and Adolescent Service, Clarke Institute 

of Psychiatry. The children ranged in age from 6 to 10 
years, with a mean age of 8.7 years. Their mean weight 
ranged from 72 to 80 lb. None of these children had inter- 
current medical or surgical problems. 

Treatment in the institute's Child and Adolescent 
Service followed a psychoeducational approach (22). 
Since these children were not outpatients, it is clear that 
the severity of their symptoms prevented their attending 
school, either in special or regular classes, but did not 
prohibit their remaining at home. These subjects, there- 
fore, had been preselected by their failure to respond to 
outpatient treatment alone. Six of the 8 children had at 
one time been treated with stimulant medication, and 4 of 
them had received methylphenidate prior to the 2-week 
drug-free period in this study. 


Procedure 


All 8 children were full-time day-treatment patients at 
the hospital from 8:45 a.m. to 3 p.m., 5 days each week. 
Throughout this study, the parents and hospital staff 
were mstructed not to give the children any unreported 
medication or drinks known to contain caffeine (e.g., tea. 
cola drinks, cocoa, coffee). Their diet was controlled for 
the noón meal and morning and afternoon snacks but 
was not supervised at other times. (Written consent to the 
study was given by both parents.) 

The study lasted for 9 weeks; the first 2 weeks and the 
last week were baseline periods during which no medica- 
tions were given, The intermediate 6 weeks were divided 
into three 10-day crossover sessions during which the 
children were randomly given 10 mg of methylphenidate, 
75 mg of caffeine, or 100 mg of lactose (placebo) twice 
daily. The children did not receive any medication during 
the weekends, thus producing a 2'/2-day wash-out period 
between changes in drugs (23). Each child subsequently 
went through the two remaining drug periods, thereby 
completing a crossover design with each patient serving 
as his own control. We, the patients, parents, attending 
physicians, child care workers, nursing staff, and psy- 
chometrist did not know which medication the children 
were receiving, thus ensuring a double-blind procedure. 


Medication 


All medication was added to decaffeinated coffee, 
which was given to the children in the form of a hot drink. 
The coffee had been premeasured (2.2 g for each serving) 
and analyzed (.195 percent caffeine, or about 4.29 mg per 
serving, .018 percent sodium, 4.31 percent potassium, 
.023 percent iron, and 12 percent chlorogenic acid). 
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Depending on the period of the study, 150 mg of caf- 
feine citrate, 10 mg of methylphenidate, or 100 mg of lac- 
tose (placebo) were added in powdered form and pre- 
mixed with the dry decaffeinated coffee. This ensured 
that the appearance of the medications was the same 
prior to the addition of hot water. The taste of the three 
drinks was similar. Caffeine citrate was given in this dos- 
age because larger amounts would have added a sour 
taste to the coffee and broken the double-blind proce- 
dure. The caffeine content of 150 mg of caffeine citrate is 
approximately 75.45 mg. Medication was given at 9 a.m. 
and 12 noon. Therefore the total amounts of caffeine and 
methylphenidate ingested daily were 160 mg (including 
the 4.29 mg of caffeine in the decaffeinated coffee twice 
daily) and 20 mg respectively. 


Assessment Measures 


Each child was rated daily by two child care workers 
using the 39-item Conners Teacher Rating Scale, which 
is primarily used in schools (24, 25). The child care work- 
ers were with the children in settings away from the class- 
room and were able to rate them successfully. on this 
scale, which was completed independently by the individ- ' 
ual worker after the children had gone home for the day. 


The scores on five factors, as determined by Conners' fac- 


tor analysis of the 39-item scale, were computed (25). 
The factors are as follows: l—aggressivity, II—in- 
attentiveness, III —anxietv. [V—-hyperactivity, and V— 
sociability. 

Individual psychological testing of each child was com- 
pleted during the baseline period and on the same day 
during the second week of each study period, yielding 4' 
scores for each test on every subject. These tests were 
used because they had been shown to be of value in mea- ` 
suring changes in children being treated for minimal 
brain dysfunction. The tests used were 1) the Bender Vi- 
sual Motor Gestalt Test, as scored by Koppitz (26), 2) the 
Frostig Developmental Test of Visual Perception, parts 
II and IV (27), 3) portions of the Reitan Neuropsycho- 
logical Battery Test for Motor Coordination and Steadi- 
ness (maze and holes) (28), and 4) the Kagan Matching 
Familiar Figures Test (29). 


RESULTS 


Interrater Reliability 


Spearman rank correlation coefficients were calculated 
for each child's performance during the four experimen- 
tal phases. When the data were collapsed across phases, 
the rho values among raters ranged from +.34 to +.81, 
with a mean of +59.5. All correlations were statistically 
significant (p «.05). 


Effects of Drugs 


The most important results are summarized in table 1. 
The statistical analysis was performed on the total daily 
score for each child using data from the coder who had ` 
the most contact with the subject. Table | presents the 
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TABLE 1 
Mean Rating Scale Total Scores and Scores for the Five Individual Factors* 


Analysis of Variance 
Study Period Level of 


Behavior Factors Baseline Methylphenidate Placebo Caffeine F df Significance 
Total score : 

(39 items) 40.46 29.80** 40.01 38.78 8.49 3,332 p«.01l 
Factor I: 

aggressivity 15.98 10.57** 15.69 15.47 10.93 3,332 p«.01l 
Factor II: 

inattentiveness 6.75 5.22* ** 6.43 6.14 3.98 3,332 p<.01 
Factor III: 

anxiety 6.96 6.08 6.69 6.32 . 0.52 3,332 n.s. 
Factor IV: 

hyperactivity 12.11 8.93** 12.03 11.86 8.58 3,332 p«.0l 
Factor V: M 

sociability 3.35 2.46t 2.99 3.21 3.32 3,332 p«.025 





* Lower scores indicate improved behavior. 
** Significantly better than baseline, placebo, and caffeine by analysis of variance (p< .001). 
*** Significantly better than baseline by analysis of variance (p< .01) 
gnificantly better than baseline by analysis of va p a 
T Significantly better than baseline by analysis of variance (p< .05). 


mean total scores of the rating scale and the scores on the FIGURE | 

five factors. Separate analyses of variance were per- Mean Rating Scale Scores for the Factors Over the Four Stu 
formed on each of the five individual factors as wellason ©" t#ons* 

the total score. As table | shows, the condition effect (i.e., 

methylphenidate, placebo, baseline, and caffeine) was sig- 

nificant in all but one case (factor III—anxiety). Com- (Ul 

parison among means by the Scheffé test yielded signifi- PAIRE 


cant effects in many instances. X 
Considering first the total scores in table 1, it can be 50 SS Factor IV 
seen that the subjects scored significantly better while 
they were receiving methylphenidate than during their Ed resa ian 
baseline, placebo, and caffeine periods (p<.001 in each m 


case). This reliable therapeutic effect is illustrated in fig- 
ure |, which shows the mean performance on each factor 
of the 8 subjects during all conditions. The total score 
during the caffeine period was not statistically different. 
from the scores during the baseline and placebo periods. 
The results of the analysis of variance of the individual 
five factors (table 1) show that the subjects improved sig- 
nificantly on factor 1 (aggressivity) and factor IV (hyper- 
activity) during the methylphenidate period compared 
with the baseline, placebo, and caffeine periods (p «.001 
in each case). The scores from the caffeine period were, 
once again, not significantly different from those ob- 
tained during the baseline and placebo periods. The sub- 
jects improved significantly on factor II (inattentiveness) : 
and factor V (sociability) during the methylphenidate pe- l | 
riod compared with the baseline period (p<.01 and 
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METHYLPHENIDATE AND CAFFEINE 


TABLE 2 


Comparison of Significant Differences in Mean Psychological Test 
Scores Between the Methylphenidate and Other Drug Periods* 








Drug Period 

Item Methylphenidate Caffeine Placebo 
Number of errors, 

Kagan Matching Familiar 

Figures Test -6.19** 1:93 3.06 
Number of errors, 

Reitan test for motor 

steadiness: holes -5.06* ** -2.31 3.81 
Duration of errors, 

Reitan test for motor 

steadiness: maze 

(in seconds) -2.38*** -1.56 1.46 


*Figures represent net change from baseline period; lower scores indicate 
improvement. 
** Significantly better than placebo and caffeine (p «.01). 
*** Significantly better than placebo (p< .05). 


The results of repeated psychological tests showed that 
during the methylphenidate period there was a significant 
decrease in the number of errors on the Kagan Matching 
Familiar Figures Test, compared with the other study pe- 
riods (p<.01) (table 2). The results from the Reitan neu- 
ropsychological tests for motor steadiness (holes and 
maze), as performed with the child’s right hand, showed 
that methylphenidate enhanced performance in com- 
parison with placebo (p<.05 in both cases) but was not 
significantly different from caffeine (table 2). Caffeine did 
not significantly improve scores on any of the factors ex- 
amined by the complete set of psychological tests. 


DISCUSSION 


The results of this study do not confirm the hypothesis 
that caffeine and methylphenidate are equally effective in 
controlling the behavior of children with minimal brain 
dysfunction. Similarly, the second hypothesis tested was 
not confirmed in that methylphenidate alone was supe- 
rior to decaffeinated coffee and placebo. It is apparent 
that those children who respond to methylphenidate do 
not necessarily improve with caffeine. 

Methylphenidate was especially effective in dimin- 
ishing aggressive and hyperactive behavior, as indicated 
by the analysis of variance of the individual five factors. 
This finding is in keeping with clinical experience, for it is 
these two types of behavior that most frequently promote 
the decision to place a child on stimulant medication (fig- 
ure 1). Figure 1 demonstrates the degree to which clinical 
assessment is based on the salient features of aggression 
and hyperactivity. Furthermore, results from the psycho- 
logical tests indicate that methylphenidate altered the 
children’s performance only in specific areas. Improve- 
ment with methylphenidate was observed using psycho- 
logical tests in which impulsivity and, to a lesser degree, 
hyperactivity were the factors measured. 

In keeping with the observations of Schnacken- 
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berg (20) and Fras (30), side effects were not observed 
while the children were receiving caffeine. On the other 
hand, methylphenidate at the fixed dosage of 20 mg pro- 
duced anorexia in 3 children and irritability in 2. There 
was, however, no weight loss. The absence of side effects 
with the dosage of 160 mg of caffeine illustrates the com- 
parative safety of this substance. 

Our finding that caffeine did not produce any statisti- 
cally significant therapeutic effects differs from the obser- 
vations of Schnackenberg and Fras. The differences in 
dosages of caffeine may explain some of the dis- 
crepancies, even though the exact amount of caffeine in 
each cup of coffee in the earlier reports had not been de- 
termined. It should be noted that our dose of 160 mg of 
caffeine was equal to between 53 and 80 percent, or a 
mean of 67 percent, of Schnackenberg’s estimated dos- 
age. 

In addition to the double-blind procedure and the fixed 
specific dosage of caffeine, our experiment is an advance 
over previous reports in that daily ratings were obtained 
on each child and were provided by a number of trained 
child care staff. These innovations were introduced to off- 
set the inherent limitations of subjective observations: 
that tend to characterize the use of rating scales. The cor- 
relation coefficients in our study indicate that the inde- 
pendently recorded responses of the trained observers 
were similar. " 

The present study, like all other brief pharmacological 
studies of its kind, is limited in that it fails to deal with 
the long-term use of stimulants for this disorder (19, 31, 
32). Similarly, it is important to note that the present 
therapeutic effects, like those obtained in other studies 
(e.g., [32]), resulted from an interaction of a pharmaco- 
logical agent and concurrent therapeutic processes. 

However, the results of our study are of particular the- 
oretical interest in view of recent formulations regarding 
the biochemical substrate of minimal brain dysfunction. 
Based on clinical responses to stimulant medication, 
Wender (33), Carman (34), and Meyerhoff and Sny- 
der (35) have postulated that this disorder is due to cate- 
cholamine deficits, particularly in dopaminergic path- 
ways. In support of the dopaminergic hypothesis, studies 
have shown that d and / isomers of amphetamine have 
equal potency in the treatment of hyperactive chil- 
dren (36, 37). It is known that d- and /-amphetamine 
have differential effects on catecholamine neurons, with. 
the d isomer having 10 times the potency of the / isomer 
on norepinephrine neurons, while both isomers have 
equal potency on dopamine neurons (38). The fact that 
the d and / isomers have equal potency in the treatment 
of hyperkinetic children suggests the primary in- 
volvement of dopamine pathways (39). 

Caffeine, a known central nervous system stimulant, 
has been shown to enhance dopamine release during an 
initial two-hour interval but to ultimately decrease total 
dopamine turnover during a three- to four-hour study pe- 
riod (resulting in a biphasic response). Caffeine appears 
to exert its central nervous system stimulant effects 
through norepinephrine neurons alone, as shown by his- 
tochemical and biochemical studies in laboratory ani- 


mals (40-42). Because caffeine has not been found to in- 
crease dopamine turnover, its efficacy in treating minimal 
brain dysfunction should be limited if the aforementioned 
hypotheses are correct. The fact that caffeine was not sig- 
nificantly more effective than placebo and was inferior to 
methylphenidate in the present study tends to support 
this concept. 

Arnold and associates (36), on the other hand, showed 
that aggressivity responded more to /-amphetamine, in- 
dicating dopamine-mediated behavior, and that hyper- 
activity responded more to d-amphetamine, pointing to- 
ward a norepinephrine effect. Clinically, the children we 
studied tended to be more aggressive than hyperactive. 
The patients therefore may have been more likely to re- 
spond to medication that acts through a dopamine sys- 
tem. 

The position of currently used stimulant drugs requires 
reexamination both within the context of other known ef- 
fective medications and in comparison to other treatment 
modalities. The results of this study are tentative but con- 
firm the primary position of sympathomimetics in the 
pharmacotherapy of minimal brain dysfunction. Because 
caffeine produced no side effects in the reported doses, is 
inexpensive and easily administered, and may be phar- 
macologically effective in individual cases, it is currently 
under further clinical investigation using controlled ex- 
perimental conditions, both in combination with methyl- 
phenidate and in larger doses. 


CONCLUSIONS 


Caffeine in a dosage of 160 mg daily was not signifi- 
cantly better than placebo in controlling the behavioral 
manifestations of minimal brain dysfunction. The finding 
that the efficacy of caffeine at this dosage was inferior to 
that of 20 mg of methylphenidate lends support to the 
postulation that dopaminergic pathways are involved in 
this disorder. Controlled studies using a dopamine pre- 
cursor (L-dopa) are warranted in order to delineate this 
hypothesis further. Combining L-dopa with a peripheral 
decarboxylase inhibitor might prove useful in minimizing 
L-dopa's side effects by permitting small amounts of L- 
dopa to be given (43). 
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The Psychiatric Chief Residency: A Preliminary Training Experience 


in Administrative Process 


BY LCDR JOHN G. LOONEY, MC, USNR, MAJ. STEVEN J. ENGELBERG, MC, USAR, 


RICHARD O. GODE, M.D., AND DAVID J. KNESPER, M.D. 


Drawing on their experience, the authors explore the 
opportunity for learning administrative process that is 
available to the psychiatric chief resident. They 
categorize six models of the psychiatric chief residency 
and document two of them, the ward chief and the 
interface chief, as providing particularly rich 
administrative experiences. Although the chief 
resident's administrative experience is only a 
preliminary one, it can be a first step in solidifying 

his identity as a clinician-executive. 


A PSYCHIATRIC TRAINING program without a chief resi- 
dent is rare. However, little has been written of the chief 
resident's learning opportunities. Of the many such occa- 
sions available, this paper will document the learning op- 
portunity in administrative process. 

There is clearly a need for larger numbers of com- 
petently trained mental health administrators (1—4). 
Mental health care delivery systems are large and com- 
plex. The modern mental health administrator must be 
conversant with intricate  multiple-source funding 
schemes, systematic data collection, cost-benefit account- 
ing, program evaluation, peer review standards, and 
other complicated management issues. Such an adminis- 
trator holds a position comparable to that of middle or 
top management in business (5). A recent report by the 
Group for the Advancement of Psychiatry documented 
the shortage of psychiatric department chairmen and the 
complexity of the position: "Many modern day depart- 
ment chairmen are running big businesses that employ 
personnel in the hundreds and operate with budgets in the 
millions” (6). Among the recommendations of this report 
Is an increase in explicit training for administrative lead- 
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ership. It should be noted that the necessity for training 
in administration is not limited to a few top-level admin- 
istrators. On the contrary, a survey by the American Psy- 
chiatric Association in 1970 revealed that 49.9 percent of 
the responding psychiatrists were paid for some work in 
administration (1). 

Barton has pointed out that most psychiatrists who be- 
come administrators are advanced in their positions be- 
cause of their past performance as clinicians, teachers, or 
researchers. However, they often lack the administrative 
skills necessary for competent leadership (1). 

The specific skills that are developed during the psychi- 
atrist's training (such as the understanding of group be- 
havior and resistance to change) are also helpful to a suc- 
cessful administrator. Ideally, he will have developed an 
understanding of motivation and will have become 
patient, flexible, and a practiced listener (7). 

The development of other management skills is seldom 
considered to be part of a psychiatrist's training. A study 
comparing clinical administrators strongly suggested 
that a clinical leader's possession of traditional adminis- 
trative skills such as objectivity, decisiveness, and the 
ability to plan and allocate resources, as well as skill in 
providing clear job expectations and feedback on per- 
formance, was more important for staff performance 
than was his possession of such interpersonal character- 
istics as empathy, openness, and socioemotional orienta- 
tion (8). A synthesis of managerial and clinical skills into 
a "clinician executive" identity, as Levinson and Kler- 
man have advocated, seems optimal (5). They have stated 
that "neither a traditionally administrative approach nor 
a purely clinical approach is sufficient for the effective 
fulfillment of the tasks of organizational leadership." 

A need for administrative training for psychiatrists ex- 
ists. Some training should be available at various points 
along the track of professional development (1-3, 9, 10). 
To our knowledge, the rich administrative training expe- 
rience available to the psychiatric chief resident has not 
been documented in previously published reports. 


THE PSYCHIATRIC CHIEF RESIDENCY: DIFFERENT 
MODELS 


The literature offers two references that define aspects 
of the psychiatric chief resident's position. A recent re- 
port described the findings of five chief residents from 
large academic departments, which they presented in a 
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panel discussion of the psychiatric chief resident’s posi- 
tion (11). All of the residents agreed that “the opportu- 
nity to gain experience and insight into the management 
of a psychiatric department" was the position's best fea- 
ture. Four of the five felt that the position's worst feature 
was its “lack of adequate job description, or poorly de- 
fined role" and suggested that better role definition would 
be helpful. Sherman (12), one of these five chief residents, 
noted in a separate report his particular experience of 
serving as a "double agent” for the resident group and 
the clinical faculty. Although he found that each group 
was both dependent on and suspicious of him, he felt that 
the position offered him a rich potential for serving as 
"broker for excellence" in training and patient care. 

We decided to seek an additional definition of the posi- 
tion by surveying a broader sample of psychiatric chief 
residents. We reviewed the experiences of a number of 
previous chief residents at our training center. One of us 
(J.G.L.) established open-ended consultations with 10 
former and current chief residents at other centers. These 
centers, which included university programs, private hos- 
pitals, and state hospitals, were selected in order to give 
broad representation of program size and type and of 
geographical location. This same author also made site 
visits to the varied training programs in a large eastern 
metropolitan area. In 1973 two of us (R.O.G. and D.J.K.) 
attended a conference for 60 incoming psychiatric chief 
residents held by the Albert Einstein College of Medicine 
and the National Institute of Mental Health and infor- 
mally surveyed the new chief residents regarding the 
types of positions they expected to fill. 

The accumulated information documented great varia- 
tion in the method of selection, role description, and job 
function at different centers. There were often changes 
from year to year within the same institution. Although 
all of the chief residents were senior residents (third or 
fourth year), some were chosen by their resident col- 
leagues, some were appointed by their faculty, and others 
were selected by both groups. Some were paid an addi- 
tional salary, and the academic title of “instructor” was 
sometimes offered. Some saw their primary function as 
improving the quality of teaching provided to residents, 
while others saw it as monitoring the quality of patient 
care provided by residents. 

One chief resident worked as an administrative assis- 
tant to the chairman of the department. In another pro- 
gram the chief resident avoided all administrative duties 
and used his position for the teaching of junior residents. 
At another center the chief resident's job consisted solely 
of the administration of an inpatient ward. Most of the 
chief residents surveyed reported that their jobs offered 
some managerial or administrative opportunities; yet 
many of them complained of a sense of vagueness about 
the appropriate direction for their administrative efforts. 

On the basis of the available literature and our surveys, 
it is possible to categorize the following six models of the 
psychiatric chief residency: 

1. The ward chief. This chief is a ward administrator 
and is at or near the top of the hierarchy designed to pro- 
vide inpatient treatment. 
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2. The teacher chief. This chief uses his position to 
teach medical students, junior psychiatric residents, or 
residents and interns in other specialties. He may teach 
courses in basic psychiatry, or he may supervise the clini- 
cal work of junior residents and medical students. | 

3. The research chief. This chief limits his responsi- 
bility to that of organizing and implementing an investi- 
gative project. 

4. The resident advocate chief. This chief functions as a 
resident representative. He is selected by his resident col- 
leagues as their most persuasive spokesman and the per- 
son to secure for them the best in training, salary, and an- 
cillary benefits. 

5. The faculty advocate chief. This chief is selected by 
the faculty, the chairman, or the director of training. His 
primary job is that of implementing those decisions made 
by faculty which affect residents. He may participate in 
these decisions to some degree. 

6. The interface chief. This chief, who is jointly chosen 
by his resident colleagues and the faculty, facilitates com- 
munication between two groups that often have different 
needs. This role combines elements of the two previously 
mentioned advocate chiefs. 

The title of "chief" may be given to several residents in 
the same department of psychiatry.! For example, one 
may be designated a teacher chief and one a ward chief, 
thus producing a working team. In a large department 
several chief residents may function in the interface be- 
tween faculty and residents on different services. For in- 
stance, one may work as an interface chief in the out- 
patient service and one as an interface chief in the 
inpatient service. A variety of team structures is possible. 

The positions of ward chief and interface chief deserve 
particular attention as providing an opportunity for 
learning administrative process. The teacher chief and 
the research chief positions are more related to other im- 
portant functions of a senior resident. The positions of 
resident advocate chief and faculty advocate chief pro- 
vide some opportunity for learning techniques of group 
persuasion, but there is a very disturbing "messenger 
boy" quality inherent in these positions. In both of these 
advocacy positions the chief resident is carrying messages 
from “his group" to another group in which he has no 
real power or legitimacy. 


THE PSYCHIATRIC CHIEF RESIDENT AND THE 
ADMINISTRATIVE PROCESS 


Although the psychiatric chief resident cannot acquire 
the content of the complex body of technical knowledge 
in administrative psychiatry, he should acquire a working 
familiarity with the basic aspects of an administrative 
process—a process that is rational and active, organizing 
a set of activities and directing them toward the gradual 


"The department of psychiatry is our organizational model. However, 
the administrative process has equal application to private psychiatric 
hospitals, community mental health centers, state hospitals, psychiatric 
units in general hospitals, etc. 


accomplishment of specified goals. We describe adminis- 
trative process as the following five sequential steps: 

I. Organization diagnosis and planning. At this step 
the chief resident broadly defines the present situation 
and a future, more ideal, situation. He then defines spe- 
cific activities designed to convert the present situation to 
the more ideal future situation. 

2. Negotiation and conflict resolution. The chief resi- 
dent presents the chosen activities and goals to the orga- 
nization. He arbitrates conflicts between groups within 
the organization so that goals, and the activities designed 
to accomplish the goals, are clarified and agreed upon. 

3. Activity management. The chief resident imple- 
ments and makes operational the chosen activities di- 
rected toward goal attainments. 

4. Progress evaluation. He monitors and assesses the 
degree to which goals are attained and defines the prob- 
lems that create obstacles to goal attainment. 

5. Rediagnosis and replanning. The chief resident rede- 
fines the situation after it has progressed through steps 1- 
4. 

A psychiatric inpatient ward for the ward administra- 
tor chief resident and the department of psychiatry for 
the interface chief resident provide opportunities for 
practicing skills contained in these five categories. How- 
ever, each provides a different challenge. Each presents 
different potential obstructions to education in the ad- 
ministrative process. 

The complex social system of a psychiatric ward has 
been documented (13, 14), as have the consequences of 
change in one segment of such a system reverberating 
through other segments (15, 16). An inpatient ward is a 
relatively closed system compared to the more open sys- 
tem of a department of psychiatry or the hospital in 
which it exists. Nevertheless, such a system is affected to 
some degree by the external environment, and these ex- 
ternal influences and their effects must be known (17, 18). 
A ward’s culture and history profoundly influence its 
contemporaneous status, and these influences must be 
understood (19). For example, ward staff may attempt to 
maneuver a new administrator into the style of previous 
administrators (20). 

Within this context the ward chief can use the steps of 
administrative process previously stated. The following 
vignette, described in detail in a separate report (20) and 
taken from one of the authors’ experiences as a ward ad- 
ministrator,? illustrates the first step of the administrative 
process—the procedure of organization diagnosis and 
planning. 


Vignette 


On assuming responsibility for milieu management of 
an inpatient ward for disturbed adolescents, I noted that 
the psychiatric care workers seldom felt able to assume 
responsibility for minute-to-minute clinical decisions. Al- 
though bright and potentially skillful, they demonstrated 
a marked need to ask advice on almost every aspect of 


7This author (J.G.L.) served as ward administrator at a third-year train- 
ing level and as interface chief resident at a fourth-year training level. 
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their care of patients. This “flight from autonomy” pro- 
vided for the patients poor models of independent and re- 
sponsible behavior. A review of the history of the ward 
revealed that a key male psychiatric care worker had di- 
rected his colleagues in a very authoritarian manner. He 
had left the year before to take another job. The psychiat- 
ric care workers had grown comfortable over time in re- 
linquishing to him all responsibility for decision making. 
If the psychiatric care workers were increasingly to as- 
sume more reasonable responsibility and function more 
autonomously, they first had to come to terms with the 
loss of their previously directive, father-like colleague or 
they would unknowingly try to maneuver me into a con- 
tinuation of the infantilizing, directive administrative 
style. 

Specific problems and limitations inherent in the ward 
chief's position must be realized as potential obstacles to 
his own education as an administrator. Either formally or 
informally, the ward chiefs position is often pre- 
determined by rigid historical and traditional practices. 
If the ward chief does not concur with these to a reason- 
able degree, he may envision change that will be illusion- 
ary during his brief tenure. Actual authority and power 
may be held by an intermittently appearing faculty super- 
visor or administrator. In the presence of this situation 
the ward chief becomes an inefficient straw boss. Another 
potential problem is that real power and authority may 
be held by a ward staff member, such as a head nurse. 
Such a veteran staff member may remain in covert con- 
trol over time while chief residents come and go. 

The interface chief operates within the more complex 
structure of the entire department of psychiatry. Such an 
organization includes power structures, diverse problem- 
solving methods, personnel networks, communication 
lines, and decision-making practices, all of which are 
complex (15, 21). On first inspection, therefore, such an 
organization would seem to present the interface chief 
with a minefield rather than a training ground. However, 
this has not been our experience. The degree of com- 
plexity of an entire department of psychiatry demands 
that the interface chief negotiate a formal job description 
with limited goals that are legitimized by two of its most 
important groups, the faculty and the residents. The in- 
terface chief functions primarily between these two 
groups. Zelesnick (22) has referred to similar '*boundary- 
area" administrators in business, i.e., foremen working 
between laborers and management. The position of inter- 
face chief closely corresponds to Sherman's “double 
agent" (12). 

We operated as a team of interface chief residents in a 
large university program. We negotiated a team structure 
in which one chief resident worked in the adult outpatient 
service, another worked in the adult inpatient service, and 
a third in the youth service. Each functioned within his 
domain at the interface between residents and faculty. 
The fourth chief served to facilitate communication be- 
tween the entire resident group and the chairman of the 
department. This team approach supported individual 
but complementary managerial styles and allowed a 
maximum coordination of effort. 
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PSYCHIATRIC CHIEF RESIDENCY 


The following four-stage vignette illustrates this coor- 
dination and the use of the administrative process in solv- 
ing a difficult resident-faculty problem. 


Vignette 


Organization diagnosis and planning. As chief resi- 
dents we included in our job descriptions the responsibil- 
ity for arranging after-hours coverage of the emergency 
room. This responsibility involved work with resident 
and faculty groups in all divisions of the department. 
Emergency coverage was a focus of concern for both 
groups. The faculty and residents had noted an increase 
in the volume of emergency work, and they expected fur- 
ther increases. The faculty requested that an additional 
resident be placed on call at night. The residents, on the 
other hand, felt that emergency call served primarily as a 
service obligation for them, and they were reluctant to in- 
crease that obligation without a concomitant increase in 
the faculty’s instruction on issues of emergency psychiat- 
ric care. We felt there was merit to the arguments of 
both groups. After working extensively with these 
groups, we noted the need for a plan that would provide 
additional resident coverage for the emergency room and 
would also increase the educational opportunities. 

Negotiation and conflict resolution. The next step in- 
volved intensive negotiation between the faculty and resi- 
dents. Conflicts within the resident group about who 
would take on additional duties were resolved. Conflicts 
within the faculty group concerning their on-call respon- 
sibilities were also resolved. From this series of negotia- 
tions a final plan was reached and approved by both 
groups. This plan provided that there would be additional 
resident coverage for the emergency room and also in- 
cluded a new program of faculty teaching at night in the 
emergency room. 

Progress evaluation. The next step involved the moni- 
toring of the degree to which goals had been attained. 
We collected data in the form of a daily log, which speci- 
fied whether the faculty came in to teach at night and 
whether the senior residents were responding to calls for 
assistance. | 

Rediagnosis and replanning. This data collection re- 
vealed that while the plan was partially successful; there 
were resistances to implementing it from both residents 
and faculty. The data showed that some residents actively 
sought faculty teaching and asked for help from senior 
residents and that some faculty and senior residents re- 
sponded appropriately. However, there were some resi- 
dents who seemed reluctant to seek assistance and some 
faculty and senior residents who were equally reluctant to 
provide assistance. It then became necessary to confront 
these problems and modify the plan in order to minimize 
their effect. 

The interface chief, like his counterpart, the ward 
chief, must avoid factors that tend to obstruct education 
in administrative process. His most important potential 
obstacle to education is a poorly defined Job description, 
which can entrap him in an overextended and unrealistic 
role. If the interface chief does not make an accurate or- 
ganization diagnosis, negotiate a sensible and appropri- 
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ately restricted job description, and clearly predetermine 
his goals, he will experience great frustration. 

It is important to recognize that the chief resident can- 
not learn these various aspects of effective administra- 
tion, in either the interface chief or ward chief models, 
without adequate instruction and supervision. It is impor- 
tant that the job description of the chief resident provide 
ongoing and sophisticated supervision in administrative 
process. This supervision may be enriched if part of it is 
provided by a member of another discipline, such as busi- 
ness or public health administration, in addition to that 
supervision provided by an experienced clinician-execu- 
tive. 


DISCUSSION 


We wish to stress that we are advocating only a prelim- 
inary experience and are not suggesting that the psychiat- 
ric chief residency, in any model, be a comprehensive 
fellowship in administration. Kubie (23) warned appro- 
priately that the process of solidifying an identity as 
a competent clinical psychiatrist takes time. Trainees 
in psychiatry should not prematurely involve themselves 
in administration, teaching, or research to the neglect of 
their continuing clinical development. All senior resi- 
dents in psychiatry should have as their primary activity 
the care of patients. The preliminary learning opportuni- 
ties in administration that we have described can well be 
accomplished in less than 10 hours a week. 

Because this experience is a preliminary one, the chief 
resident cannot acquire during his tenure the content of a 
complex set of administrative skills, but he can practice 
the basic process that we have outlined. Further, the chief 
residency can be the first step of an identity-modifying 
procedure. Building upon his solidifying identity as a cli- 
nician, the chief resident can begin experiencing the de- 
velopment of a more complex identity—that of the “cli, 
nician-executive." Levinson and Klerman (5) have noted 
that the complete process constitutes a “major devel- 
opmental transition." The judicious use of organizational 
power and authority, the use of action rather than reflec- 
tion, and the assumption of a more public image are as- 
pects of the chief resident’s experimentation with this 
more complex identity. 

We suggest that the psychiatric chief residency not 
evolve exclusively into an administrative training ground. 
Pressure for such evolution may be subtly applied be- 
cause of the urgent need for competent administrators. 
Perhaps most of those senior residents attracted to the 
position, and most of those attractive to the faculty as 
chief resident candidates, are those whose careers will 
later involve major administrative responsibilities. How- 
ever, a superior senior resident desiring a position as chief 
resident, but wanting minimum administrative experi- 
ence and maximum teaching or research experience, 
should also be considered as a candidate for chief resi- 
dent. 

The role of the chief resident should not be fixed within 
a given institution. An institution that year after year of- 


fers only the position of ward chief, for instance, may be 
using a chief resident to fill a role that should be filled by 
a permanent staff member; or at best, it may be unduly 
bound by tradition with regard to resident learning op- 
portunities. Such rigidity also denies the potential chief 
resident one of his richest experiences, that of prelimi- 
nary organization diagnosis and negotiation of an appro- 
priate but well-defined role within the complex system of 
the larger organization. 
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Comprehensive Drug Programs: The Dade County Example 


BY ROBERT S. WEPPNER, PH.D., AND DUANE C. MCBRIDE, M.A. 


The authors present data from a survey of four 
methadone maintenance programs, five outpatient 
clinics, six nonresidential facilities, and nine therapeutic 
communities affiliated with the Dade County 
Comprehensive Drug Program. The treatment 
population included more blacks but far fewer Latins 
than the general county population. Primary drugs of 
abuse were narcotics in methadone clinics and "softer" 
drugs in outpatient and nonresidential facilities. Most 
patients were either self- or court referrals. Direct per 
patient costs, which were lowest in the outpatient clinics, 
averaged $1,041. The authors suggest that their data may 
aid other comprehensive drug treatment programs in 
establishing guidelines. 


TRADITIONALLY, WHEN CLINICIANS and researchers have 
focused on drug use, they have dealt with narcotics and 
addiction. In the past, the drug treatment and research 
efforts of the federal government were directed toward 
developing a cure for narcotics addiction (1). To accom- 
plish-this goal, the federal government established hospi- 
tals in Fort Worth, Tex., and Lexington, Ky. The treat- 
ment populations ranged from primarily rural white and 
Chinese users of narcotics (opium, codeine, morphine, 
etc.) in the early years to primarily heroin-using blacks 
and Spanish-speaking individuals from urban areas just 
prior to the closing of both hospitals. Regardless of the 
composition of the treatment group, the primary drugs of 
abuse were always narcotics. Recently, however, narcot- 
ics use has apparently been decreasing, as is indicated by 
fewer reports of death from heroin overdose (2) and the 
reduction of waiting lists and, in some cases, the number 
of patients in methadone maintenance programs. Cur- 
rently, clinicians and researchers are finding an increase 
in multiple-drug abuse (3). 

The number of drugs available on the street has in- 
creased in recent years. Drug use is no longer limited to 
the few drugs that have traditionally been available on 


The authors are with the Division of Addiction Services, Department of 
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the illegal market (3). Today, the clinician must deal with 
a wide variety of drug abuse problems in very diverse 
populations. Multiple-drug abuse is presenting new chal- 
lenges to clinicians and researchers, and providing appro- 
priate treatment services and research has become a ma- 
jor task for medical managers. | 

Dade County and the Department of Psychiatry of the 
University of Miami School of Medicine have developed 
an organization that provides treatment for all types of 
drug abusers, evaluates the services provided, and does 
basic research on the social and psychological causes of 
drug abuse. 

The purpose of this paper is to provide a profile of the 
Dade County system, including data that may serve as 
guidelines for other similar programs. 


DESCRIPTION OF THE PROGRAM 


In April 1971 the Dade County Comprehensive Drug 
Program (CDP) was initiated by a grant of approxi- 
mately $800,000 to the Division of Mental Health of the 
Dade County Department of Hospitals. This grant was 
one of more than two dozen grants awarded by the Na- 
tional Institute of Mental Health to provide comprehen- 
sive coordination of the delivery of drug abuse treatment 
services. Since that time, an additional expansion grant 
of $2.7 million has been awarded. 

These funds enable the CDP to provide support for 
treatment, education and prevention, and research and 
evaluation to all affiliated drug programs. As of Decem- 
ber 31, 1973, the affiliates included four methadone main- 
tenance programs, five outpatient facilities, six non- 
residential (day care) programs, and nine residential 
therapeutic communities. 

The CDP provides a wide variety of services, including 
financial advice, purchasing, and legal services. It also 
operates a Central Intake and Referral Facility, where 
patients are given medical examinations, assigned to a 
counselor, and given personality tests and a social-de- 
mographic questionnaire. The information from this 
questionnaire is used to refer patients to the appropriate 
program. 

Closely connected to the CDP is the Division of Addic- 
tion Sciences in the Department of Psychiatry of the Uni- 
versity of Miami School cf Medicine. The division cur- 
rently has five federal research or treatment service 
grants totaling $1.2 million yearly, which provide 1) 
training for drug abuse counselors in the southeastern 
United States, 2) treatment services for and research on 
Spanish-speaking drug abusers, 3) research on the extent, 


of heroin abuse in Dade County, 4) research on the drug 
overdose cases seen in the university hospital’s emer- 
gency room, and 5) research on the social, cultural, and 
ethnic correlates of multiple-drug abuse. 

The combination of several treatment modalities with 
research and evaluation activities under one organiza- 
tional umbrella permits maximum utilization and alloca- 
tion of available resources. 

During the months of October through December 
1973, we undertook a social and demographic survey of 
patients in treatment in the CDP. The directors of 24 pro- 
grams within the CDP were also interviewed concerning 
managerial aspects of their programs. All program data 
(e.g., the number of patients and total budget) were ad- 
justed to the end of the year. 


PATIENT SURVEY RESULTS 


Table 1 shows the yearly distribution of admissions by 
program since 1969 and the cumulative status of pa- 
tients in the programs. As of December 31, 1973, there 
were 1,577 patients in treatment in the CDP. Of these, 
672 were in methadone maintenance programs, 358 in 
outpatient clinics, 258 in nonresidential facilities, and 289 
in residential therapeutic communities. 

Methadone maintenance had the highest retention rate 
over the five-year period when the “graduated” and "still 
in program" categories are combined (see table 1). The 
rate for therapeutic communities was only slightly less. 
Outpatient clinics had the highest percentage of patients 
still in treatment, which is to be expected because all of 
these clinics were organized in 1973. 

The number of admissions increased steadily in all mo- 


dalities except methadone maintenance since initiation of - 


the programs. In methadone programs, admissions ac- 
tually decreased in 1973. This may be interpreted as re- 
flecting a decrease in the number of heroin addicts in the 
county. 

The average length of stay was 11.7 months in metha- 


TABLE 1 


ROBERT S. WEPPNER AND DUANE C. MCBRIDE 


done maintenance programs, 6.7 months in outpatient 
clinics, 7.9 months in nonresidential facilities, and 11.8 
months in therapeutic communities. The “‘all other" cate- 
gory in the cumulative status section of table 1, which in- 
cludes responses such as “discharged,” “transferred,” 
and “deceased,” reflects, albeit imprecisely, the tendency 
of drug abusers to transfer frequently among programs 
until they find one suitable to their needs. 

The high graduation and retention rates of the out- 
patient clinics can be partially attributed to the most 
prevalent drug use patterns of their clients. As table 2 in- 
dicates, clients in these clinics use "softer" drugs (as do 
those in nonresidential facilities) than clients in other 
programs. Staff in outpatient clinics have indicated that 
many of their clients became involved with drugs because 
they are “problem kids.” Such clients are not as knowl- 
edgeable or experienced as the hard-core addicts in 
methadone maintenance programs and therapeutic com- 
munities and are thus more tractable in treatment. 

We asked each respondent what drugs he or she had 
used in the six-month period prior to entry into a drug 
program and how often they were used. Many clients re- 
ported regularly using as many as four illicit drugs. Al- 
most a third (29.5 percent) stated they used two or more 
drugs on a daily basis. Narcotics, barbiturates, and mari- 
juana were the drugs mentioned most often. The greatest 
number of multiple-drug abusers were found in residen- 
tial centers and the least in the outpatient clinics. The av- 
erage daily cost for drugs before entering the program for 
clients in the methadone maintenance programs was 
$51.96; for those in outpatient clinics, $3.18; for those in 
nonresidential facilities, $5.64; and for those in therapeu- 
tic communities, $42.50. 

Table 3 provides the age distribution of patients in 
treatment during 1973. That 38.4 percent were 18 or un- 
der reflects the fact that outpatient and nonresidential fa- 
cilities usually accept only younger patients, often from 
school referrals. 

The percentage of blacks in the drug treatment pro- 
grams (25.2 percent) exceeds that in the general county 


Distribution and Status of Admissions to CDP Treatment Affiliates, 1969-1973 


Methadone 


Item Maintenance 


Number admitted 


1969 555 
1970 388 
1971 1,085 
1972 1,187 
1973 872 
Tota! 4,087 
Cumulative status of patients (in percents) 
Left against medical advice 28.1 
Graduated 22.1 
Still in program 16.4 
All other 33.4 


Outpatient 


Type of Program 


Nonresidential Therapeutic 


Clinic Facility Community Total 
— 59 35 649 
— 203 136 727 
— 286 250 1,621 
TA 409 173 1,769 

848 457 592 2,769 

848 1,414 1,186 159) 

9.6 55.8 55.4 35.5 
223 10.4 11.0 13.0 
42.3 18.3 24.4 26.1 
25.8 15.5 9.2 25.4 
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COMPREHENSIVE DRUG PROGRAMS 


TABLE 2 


Primary Drug Used Six Months Before Admittance to CDP Treatment Affiliates, in Percents 
. 1 


Type of Program 

Methadone Outpatient Nonresidential Therapeutic 
Drug Maintenance Clinic Facility Community 
eee 
Heroin 76 2 6 45 
Other opiates 14 0 0 6 
Sedatives-barbiturates 2 2 6 H1 
Methaqualone 0 9 0 0 
Cocaine 2 2 6 7 
Stimulants 0 0 0 2 
Marijuana 5 35 57 21 
Other psychogenic drugs 0 2 2 3 
Inhalants* 0 2 0 l 
Alcohol 0 5 2 2 | 
Other and/or no response I 4]** 21 2 





* Glue, etc. 


** Includes those who reported no drug use immediately prior to admission— whether they had previous use or not was not ascertained. (These programs were rela- 


tively new and had not routinized their selection procedures.) 


TABLE 3 
Age Distribution of Patients in CDP Treatment! Affiliates during 1973, 
in Percents 


Type of Program 

Age Methadone Outpatient Nonresidential Therapeutic 
(in years) Maintenance Clinic Facility Community Total 
11-14 0.0 38.0 22.1 3.1 12.8 
15-18 0.0 52.8 60.1 20.1 25.6 
19-22 24.0 8.1 14.0 33.9 20.6 
23-26: 36.9 0.0 3.9 29.1 21.7 
27-30 15.9 1.1 0.0 6.9 8.3 
31 and 

older ' 22.9 0.0 0.0 6.9 11.0 


population (15 percent), whereas whites in treatment 
(51.7 percent of the total) represent a slightly smaller per- 
centage than the county figure (57.3 percent). Latin 
patients are considerably underrepresented compared 
with their distribution in the general population (13.7 ver- 


. sus 23.6 percent). Age, sex, and ethnic distribution in 


CDP programs also differ from the national averages (4). 
Compared with patients in programs across the country, 
drug users in Dade County are younger and more likely 
to be female and white. These figures indicate that the 
CDP has a more eclectic approach to drug abuse treat- 
ment than is generally found. The overall emphasis in this 
country still appears to be on methadone maintenance, 
which has traditionally been utilized most by young black 
men (5). 


PROGRAM DATA 


Most patients in CDP treatment affiliates either sought 
help on their own or were referred by Dade County 
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courts. The primary means of entry into methadone 
maintenance programs were self-referrals (34.5 percent) 
and court referrals (33.6 percent). In outpatient facilities, 
most patients (39.9 percent) were referred by the courts, 
but a large number (29.1 percent) came from the schools. 
The courts referred 21.9 percent of the patients in non; 
residential facilities, but in many cases (18.5 percent) par- 
ents brought their children to these facilities. Finally, the 
courts were the largest source of referrals to therapeutic 
communities (38.1 percent). 


Staff Composition 


Table 4 shows the composition of staffs in the four 
types of programs. Methadone maintenance programs 
had the smallest percentage and nonresidential programs 
the largest percentage of ex-addict employees. The large 


TABLE 4 
Composition of Staff in CDP Treatment Affiliates, in Percents 


Type of Program 
Methadone Outpatient Nonresidential Therapeutic, 

Type of Maintenance Clinic Facility Community' 
Position (N=72) (N = 18) (N=51) (N =90) 
Paraprofes- 

sional* 11.1 22.3 52.9 31.1 
Professional** 43.1 66.7 22.6 26.6 
Clerical 22.2 — 9.4 27.7 
Part-time*** 15.3 a 11.3 2.2 
Consultantt 8.3 — 3.8 12.2 


* Ex-addicts =8.3 percent in methadone maintenance, 16.7 percent in outpa- 
tient, 47.2 percent in nonresident, and 30.0 percent in therapeutic commu- 
nities. 

* * Ex- addicts — 4.4 percent in therapeutic communities. 
*** Ex addicts = 1.4 percent in methadone maintenance programs. 
T Ex-addicts = 1.1 percent in therapeutic communities. 


number of ex-addicts employed in therapeutic commu- 
nities (N =35) is to be expected because these programs 
emphasize peer group pressure and eschew professional 
counselors and therapists. Many of their ex-addict em- 
ployees are remunerated only with room and board. 

Patient to staff ratios (number of patients for 1 staff 
member) were as follows: 10.2 for methadone main- 
tenance, 19.9 for outpatients facilities, 5.3 for non- 
residential facilities, and 3.7 for therapeutic communities. 
The low figure for the therapeutic communities reflects 
their use of the unpaid paraprofessional ex-addicts. The 
outpatient facilities had both the highest ratio and the 
largest proportion of professional counselors. (Most out- 
patient clients are high school students who receive group 
therapy conducted by professional counselors.) 

The highest staff turnover (percentage of staff who had 
left in the preceding six months) was for the therapeutic 
communities (21 percent); the lowest was for outpatient 
facilities (7 percent). Methadone maintenance and non- 
residential facilities had, respectively, 10 and 11 percent 
turnover. The high turnover in the therapeutic commu- 
nities may reflect the use of patients who have been with 
the program for a specified amount of time as counselors. 
These individuals may tend to leave the program when 
they consider themselves rehabilitated. 


Direct Treatment Costs 


In order to determine the cost of treatment in each mo- 
dality, we first obtained the cost per admission rate for 
each program, based on data for 1973 (exclusive of costs 
not related to direct treatment, e.g., clerical costs, etc.). 
All reported program budgets were then divided by the 
number of admissions to each particular treatment mo- 
dality. Finally, a standardized rate was calculated for all 
stable, mature programs. 

For methadone maintenance programs, the per patient 
rate was $532. Outpatient facilities spent an average of 
$306 per patient, nonresidential programs averaged $769, 
and therapeutic communities spent $2,450. The average 
cost of treatment for all CDP-affiliated programs in 1973 
was $1,041. 

These figures should be compared cautiously lest it be 
concluded that all drug abusers in Dade County should 
be treated in outpatient clinics since these facilities pro- 
vided the cheapest treatment. Each treatment approach 
has a different clientele in terms of age, ethnic group, 
drug of abuse, socioeconomic status, etc., and it would be 
naive to think that experienced heroin users with criminal 
backgrounds should be treated alongside marijuana- 
smoking high school freshmen. 

Cost data for drug treatment programs are not often 
collected or published. One study estimated cost per 
client for methadone maintenance programs at $500 to 
$2,500 (6) while another estimated $765 per patient 
year (7). The Dade County average of $532 compares fa- 
vorably with these figures. Figures for other modalities 
are even more difficult to obtain. We could find no com- 
parison figures for the outpatient and nonresidential fa- 
cilities. The National Institute on Drug Abuse currently 
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provides $5,000 per treatment slot per year for residential 
programs—however, the number of persons who might 
be rotated through this slot is not considered in this fig- 
ure. 


Requirements for Admission to Programs 


The requirements for admission varied with the treat- 
ment modality and the type of drug abuser it served. The 
Federal Drug Administration stipulates that methadone 
maintenance patients must be 18 years old and have a 
documented history of two years of addiction to an 
opiate drug. (Our programs specified that needle marks 
and urine tests indicate opiate use.) Although in some 
cases addicts as young as 16 may be admitted, there were 
none in this survey. A majority of the methadone main- 
tenance programs surveyed admitted homosexuals, mar- 
ried couples, and handicapped individuals but not those 
who were psvchotic or suicidal. 

Residential therapeutic communities impose the strict- 
est requirements for admission, probably because of the 
need for controls that results from the intensity of the 
lifestyle in these centers. All of the residential programs 
surveyed mentioned that prospective patients had to be 
motivated to enter treatment. The lower age limit for ad- 
mission was approximately I5, with no upper limit speci- 
fied. New members were often required to show their mo- 
tivation by passing through a probationary period of one 
to two weeks during which time they were subjected to in- 
tense peer pressure. The prospective client was also given 
a psychological test. The majority of these programs ad- 
mitted homosexuals but excluded psychotic individuals, 
married couples, and those who were handicapped or sui- 
cidal. 

Perhaps the least restrictive criteria were found in out- 
patient facilities, which generally required the patient to 
show motivation and to be at least 14 years old. The 
majority of these programs admitted homosexuals, 
married couples, and handicapped individuals but ex- 
cluded those who were suicidal. About half of the pro- 
grams surveyed admitted psychotic individuals while half 
did not. 

Most nonresidential programs required physical and 
psychological evaluations and a strong motivation to be 
treated. Often, parents were required to want their child 
to enter the program. The majority of nonresidential pro- 
grams admitted individuals who were suicidal but not 
married couples. About half admitted homosexuals, psy- 
chotic individuals, and those who were handicapped. 

All of the treatment programs basically required drug 
users seeking admission to be positively motivated to- 
ward treatment and the cessation of drug abuse and to 
have no severe psychiatric problems. 


Requirements for Graduation 


All treatment modalities reported similar require- 
ments for graduation. In most cases, program com- 
pletion was determined by administrative decision, but 
frequently the decision was arrived at by agreement be- 
tween the patient and counselor or physician. Most pro- 
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grams emphasized requirements that clients have made 
some demonstrated behavioral and attitudinal changes. 
Behavioral changes often involved conventional social 
activities such as not using drugs, being employed or in 
school, having good reports from parents or relatives, or 
establishing good relationships with peers. Attitudinal 
change was measured more diffusely in such terms as 
“becoming responsible,” "overcoming emotional diff- 
culties,” and "adopting conventional attitudes." 

A majority of the methadone maintenance programs 
required that the client be drug free according to a urine 
test, employed or in school, not under arrest, and have a 
stable family relationship to be graduated by agreement 
of the client and counselor. Most of these programs did 
not prohibit the use of alcohol. 

A majority of the outpatient programs required that 
the client be drug free according to self-report, employed 
or in school, and not under arrest in order to be gradu- 
ated by agreement of the client and counselor. These pro- 
grams did not require a urine test or prohibit alcohol. 
About half of the outpatient programs required that the 
graduating client have a stable family relationship. 

A majority of the nonresident programs required the 
client to be drug free according to both self-report and 
urine test, be employed or in school, not under arrest, and 
have a stable family relationship to graduate from the 
program either by agreement of client and counselor or 
by the decision of a physician. Most of these programs 
did not prohibit the use of alcohol. 

A majority of the residential therapeutic communities 
required that the client be drug free according to a urine 
test, employed or in school, not under arrest, and have a 
stable family relationship to be graduated by agreement 
of client and counselor. Most of these programs did not 
prohibit the use of alcohol. 
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SUMMARY 


Recent trends in drug abuse have indicated an increase 
in the types of drugs abused and the variety of patients 
using drugs. These changes have stimulated the devel- 
opment of treatment programs that are capable of meet- 
ing the needs of a heterogeneous patient: population. In 
this paper one such program, the Dade County Compre- 
hensive Drug Program in Florida, was examined. It was 
found that this program serves the treatment needs of a 
wide variety of types of drug users and is able to deliver 
services to these patients according to their needs. The 
data imply that if successful treatment programs are to 
be developed, they must be cognizant of the wide variety 
of patients they will serve and of the wide variety of needs 
these patients will have. A comprehensive treatment ap- 
proach provides for the maximum utilization of financial 
and therapeutic resources. 
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EDITORIAL 





Dichotomies, States, and Structures 


DURING THE LAST SEVERAL DECADES Clinical psychiatric research has become much 
more sophisticated through the use of detailed, especially constructed interviews, ob- 
servations of behavior, questionnaires, psychological tests, and follow-back or follow- 
up studies put together by appropriate rating scales and computer analyses. Improved 
statistical techniques called cluster analysis, discriminate analysis, principal com- 
ponent analysis, and factoring have successfully dealt with quantitative scales in a way 
vastly more productive than simple scanning or one-to-one correlations. 

Yet psychiatrists have not overcome their anachronistic concepts of dichotomies 
based on the kind of “yes or no” or “night or day" thinking more appropriate to digi- 
tal computers than to clinical explorations. We still read and hear of medical versus 
social models of the mind, of nature versus nurture, of reductionism versus humanism 
in psychiatry. Indeed, even complementarity, as, for example, heavy biogenetic prepa- 
ration requiring low degrees of stress and weak hereditary factors requiring high de- 
grees of stress to produce overt disease, has not completely superseded the concept of 
single causes in linear effects. 

We still hear about endogenous versus exogenous, and process versus reactionary 
schizophrenia. In the affective sphere, anger is considered in or out, depressions are ei- 
ther monopolar or bipolar, overlooking the fact that there are at least four signifi- 
cantly different depressive factor patterns (1). Anxiety is not a unitary phenomenon 
but varies in response to meaningful stimuli and situations, with different internal and 
external behaviors and different outcomes (2). 

In the complicated field of schizophrenia, the acute form is considered by some as a 
separate disease, not precedent to or part of the phases of the chronic form. The schiz- 
ophrenic family is either skewed or in schism. The entire range of family psycho- 
pathology is called a “schizophrenic spectrum" because the index offspring is schizo- 
phrenic. Suicide is considered as either an attempt or a gesture. The borderline 
syndrome is not monistic or a state but is composed of at least four subcategories (3). 
Normality or health is not a state but a trait that is dependent on many internal and 
external variables, and developmental phases cannot be based on chronological age. 

The use of either-or, of so-called psychological structures and states, is a remnant of 
outmoded thinking that is apparently difficult to abandon. This also applies to our de- 
fective Diagnostic and Statistical Manual of Mental Disorders. While | feel somewhat 
awkward in decrying the use of dichotomies and states that should have been over- 
come by scientific psychiatrists (and others) long ago, the examples given indicate that 
such outmoded thinking, speaking, and writing still exist. 

A systems or unitary approach to psychiatry, which is better suited to its use, can- 
not succeed when parts of the biopsychosocial system are considered to be struc- 
turalized in fixed points as states. The latter does not express a dynamic process in ac- 
tion, functioning as part of multiple causes leading to types of unhealthy disturbances 
or to a variety of forms of adaptation, defenses, and coping processes (4). 
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Manic-Depressive Illness and Good Prognosis Schizophrenia 


BY MICHAEL ALAN TAYLOR, M.D., AND RICHARD ABRAMS, M.D. 


The authors examined 88 patients with an admission 
diagnosis of schizophrenia for the presence of good and 
poor clinical prognostic signs and related their findings to 
the clinical presentation, response to somatic treatments, 
and prevalence of illness in first-degree relatives. The 
results augment the growing evidence that good and poor 
prognosis schizophrenia are different illnesses and that 
good prognosis schizophrenia is frequently 
indistinguishable from manic-depressive illness. 


THE NEED TO Clinically differentiate remitting from de- 
teriorating schizophrenia has led numerous investigators 
to relate various clinical features to prognosis. Robins 
and Guze (1) reviewed this literature and selected specific 
prognostic features which predicted outcome in approxi- 
mately 85 percent of patients diagnosed as schizophrenic. 
They concluded that remitting schizophrenia was a dif- 
ferent illness from deteriorating schizophrenia. 

McCabe and associates (2) compared symptom differ- 
ences between schizophrenics with good versus poor 
prognostic signs and concluded that the former were 
more likely to have diagnosable mania or depression than 
the latter. A recent family interview study by Fowler and 
associates (3) demonstrated a significant excess of affec- 
tive illness over schizophrenia in the first-degree family 
members of good prognosis schizophrenics and the re- 
verse in family members of poor prognosis patients; these 
findings were consistent with the results generally found 
in previously reported family history studies reviewed by 
these authors. | 

In a recent investigation of 247 consecutive hospital 
admissions, we observed and tabulated the good and poor 
prognostic signs of Robins and Guze (1) for patients with 
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admission diagnoses of schizophrenia. This report de- 
scribes their clinical presentation, response to treatment, 
and family illness patterns. 


METHOD 


This report is part of a larger study done at a munici- 
pal hospital in New York City during the seven months 
ending in March 1973. After admission to the hospital, 
each patient was examined by one of us during a semi- 
structured interview and information was obtained for 
the following variables: admission diagnosis, prior hospi- 
tal discharge diagnosis (where applicable), demographic 
characteristics, the phenomenology of the index admis- 
sion, past personal history, and illness patterns in first-de- 
gree relatives. A research diagnosis was then made ac- 
cording to previously described criteria (4). 

After the patient was discharged from the hospital, the 
treatment outcome was rated by an investigator who was 
presented with a description of the patient's condition on 
admission and at time of discharge. All information had 
been deleted concerning admission and research diag- 
nosis, treatment received, demographic characteristics, 
family history, and symptom form (e.g., the terms “‘delu- 
sions," “hallucinations,” "thought disorder," and “‘ab- 
normal motor behavior" were used but the type of delu- 
sion, hallucination, etc., was not specified). Treatment 
response was rated on a four-point global scale (minimal, 
moderate, marked, remission). 

For the present report, we selected all patients with an 
index admission diagnosis of schizophrenia and divided 
them into two groups—those with good prognostic signs 
and those with poor prognostic signs. 

The criteria for good prognosis schizophrenia included 
sudden onset (less than three months) plus any two of the 
following: precipitating event, clouded consciousness or 
oneiroid state, broad affective range, and/or good pre- 
morbid adjustment. 

The criteria for poor prognosis schizophrenia included 
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insidious onset (greater than three months) plus any two 
of the following: no precipitating event, clear conscious- 
ness, blunted affective range, and/or schizoid or para- 
noid premorbid personality. 

Differences between means were tested by t tests; fre- 
quency distributions were determined by chi-square tests 
with Yates’ correction where df=!. All tests were two- 
tailed. 


RESULTS 


The admitting psychiatrists were usually attending 
physicians or psychiatric residents under the supervision 
of an attending physician, and their diagnostic criteria 
generally reflected the standard American texts used by 
major teaching hospitals in the United States. 

A total of 104 patients were admitted with the diag- 
nosis of schizophrenia. Excluding 8 readmissions during 
the study period (so as not to count the same patient 
twice) and 8 patients with incomplete data for this phase 
of the study, there was a final sample of 88 patients.! 
Sixty-four patients exhibited good prognostic signs and 
24 exhibited poor prognostic signs. There was an excess 
of men in the poor prognosis group (x? 26.12, p «.01), but 
no significant differences between groups were observed 
for racial distribution, ages at index admission and at ill- 
ness onset, duration of illness, number of hospitaliza- 
tions, or number of episodes of illness per ill patient year. 

A comparison of the frequency of various symptoms 
for the two groups revealed that good prognosis patients 
exhibited a significant excess of flight of ideas (x?=4.74, 
p«.01), rapid/pressured speech (x? «9.46, p«.01), and a 
strong tendency (p«.10) to exhibit hyperactivity, head 
decoration, lability of affect, hysterical phenomena, sing- 
ing and dancing, irritability, and confusion. Poor prog- 
nosis patients exhibited more formal thought disorder 
(x? 26.60, p<.01) and olfactory hallucinations (x? = 11.16, 
p «.01). 

Eighty-four percent of the good prognosis patients 
achieved marked improvement or full remission, includ- 
ing 18 patients who enjoyed a full remission without any 
somatic treatment. In sharp contrast, no poor prognosis 
patient had a full remission and only 4 (17 percent) 
showed marked improvement (x?-237.67, p«.001). A 
comparison of the prevalence of psychiatric illness in 
first-degree relatives for the two groups revealed that 
first-degree relatives of good prognosis schizophrenics 
tended to have more affective illnesses (12 percent) and 
alcoholism (9 percent) than first-degree relatives of poor 
prognosis patients (5 percent and 3 percent, respectively), 
whereas the relatives of the poor prognosis schizophren- 
ics exhibited more schizophrenia (2 percent compared to 
O percent). These differences just failed to reach statisti- 


! A set of tables and related literature references containing more de- 
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cal significance (p«.10). It is of interest that the latter 
group of severely ill patients had remarkably little ge- 
netic loading for total psychiatric disorder (only 7 ill indi- 
viduals in a sample of 104 first-degree relatives). 

The research diagnoses for the two groups were con- 
sistent with the clinical phenomena, treatment response, 
and family history data. Half of the patients in the good 
prognosis group satisfied research criteria for mania, and 
none received a research diagnosis of schizophrenia. The 
other research diagnoses for the good prognosis group 
were alcoholic state (N =9), personality disorder (N =8), 
reactive psychosis (N26), brain syndrome (N—4), en- 
dogenous depression (N=3), and neurosis (N=1). 
Among the poor prognosis group, only 3 patients (12 per- 
cent) satisfied research criteria for mania, whereas 10 (42 
percent) received a research diagnosis of schizophrenia. 
The remaining research diagnoses for the poor prognosis 
group included brain syndrome (N 29), personality dis- 
order (N = I), and alcoholic state (N - 1). 


DISCUSSION 
Our data are consistent with the body of evidence de- 


rived from symptom comparisons, short- and long-term 
follow-up studies, family history and family interview 


'studies which demonstrate that good prognosis schizo- 


phrenia and poor prognosis schizophrenia are different 
disorders. 

Our good prognosis schizophrenics presented clinically 
with symptoms of affective illness, and over half satisfied 
research phenomenologic criteria for mania. Most re- 
sponded well to somatic treatments and had a genetic 
loading for affective illness and alcoholism. The poor 
prognosis schizophrenics showed little clinical evidence 
of affective illness, responded poorly to somatic treat- 
ments, had little psychiatric illness in first-degree rela- 
tives, and frequently satisfied research criteria for process 
schizophrenia. These observations support the con- 
clusions of several investigators (1—3) that many patients 
with good prognosis schizophrenia actually have an af- 
fective disorder. 
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Delayed Severe Extrapyramidal Disturbance Following Frequent Depot 


Phenothiazine Administration 


BY ALLAN M. WARNER, M.D., AND STEPHEN M. WYMAN, M.D. 


The authors report the occurrence of a severe 
striopallidal disorder in a schizophrenic patient one week 
after he received fluphenazine enanthate injections on an 
every-other-day schedule. In view of the current interest 
in depot psychopharmaceuticals, they recommend that 
careful attention be given to dosage and administration 
schedules and to the possibility of delayed 
pseudoparkinsonian symptoms. Emergency room 
physicians should be alerted to the possible side effects of 
such drugs. 


DURING THE last five years the use of slowly absorbed 
depot injections of phenothiazine medications has be- 
come widely accepted in psychiatry. The two drugs of this 
class currently marketed in the United States are flu- 
phenazine enanthate and fluphenazine decanoate. Ini- 
tially advocated for use on a twice-a-month dosage 
schedule in patients reluctant to take oral medications, 
the drugs were found to be v eful in the management of 
chronic outpatients once acut-“_reatment had reduced the 
severity of their symptoms. v ore recently there has been 
considerable interest in the use of depot preparations in 
the treatment of acute episodes (1). 

While use of the low-dose potent phenothiazines has 
_ generally been accompanied by a significant incidence of 
neurologic side effects, a number of studies have shown 
that very high doses of fluphenazine can be administered 
by mouth to acutely disturbed patients. Typical of such 
studies was the one done by Rifkin and associates (2), in 
which doses of from 300 to 1200 mg per day were admin- 
istered to patients over periods of time ranging from two 
to nine months. Rifkin and his colleagues found that 
while pseudoparkinsonian side effects were common, 
they seemed no worse in patients receiving extremely 
high doses than they did in other individuals on 15 to 20 
mg per day, suggesting that the side effects in the high 
dosage range related more to sedation than to extra- 
pyramidal effects. They did not use any depot prepara- 
tions. 

In a recent summary of experience with fluphenazine 
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enanthate and related agents, Hollister (3) indicated that 
fears about uneven release of these agents have not mate- 
rialized but warned that some "acute dystonic reactions" 
had been reported. After an extensive survey, Ayd (4) 
concluded that the depot fluphenazines were no more 
likely to cause striopallidal symptoms than other potent 
neuroleptics and pointed out that because of protein 
binding, orally administered drugs soon impregnate body 
tissues and cannot be removed any more quickly than in- 
jected ones. The.occasionally dramatic onset of extra- 
pyramidal effects, Ayd felt, does not necessarily mean the 
reactions are more severe than those related to oral 
drugs. 

Recently Donlon and Tupin (5) reported an approach 
to the treatment of acute psychoses with high doses of 
phenothiazines that they termed “rapid digitalization of 
decompensated schizophrenic patients." Using a number 
of psychotropic agents in very high doses, these research- 
ers felt they could control severe psychotic episodes rap- 
idly. They used substantial doses of fluphenazine enan- 
thate intramuscularly on an every-other-day schedule 
without marked difficulty; all of their patients received 
concomitant antiparkinsonian medications as prophy- 
laxis. The case we will report illustrates a possible hazard 
of frequent injection of long-acting psychotropic agents. 


CASE REPORT 


A 28-year-old man diagnosed as having chronic undifferen- 
tiated schizophrenia was admitted to the psychiatric service of 
the Long Beach Veterans Administration Hospital in transfer 
from a countv hospital where he had received initial treatment 
for some three days for an acute neurologic syndrome. Accord- 
ing to medical records obtained from a source who had treated 
the patient the preceding month, he had undergone an 18-day 
hospitalization for the treatment of schizophrenia that ended 
one week before the present episode. During that treatment pe- 
riod he had received 25 mg of fluphenazine enanthate intra- 
muscularly three times per week for a total of eight doses (200 
mg total). He had also received 4 mg of benztropine mesylate 
intramuscularly three times a week and 200 mg of chlorproma- 
zine hydrochloride orally twice a day. He was said to have im- 
proved markedly from his bewildered, confused, and affectless 
state and was discharged to community facilities and advised to 
continue on a regimen of 37.5 mg of fluphenazine enanthate in- 
tramuscularly once a week, 4 mg of benztropine mesylate intra- 
muscularly once a week, and 200 mg of chlorpromazine hydro- 
chloride at bedtime only. There was no entry in the record 
suggesting that the patient had evidenced either extrapyramidal 
difficulties or behavior resembling catatonia during that admis- 
sion or previously. 
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Seven days later, as noted above, he had been admitted to a 
county hospital in an almost mute and unmoving condition. He 
had been brought in by police officers who had found him lying 
behind a row of washing machines in a laundromat, appar- 
ently unable to speak or help himself. Information pieced to- 
gether from police reports and later from the patient’s recollec- 
tions indicated that he had failed to follow up on any treatment 
and had not been taking medication after his initial discharge. 
Instead, he had wandered about and had slept nights in the 
laundromat, where it was warm. However, some five days after 
his discharge he became in his words "very weak, so I, could 
hardly move around." This progressed to the point where he 
was unable for an indeterminate length of time to extricate him- 
self from his hiding place in the laundromat and apparently was 
discovered only inadvertently, since he felt unable to call out. 

During his initial treatment in the county facility, he did not 
exhibit particularly gross signs of psychosis, but he barely spoke 
and showed low grade fever, dehydration, and a decubitus ulcer- 
ation over his sacrum; this lesion was felt to indicate that he had 
lain in one position for a considerable length of time as victims 
of sudden stroke often do. He was well oriented and coopera- 
tive, and there were no signs of head injury. He was initially rig- 
id all over, had some degree of concomitant tremor, and showed 
stiffness of the neck and trismus of the jaw. He was examined 
by neurologic consultants who also found a “‘lead pipe quality" 
about the stiffness, blepharospasm, and 4+ (i.e., severe) bilat- 
eral clonus at the ankles. The tremor was somewhat atypical 
and described by various examiners as being generalized and 
nonspecific. The day after the initial admission, clonus was 
found only on the right. Toe signs were equivocal but mostly 
downgoing. 

The patient was started immediately on a regimen of benz- 
tropine mesylate intramuscularly every 12 hours, and some im- 
provement was noted. By the next day there was less stiffness, 
clonus,had decreased, and toe signs were definitely downgoing. 
Skull films and a brain scan were reported as normal. A lumbar 
puncture was felt to be traumatic and the fluid was con- 
taminated with blood, but pressures and chemistries were nor- 
mal except for a slight elevation of protein that was felt to be re- 
lated to the traumatic nature of the tap. The patient was unable 
to walk and was repeatedly incontinent of urine. On occasion 
his pupils were dilated, but they were always reactive and there 
were no signs of increased intracranial pressure. 

On the patient's transfer to the Veterans Administration hos- 
pital three days after his entering the county hospital he was 
nonambulatory, and on examination cogwheel rigidity was 
found in both his upper and lower extremities; 24 ankle clonus 
was present bilaterally. The patient was given no medication ex- 
cept 2 mg of benztropine mesylate intramuscularly every 12 
hours. On the day following his transfer, he was much less rigid 
and was able to ambulate, although in a dystonic manner, re- 
quiring aid from nurses to avoid falling.. Treatment was ini- 
tiated for his decubitus ulceration, which eventually healed. Six 
days after transfer he displayed no rigidity although there was 
some disturbance of gait, and 14 days after transfer he showed 
no residual extrapyramidal signs, and urine tests for phenothia- 
zines were negative at that time— no earlier testing was avail- 
able. Since thought disorder and apathy persisted, he was 
started 16 days after admission on low doses of oral fluphena- 
zine and observed for 10 days at a dosage level of 2.5 mg twice a 
day without antiparkinsonian medication. No movement dis- 
order developed and the patient was discharged to a board-and- 
care facility and to outpatient follow-up. He was rehospitalized 
for a brief period in March 1974 because of an increase of 
schizophrenic symptoms; the patient reported having taken 
none of his prescribed medication for four months prior to this 
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time. He responded well to reinstitution of chemotherapy, and 
was again discharged. No neurologic abnormalities were noted 
on this later admission. 


DISCUSSION 


The neurologic disorder in this case appears to have 
been associated with frequent administration of depot 
phenothiazines in a patient ill-disposed to follow-up or 
faithful adherence to medication programs. He was rela- 
tively clear from psychotic thought processes during the 
period in which he suffered his neurologic complications, 
although it is difficult to entirely rule out the possibility 
that his schizophrenic personality structure played some 
role in his failure to get help for himself after his com- 
plications began. This could be analagous to the decom- 
pensation from anxiety in patients suffering sudden at- 
tacks of akathisia, reported by Van Putten and 
associates (6). Our patient’s perception of severe motor 
difficulties may have prompted a catatonia-like state or 
at least mutism, but this is speculative. 

Closely spaced test doses (2.5 mg) have been jenontel 
to be safe for patients being started on depot phenothia- 
zines, especially when drug holidays precede the use of 
these long-acting agents (7). Our patient, however, re- 
ceived full therapeutic doses of fluphenazine enanthate as 
well as oral chlorpromazine during the treatment period 
prior to the profound neurologic disturbance. The use of 
nondepot fluphenazine hydrochloride injections was ap- 
parently not considered. Subsequently, akinesia pro- 
duced immobilization, resulting in dehydration and decu- 
bitus ulceration. Rescue was fortunate and response to 
hydration and antiparkinsonian medication was gratify- 
ing, although some dystonia remained for almost two 
weeks. 

It is interesting that the patient reported that the onset 
of his muscular difficulty began some five days following 
his discharge from the hospital and the discontinuance of 
antiparkinsonian medication. A recent report(8) in- 
dicated that the prophylactic effect of antiparkinsonian. 
agents, if present at all, might be felt most strongly dur- 
ing the five days following administration of such drugs. 
The chlorpromazine that had been given along with the 
fluphenazine enanthate, since it was somewhat anti- 
cholinergic, might have acted as an inadvertent antipar- 
kinsonian agent, as similar drugs have been thought 
capable of doing (1, 9); because of tissue binding, it may 
have exerted this effect longer than the benztropine 
mesylate that the patient received. 

In any event, the management of striopallidal reac- 
tions in individuals whose clinical behavior prompts the 
use of depot drugs is further complicated by the fact that 
such patients are not often inclined to take antiparkinso- 
nian agents on a regular basis any more than they are to 
ingest oral phenothiazines. To our knowledge there are as 
yet no depot antiparkinsonism drugs on the market. 
While many patients are said not to require anticholiner- 
gics (10), certainly some will, at least when neurologic 
side effects emerge. 


Plasma fluphenazine levels would have been useful in 
assessing the drug interactions in this case, and we hope 
to pursue the pharmacokinetics of the depot agents in the 
future. 

The presence of clonus and equivocal toe signs in this 
case is unusual, but it is known that in non-drug-induced 
parkinsonian syndromes pyramidal tract signs may occa- 
sionally be seen. Since no other concomitant neurologic 
disorder can be substantiated in this individual, we as- 
sume that the clonus was related to the overall distur- 
bance. 


CONCLUSIONS 


We feel that the frequent administration of depot phe- 
nothiazine agents to patients whose probable level of 
postdischarge cooperation will be poor is hazardous. It 1s 
hoped that investigators studying depot preparations will 
continue to follow up their patients and to monitor the in- 
cidence of delayed neurologic symptoms. Possibly this 
paper will also prompt the reporting of cases from other 
centers hitherto unreported in the literature. Emergency 
room physicians should suspect phenothiazine effects in 
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cases in which there is atypical, severe neurologic dis- 
order. 


REFERENCES 


|. Chien C, Cole JO: Depot phenothiazine treatment in acute psycho- 
sis a sequential comparative study. Am J Psychiatry 130:13-18, 
1973 

2. Rifkin A, Quitkin F, Carrillo C, et al: Very high dose of fluphena- 
zine for non-chronic treatment-refractory patients. Arch Gen Psy- 
chiatry 25:398-403, 1971 

3. Hollister L: The Clinical Use of Psychotherapeutic Drugs. 
Springfield, Ill, Charles C Thomas, 1973, p 35 

4. Ayd FJ Jr: Side effects of depot fluphenazines. Compr Psychiatry 
15:277-284, 1974 

S. Donlon P, Tupin JP: Rapid "digitalization" of decompensated 
schizophrenic patients with antipsychotic agents. Am J Psychiatry 
131:310—-312, 1974 

6. Van Putten T, Mutalipassi LR, Malkin MD: Phenothiazine-in- 
duced decompensation. Arch Gen Psychiatry 30:102-105, 1974 

7. Ayd FJ Jr: The depot fluphenazines: a reappraisal after 10 years’ 
clinical experience. Am J Psychiatry 132:491--500, 1975 

8. Chien C, DiMascio A, Cole JO: Antiparkinsonian agents and de- 
pot phenothiazine. Am J Psychiatry 131:86-90, 1974 

9. Davidson K: Possible effects of combining phenothiazines (ltr to 
ed). Am J Psychiatry 131:1408, 1974 

10. Mason AS: Basic principles in the use of antipsychotic agents. 
Hosp Community Psychiatry 24:825-829, 1973 


The Summit-Annotated Contract Technique for Hospitalized Adolescents 


BY HARVEY A. ROSENSTOCK, M.D. 


The author describes a technique for use with adolescents 
(preferably nonpsychotic, acting-out patients) in the 
terminal phase of psychiatric hospitalization. Patient, 
parents, and therapist have a summit meeting during 
which they write a contract which is a prerequisite of the 
patient's discharge. The document, which all parties sign, 
specifies conditions of the patient's return to family life. 
A case report, including a contract, illustrates the use of 
the technique. 


IT SEEMS WELL ESTABLISHED that one of the most crucial 
issues of adolescence is the question of identity and the 
renavigation of the separation-individuation phase (1). 
These developmental tasks prove temporarily over- 
whelming for many adolescents and exceed the coping 
abilities of the entire nuclear family. In such cases psychi- 
atric hospitalization may be necessary. It is for these 


patients that the summit-annotated contract technique I 
will describe has proved extremely effective. 

In individual psychotherapy, group psychotherapy, 
and milieu therapy the groundwork is laid for the patient 
to meet with his parents (the summit") with the express 
purpose of negotiating.a written contract between patient 
and parents to outline the conditions of his return to the 
family. A number of individual preparatory sessions with 
the patient and with his parents occur before the summit. 
The anticipation of the summit enhances its impact and 
significance—as does the fact that discharge from the 
hospital is contingent on the actual writing of the con- 
tract. 


Dr. Rosenstock-is Assistant Clinical Professor of Psychiatry at Baylor 
College of Medicine and at the University of Texas Medical School, 
Houston, Tex. He is also Director, Adolescent Center & Children's 
Center, Houston International Hospital, and is in private practice at 
the Hauser Clinic, 4126 Southwest Freeway, Houston, Tex. 77027. 
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CONTENT OF THE CONTRACT 


The contract is a written agreement between the 
patient and the parents on expectations for the post- 
hospital period. It is time limited, going into effect imme- 
diately after it is signed and ending on a specific date, 
usually six months after discharge. The contract is lim- 
ited to an understanding of the major problem areas of 
the patient, and the questions under negotiation are usu- 
ally listed in order of increasing levels of conflict. 

The contract is written positively—there are no penal- 
ties for failure to comply. The adolescent who adheres to 
contractual obligations is rewarded not only by privileges 
delineated in a given contract but by a sense of accom- 
plishment. He has earned his discharge from the hospital 
and he returns to a home climate that is comparatively 
free of harassment. The adolescent who continues to 
make gains in specific areas such as school performance 
is rewarded not only by higher levels of academic per- 
formance and improved social relatedness but also by the 
right to negotiate a new contract from a position of ac- 
complishment. By listing in the contract only areas of 
achieved agreement, there is less provocation. (except in 
cases of sociopathic patients) for the adolescent to chal- 
lenge the potential penalties for failure to comply. 
(There may of course be an implicit threat that global 
failure may result in rehospitalization.) 


WITH WHOM AND WHY DOES THE TECHNIQUE WORK? 


Not all adolescent patients are candidates for summits 
and contracts. The technique seems most useful with non- 
psychotic, nonorganic, acting-out adolescents, including 
those who fit Masterson's diagnostic criteria of the “bor- 
derline adolescent” (2). The method is more successful in 
the termination phase of hospitalization, although it can 
be adapted to an office practice. The rap sessions and 
small-group therapy experiences that are available on 
many adolescent inpatient services lend themselves to the 
preliminary work that is necessary before a summit can 
be arranged. The hospitalized patient is able to test his 
positions with peers and staff prior to negotiation with his 
parents. At the Adolescent Center of the Houston Inter- 
national Hospital, making arrangements for presummit 
meetings has become synonymous with the termination 
phase of hospitalization. 

The contract technique appeals to the patient's sense of 
increasing autonomy in that it is binding not only on him 
but on his parents as well. The parents are obligated to 
limit their demands to those specifically delineated in the 
contract and to attend and participate in any conference 
calls to deal with new crises. Thus, a mechanism for con- 
tinued dialogue between adolescent and parents is an in- 
tegral part of the contract. The contract technique en- 
courages the evolution of what has been seen as the 
second separation-individuation (1). A sense of fairness is 
an integral part of the contract and seems to be promoted 
by the fact that the therapist, who by this time has an es- 
tablished rapport with the patient, serves as mediator and 
signs as a witness. 
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CASE REPORT | 

A 15-year-old girl was hospitalized for treatment following a 
one-week elopement from home. Involvement with illicit drugs, 
sexual encounters, and a seemingly increasing loss of a sense of 
family responsibility were critical areas at presentation. The 
patient was treated with individual, group, and milieu therapy 
over a three-month period, during which time concurrent psy- 
chotherapeutic work was undertaken with her parents on a 
weekly basis. The patient was gradually able to recognize that 
the sexual acting-out was related to parental anger and that 
flaunting disrespect for the family rules was in fact over- 
determined and related in part to her resentment at being 
treated like a child. It was noted that her drug involvement (pri- 
marily marijuana smoking) generally followed family alterca- 
tions. 

The patient began to communicate more clearly with her par- 
ents and developed an increasing sense of family loyalty. She 
asked for more and more pass time with her parents and 
seemed to spontaneously take an increased interest in house- 
hold affairs. When it became clear that discharge consid- 
erations were in order, the patient and her parents were given 
the task of preparing a list of principal issues on which they felt 
they had reached some understanding. A one-hour summit 
meeting was arranged and the contract presented in appendix 1 
resulted. ! | 


DISCUSSION 


Follow-up experience with this technique has been lim- 
ited— only a few of the first 20 adolescents treated are ap- 
proaching the six-month mark. However, the response 
thus far has been quite favorable. The adolescents treat 
the contract as a viable entity and refer to it frequently in 
outpatient follow-up visits, acknowledging that they are 
adhering to their contractual agreements. Patients do not 
hesitate to point out to their parents any lack of adher- 
ence to the contract. Both parents and adolescent seem 
more receptive to criticism when either strays from a 
written agreement. In many instances, families have used 
the contract as a model for their own private contracts 
with other members of the nuclear family, and some have 
recommended the technique to relatives. In two in- 
stances, family friends have successfully adopted the 
technique for their own use. | 

Writing down the contents of the treatment contract 
has also proven to be of clinical value vis-à-vis the 
patient-therapist relationship. The patient seems to ac- 


. quire a definite sense of purpose in coming to his post- 


hospital therapy sessions. He understands his obligations 
more clearly and uses therapy time more efficiently. In 
the few instances in which family conferences have been 
called at critical times as provided by the contract, the 
previous written understandings facilitated the successful 
conclusion of the meetings and, in two instances to date, 
helped avert immediate rehospitalization. 

The elucidation of reciprocal expectations between 
adolescent and parents and the written acknowledgment 
of areas of agreement—sufficient in scope for hospital 
discharge—resemble the marriage contract described by 
Sager and associates (3). Hospital therapists have also re- 
peatedly emphasized the need for total family in-, 


volvement and the setting of reachable goals and work- 
able tasks (4). This is especially applicable to the 
presummit family conferences. 

Problem-oriented and goal-directed verbally consum- 
mated contracts have been known since Biblical times. 
The many types of individual and group psychotherapies 
freely incorporate similar principles. The summit-anno- 
tated contract technique is just another adaptation of this 
concept. In order to further evaluate the clinical effec- 
tiveness of this technique, studies are planned for longer 
term follow-up with families who have participated in the 
summit contract sessions. 
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APPENDIX I 
Contract 


PARTIES 


This is an agreement between Gladys S. and her parents, Mr. 
and Mrs. S. 


DURATION OF CONTRACT 


This agreement is to become effective immediately upon sig- 
nature and will terminate on June 1, 1975, after which it may be 
renegotiated by unanimous written agreement of the signature 
parties. 


HOUSEHOLD CHORES 


Understanding that being a member of the family implies 
participation in family activities and the assumption of respon- 
sibility, Gladys agrees: 

1. To help out daily in the kitchen by setting the table and 
assisting with the dishes. 

2. To be solely responsible for the care of her dog. 

3. To keep her room neat and to make her own bed daily. 


OFF-LIMIT AREAS AND ILLICIT DRUGS 


l. Recognizing that attendance in certain locations has 
proven to be detrimental to her relationship with members of 
the family, as well as with many of her peers, Gladys agrees 
not to frequent the Ajax Billiards Quad and Bob's Entertain- 


BRIEF COMMUNICATIONS 


ment Center and not to in any way make contact with repre- 
sentatives of either place. 

2. Acknowledging that marijuana smoking constituted an 
act of anger, Gladys agrees not to smoke marijuana or to 
take other illicit drugs but reserves the option to call for fam- 
ily conferences at any time to deal with controversies. 

3. The signature parties obligate themselves to participate 
in all urgently called family conferences. 


TELEPHONE USAGE 


1. Gladys agrees that until her schoolwork is completely 
caught up and until such time as she is academically stable as 
agreed upon by Gladys and her parents together, she will use 
the telephone only between the hours of 4:00 p.m. and 10:00 
p.m. on weekdays and ad lib until 10:00 p.m. on Saturdays 
and Sundays. 

2. Calls should be limited to no longer than 45 minutes at 
one time. 

3. Once conditions of paragraph | in this section are met, 
this section can be renegotiated. 


REGARDING JOHN DOE 


|. Gladys agrees not to call or in any other way make con- 
tact with the above-listed individual. 

2. The signature parties acknowledge that such relation- 
ship has been mutually destructive. 


SOCIALIZING 


l. Gladys agrees that any new friends will be discussed 
with her parents and that, after prior agreement to do so, she 
will arrange for her parents to meet the new friends. 

2. Continuing relationships will be by mutual consent with 
parents. 

3. Gladys agrees to account for time away from home in 
advance, i.e., with approval by parents. 


POSTHOSPITAL FOLLOW-UP 


1. Gladys agrees to participate in group therapy on an out- 
patient basis. 

2. Gladys and her parents are each allowed the option of 
individual or joint consultation with the therapist. 


AMENDMENTS 


1. Any additions or deletions to this contract must be made 
by unanimous written agreement by the signature parties. 


Gladys S. 
Mr. S. 
Mrs. S. 


Witness (Therapist) 
Date: 
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Personality Characteristics of Viet Nam Veterans Identified as Heroin Abusers 


BY F. WILLIAM BLACK, PH.D. 


The author presents data on the Minnesota M ultiphasic 
Personality Inventory (MMPI) characteristics of a 
sample of enlisted Army men returning from Viet Nam 
identified as heroin abusers. Although a marked 
heterogeneity of MMPI profile types was found, a 
significant percentage of the subjects showed indications 
of marked psychopathology, and only a minority 
performed within normal limits on the MMPI. These 
military subjects showed neither greater nor less 
psychopathology and sociopathology than previously 
reported samples of civilian addicts. 


ALTHOUGH CONJECTURE in the lay press about the emo- 
tional and social status of the Viet Nam veteran with a 
history of drug abuse or dependency has led to the estab- 
lishment of worldwide detection and rehabilitation pro- 
grams by the military, the Veterans Administration, and 
the civilian community, relatively few systematic studies 
of these men have been reported in the psychiatric and 
medical literature. A recent report by Hampton and Vo- 
gel (1) on the Minnesota Multiphasic Personality In- 
ventory (MMPI) characteristics of a selected sample of 
servicemen returned from Viet Nam and identified as 
heroin users suggested that in comparison to civilian ad- 
dicts, military addicts show less psychopathology, a 
lower incidence of sociopathology, and a relatively higher 
incidence of normal MMPI performance. The current 
study was done to provide additional data about the per- 
sonality characteristics of such servicemen. 


METHOD 


One hundred enlisted men, 18 to 29 years old, who had 
returned from Viet Nam were randomly selected and 
evaluated psychologically between January and Decem- 
ber 1972 at Fitzsimons Army Medical Center. Heroin 
use by all of the subjects was either self-admitted or de- 
tected by the urinalysis required upon completion of the 
Viet Nam tour of duty. All subjects were patients of the 
Drug and Alcohol Rehabilitation Center, Fitzstmons 


At the time this work was done, Dr. Black was Chief, Psychology Serv- 
ice, Fitzsimons Army Medical Center, Denver, Colo. He is currently 
Director, Neuropsychology Laboratory, Louisiana State University 
Medical Center, 1542 Tulane Ave., New Orleans, La. 70112. 


The opinions expressed herein are those of the author and do not neces- 
sarily reflect the views of or endorsement by the Department of the 
Army. 
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Army Medical Center, at the time of the evaluation and 
were evaluated within two weeks of admission to the pro- 
gram. As far as could be ascertained, no subject was ac- 
tively using illicit drugs at the time of evaluation. The se- 
lection procedure eliminated subjects with primary 
psychiatric diagnoses but not those with primary drug 
abuse diagnosis and known secondary emotional and/or 
behavioral problems. 

As in the Hampton and Vogel study (1), MMPI proto- 
cols obtained as a part of the patient's routine hospital 
evaluation were analyzed by Meehl's (2) system for the 
differential categorization of psychiatrically normal, ab- 
normal, and invalid profiles. Abnormal profiles were then 
sorted into the diagnostic categories of psychosis, neuro- 
sis, conduct disorder, and indeterminate for those proto- 
cols which could not be more specifically classified. Indi- 
vidual protocols were also classified by two-scale code 
groupings according to standard procedures (3). 


RESULTS 


A comparison of the percentage of subjects classified 
into each of the six MMPI diagnostic categories from my 
study and from Hampton and Vogel's study is given in. 
table 1. Of my total sample, 71 percent of the MMPI 
profiles were classified as psychiatrically abnormal and 
19 percent as normal. As in the previous sample, 10 per- 
cent of the profiles were classified as invalid according to 
Meehl’s rules. More complete psychological and psychi- 
atric evaluation of these 10 subjects suggested the major- 
ity were either floridly psychotic and produced free-float- 
ing MMPI profiles or were markedly manipulative and 
attempted to “fake bad" on the MMPI. None of the 10° 
was considered within normal limits on either complete 
psychological evaluation or psychiatric interview. 

Analysis by the two-scale code system indicated a- 
marked heterogeneity of code types. The 89 (98) pattern, 
generally considered a reflection of a schizomanic dis- 
order or schizophrenic reaction (3), was the most 
frequent individual pattern in this sample (12 percent). 
The 4, 84, 9, and 94 patterns, more suggestive of poor im- 
pulse control and personality trait disturbance, were only 
somewhat less frequent (9 percent). 


DISCUSSION 


These results, like those of Hampton and Vogel (1), 
suggest that most servicemen identified as heroin users in 
Viet Nam demonstrate rather significant psychopa- 


TABLE 1] 
MMPI Profile Classifications of Subjects 


Percent of Subjects 


Hampton and Vogel Black 
Profile Classification (N=101) (N = 100) 
Invalid 10 10 
Normal 35 19 
Conduct disorder 23 19 
Psychosis 10 21 
Neurosis l 8 
Abnormal, indeterminate 21 23 


thology; however, in contrast to the previous authors’ 
findings, only a small minority (19 percent versus 35 per- 
cent) appears relatively normal on the MMPI shortly af- 
ter returning to the United States. When compared with 
the results of the Hampton and Vogel study of Viet Nam 
returnees, the percentages of the current sample classified 
as normal were relatively lower and the percentages clas- 
sified as psychotic and neurotic were relatively higher. 
The percentages of invalid profiles and profiles classified 
as indeterminately abnormal were quite consistent in the 
two samples. 

The two most probable explanations for these differ- 
ences are that returning Viet Nam servicemen identified 
as heroin abusers may, in fact, be more psychologically 
pathological than suggested by Hampton and Vogel or 
that those returning servicemen referred to an Army 
medical center rather than to a primary troop unit (such 
as Fort Carson) may show more evidence of psycho- 
pathology than those deemed sufficiently intact to return 
to duty with a minimum of hospitalization or rehabilita- 
tion. Placement of Viet Nam returnees in a specific hos- 
pital facility was based upon a combination of the geo- 
graphic proximity of the treatment facility to the 
soldier’s home and the ability of the treatment facility to 
provide a military assignment consistent with the sol- 
dier’s training and previous assignment. 

As both Fort Carson (the location of the Hampton and 
Vogel study) and Fitzsimons Army Medical Center are 
located in Colorado and are approximately equidistant 
from the homes of subjects in both samples, referral to ei- 
ther of the two facilities was based primarily upon avail- 
ability of appropriate military assignments at the facility. 
Specifically, soldiers with previous assignments in the 
combat arms (i.e., infantry, armor, artillery) and direct 
combat support areas were typically assigned to Fort 
Carson, a traditional combat Army post, whereas those 
with paramedical or medical support assignments were 
assigned to Fitzsimons Army Medical Center. The rela- 
tionship among military branch assignment, Viet Nam 
combat environment, illicit drug abuse, and the devel- 
opment of psychiatric symptomology is uncertain but is 
worth further investigation. 
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By design, no subject with major physical disability re- 
quiring prolonged hospitalization was included in the 
sample, eliminating possible contamination of person- 
ality functioning by medical illness. A review of the selec- 
tion dates of subjects in the Hampton and Vogel study 
and the present study did not suggest any appreciable dif- 
ference in the nature of the Viet Nam experiences of the 
two samples; i.e., one sample did not experience active 
combat and the other a period of relative quiet. 

A review of individual MMPI protocols and the group 
composite MMPI profile with peaks above a T score of 
70 on the schizophrenia (scale 8), hypomania (scale 9), 
and psychopathic deviate (scale 4) clinical scales sug- 
gests that these military heroin abusers are neither more 
nor less psychiatrically disturbed than most comparable 
civilian samples (4-8). It should be noted that the major- 
ity of subjects observed by Hampton and Vogel as dem- 
onstrating a relatively high incidence of MMPI abnor- 
mality were either incarcerated or institutionalized, 
factors which would seem likely to increase the incidence 
of psychopathology and decrease the degree of normal 
response on the MMPI. 


SUMMARY 


The current data tend to support a previous hypothesis 
of significant psychopathology and personality trait dis- 
turbance in a majority of Viet Nam veterans identified as 
heroin abusers. Although the stress of a remote hostile 
war area and the ready availability of inexpensive drugs 
must be considered as factors in the analysis of the Viet 
Nam drug experience, personality variables basic to the 
individual also appear to be significant. A marked hetero- 
geneity of personality disturbance in these subjects is 
again confirmed. 


REFERENCES 


I. Hampton P, Vogel D: Personality characteristics of servicemen re- 
turned from Viet Nam identified as heroin abusers. Am J Psychia- 
try, 130:1031-1032, 1973 
2. Meehl P: Profile analysis of the MMPI in differential diagnosis, in 
Basic Readings on the MMPI in Psychology and Medicine. Edited 
by Welsh GS, Dahlstrom WG. Minneapolis, University of Minne- 
sota Press, 1956, pp 292-297 
3. Gilberstadt H, Duker J: A Handbook for Clinical and Actuarial 
MMPI Interpretation. Philadelphia, WB Saunders Co, 1965 
4. Berzins J, Ross W, Monroe J: A multivariate study of the person- 
ality characteristics of hospitalized narcotics addicts on the 
MMPI. J Clin Psychol 27: 174-181, 1971 

. Gilbert JG, Lombardi DN: Personality characteristics of young 
male narcotics addicts. J Consult Psychol 31:536-538, 1967 

6. Hill HE, Haertzen CA, David H: An MMPI factor analytic study 
of alcoholics, narcotic addicts, and criminals. Q J Stud Alcohol 
23:411-431, 1962 

. Sutker PB: Personality differences and sociopathy in heroin addicts 
and nonaddicted prisoners. J Abnorm Psychol 78:247-251, 1971 

&. Sutker PB, Allain A: Incarcerated and street heroin addicts: a per- 
sonality comparison. Psychol Rep 32:243-246, 1973 


tn 


~] 


Am J Psychiatry 132:7, July 1975 749 


BRIEF COMMUNICATIONS 


Psychosexual and Cultural Determinants of Fertility Choice Behavior 


BY JOHN CAWTE, M.D., PH.D. 


Although traditional societies in Oceania direct their 
fertility choice behavior (if any) toward spirits rather 
than sexual intercourse, closer observation shows that 
these fertility choice behaviors, while groping and 
magical, sometimes have empirical value. The author 
notes that the alternative to effective fertility control in 
these societies has sometimes been population regulation 
of the Malthusian variety (e.g., murder and starvation). 
Efforts aimed at spacing the family in a less savage and 
more effective manner deserve encouragement, the 
author believes. 


FEW TOPICS could be more important—not just for medi- 
cine and anthropology but for the quality of life in our 
biosphere—than the psychosexual, social, and cultural 
factors that’ influence people's choices about child- 
bearing. Since anthropologists who study traditional so- 
cieties are in effect studying the world as it was before the 
population explosion, they should have something to 
teach us in this area. 

Although there are many anthropologists in Oceania, 
little attention has been paid to fertility choice behavior 
in this part of the world. We may account for this com- 
parative neglect if we remember that traditional societies 
do not normally volunteer information of this type. In- 
deed, some of them appear at first glance to be devoid of 
fertility choice behavior, but this may be deceptive. 

Family planning is defined by the World Health Orga- 
nization (1) as *a way of thinking and living that is 
adopted voluntarily upon the basis of knowledge, atti- 
tudes and responsible decisions by individuals and 
couples." If we accept this definition, it seems clear that 
prescientific man may not have been in a position to em- 
ploy family planning as we know it, since our methods 
and definition rest primarily (although not entirely) on 
knowledge provided by medical science. 

There are three possibilities to consider in examining 
the anthropological evidence concerning fertility choice 
in Oceania before the advent of medical science. 

I. People in these regions had no fertility choice, and 
family size and spacing were regulated through Malthu- 
sian mechanisms of killing, famine, and disease. 

2. These people had some culture-specific practices re- 


Revised version of a paper read at the 127th annual meeting of the 
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lating to fertility choice even before the advent of modern 
medical knowledge. 

3. People in Oceania effected some fertility choice 
through empirical behaviors they did not consciously link 
with fertility choice but which suggest a groping toward 
this behavior. 

Before we dismiss the third possibility (unconscious 
fertility choice behavior) as fanciful, I would like to 
recount a situation that can be related to this hypothesis. 


THE STORY OF SHARK AND RAINBOW 


In the mid-1940s, the Kaiadilt of Bentinck Island in 
the backwaters of the vast Gulf of Carpentaria were 
among the last of the coastal Aboriginal groups to have 
had no effective contact with outsiders. The Kaiadilt 
must have been the world's most isolated men; they were 
isolated from other Aborigines as well as outsiders. They 
had no dogs and have no representatives of blood group 
A in the ABO series. Other tribes in this part of the 
world have both dogs and individuals with blood group 
A. Their fingerprints also separate them phenotypically 
from other tribes. Bentinck Island is a natural prison. 
The only trees from which they could build rafts are 
mangroves, and they could not navigate while lying on 
these frail platforms. The waters around the island are 
stirred by dangerous currents and winds. Tindale (2), the 
first anthropologist to study the Kaiadilt, calculated that 
trips of 8 miles from the island had a 50 percent fatality 
rate— longer trips were more dangerous. 

Australia is a land of fluctuating abundance: 10 good. 
years in which the population builds up will be followed 
by 5 drought years that bring severe famine. In the ab- 
sence of knowledge of fertility choice, the Kaiadilt were 
subject to constant recurrence of the Malthusian situ- 
ation—their populations built up during the good cycle 
and starved during the bad. 

The Kaiadilt were in this situation when they were 
evacuated from Bentinck Island to Mornington Island in 
1945. At that time, they seemed determined to erase their 
existence from the face of the earth through homicidal, 
suicidal, and other self-destructive behavior (3). One in- 
terpretation is that people who have no fertility choice 
behavior will become grossly disturbed in a famine situ- 
ation, both interpersonally and intrapsychically, and 
eventually may fail to survive. 

In the incident I will describe, the launch Bonny put in 
at Allen Island, a fishing outpost of Bentinck Island, on a 
trip in 1940 from Mornington Island to Burketown on 
the mainland. Some Kaiadilt, including two men called’ 


Shark and Rainbow, were temporarily established here 
with their families. An Aborigine from the launch party 
was speared by Kaiadilt men and died of his wounds. The 
launch continued to Burketown and the men reported the 
spearing. The police returned to Allen Island and took 
custody of the Kaiadilt community, removing them from 
Allen Island to Burketown jail. In jail, Shark and Rain- 
bow each removed their testicles with their fingernails 
and passed them out through the bars of the cell. They 
were then sent to a mission station where Rainbow died. 

I subsequently examined Shark and confirmed this 
story. He said that he and Rainbow had acted as they did 
because they had been removed from their families. He 
did not think they had done anything unusual; this was 
apparently what one did in desperate circumstances. I 
could not elicit a better explanation from him. So farasI 
know, other Aborigines do not engage in this behavior— 
but other Aborigines are not under the extreme popu- 
lation pressures of the Kaiadilt. Is it possible that the 
Kaiadilt had empirically discovered a fertility choice be- 
havior? 


REPRODUCTIVE KNOWLEDGE IN PRESCIENTIFIC 
SOCIETIES 


This strange event takes us to the heart of a classical 
controversy: how clearly do prescientific people grasp the 
connection between coitus and conception? Fertility- 
choice behavior is hardly possible if they do not grasp 
this. The most quoted statement on the subject is that of 
Spencer (4), who wrote, “The child enters the woman in 
spirit form without any reference whatever to sexual in- 
tercourse... the child within the woman is the actual rep- 
resentative of one special individual amongst the old an- 
cestors." Spencer's opinion was influential among 
scholars all over the world, who recognized that if it were 
accurate, it denied all possibility of fertility choice behav- 
ior and left the field of population control entirely open to 
Malthusian forces. 

Spencer's so-called law—that the primitive man is un- 
aware of the connection between coitus and conception— 
was qualified by Warner (5), who wrote that during his 
first years among the Murngin natives of North Austra- 
lia, he was firmly convinced that they had no understand- 
ing of physiological conception and believed in spiritual 
impregnation of a woman by a totemic child spirit. On 
his second visit, he found that knowledge of physical pa- 
ternity "does exist but it is not considered important, the 
spiritual conception of the child looming so large in na- 
tive thinking that the fieldworker obtains nothing but 
facts concerning the latter.” 

My own findings on this matter (6) resemble Warner's. 
On my visits to the Walbiri in Central Australia, I found 
that, speaking theologically, they say that the child spirit 
must come down from the trees and pierce the woman's 
body in order for conception to occur. On a secular level, 
they are aware of physical paternity. Sexual intercourse 
serves to attract the interest of the tree child spirits to 
prospective parents. This dual belief, with the greater em- 
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phasis on the spirits, suggests that any fertility choice be- 
havior primitive people have will be directed toward the 
spirits rather than toward sexual intercourse. 


DEPOPULATION IN OCEANIA 


Until recently, the inhabitants of Oceania had no rea- 
son for interest in fertility-limiting behavior: they were 
losing their numbers and wanted more babies but could 
not produce them. This situation prevailed throughout 
Oceania (with the exception of all but part of New 
Guinea) during the latter half of the last century (7). The 
causes of the general depopulation throughout Oceania 
were analyzed by Robert Louis Stevenson (8) in terms of 
European contact. Lommel (9) proposed that Aboriginal 
infertility was psychosomatic. He felt that contact with 
Western culture had destroyed the Aborigines’ concept of 
the universe, and that the apathy and depression which 
resulted affected their fertility choice behavior (he called 
this "psychic genocide"). However, when endemic dis- 
eases were corrected by the mid-1950s, infertility. de- 
creased and the birthrate climbed in all of Oceania except 
areas such as Cape York (10). 


HOSTILITY TOWARD OUTSIDERS 


It is my experience of Oceanic societies that Malthu- 
sian forces, chiefly kinship killing, tend to arise when fer- 
tility choice behavior fails to develop. It is convenient to 
look at the psvchiatry of these forces by referring to a hy- 
pothesis proposed by Hamburg (11): Man has a biologi- 
cal tendency to react aggressively to strangers who crowd 
in, competing for valued resources. This hypothesis often 
comes to mind when one is studying macropsychiatric be- 
havior in tribal societies. Stranger hostility is a basic mo- 
tivation of behaviors whose origin might otherwise re- 
main obscure. I suggest that a "stranger" is any outsider 
who is in competition with the group for resources, usu- 
ally for women. 

There is a cause célébre in Australian anthropology 
called the Elcho Island Memorial. In this incident, de- 
scribed by Berndt (12), three ceremonial leaders went 
against powerful tribal tradition by revealing the sacred 
emblems to public view. Normally, women and children 
could see these emblems only on pain of death, and only a 
few trusted white men were allowed to examine them. 
The significance of this event has been widely discussed 
by students of culture contact in Australia (13). The 
act of revealing these sacred emblems is generally seen as 
an attempt to trade Aboriginal knowledge for European 
knowledge—if the black man yields up his most precious 
possessions, then the white man should reciprocate. 

I have heard a different explanation from one of the 
three protagonists in this incident, Mr. Burramarra, who 
is a friend of mine. A peacemaker by temperament, Mr. 
Burramarra, was deeply concerned about the constant 
killing among his kinsmen. He had reason to be con- 
cerned: his father's people, the Wessel Islanders, had in 
the previous generation completely wiped themselves out 
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through fighting. The fighting arose because one very 
powerful man, Mr. Burramarra’s grandfather, took most 
of the women and fathered most of the children (report- 
. edly, more than 60 offspring in all). 

This is a situation in which a clan faced with the patho- 
logical fertility choice behavior of one man they could 
not control killed each other, almost to extinction, for the 
few remaining women. This seems to be a novel situation 
in the annals of fertility behavior, and it suggests that fer- 
tility choice behavior in one man can be so pathological 
as to disintegrate the whole group. Can we say this 1s ex- 
ceptional or rare? Clearly, this is in the repertoire of hu- 
man behavior with which psychiatrists are essentially 
concerned. 

Mr. Burramarra's response to the constant threat of 
kinship killing was to build the Elcho Island Memorial, 
bringing out the secret symbols of his religion. He ex- 
plained that the missionaries taught that sacred idols in 
all nations cause fighting. Therefore, Mr. Burramarra 
and his friends brought their idols out to stop the killing 
that resulted from some men claiming all the fertility 
choice and leaving no choice for others. 


FIELD EXPERIENCES VALIDATING PRESCIENTIFIC 
FERTILITY CHOICE 


The examples I have cited indicate that fertility choice 
was sought by prescientific people, either by naked power 
or by magic. I will cite some further examples of this 
quest for fertility choice from my own field experiences. - 

The Walbiri at Yuendumu in Central Australia had 
about 20 years of Western contact at the time of my vis- 
its. I found (to my surprise) that there are secret Walbiri 
songs to regulate fertility that are owned and sung by the 
men. A man may hum a little contraceptive song to his 
wife while he sleeps with her or sing it aloud when he 1s 
out of earshot in the bush. One song invokes the spirit of 
a tree—a species that grows solid and strong but solitary. 
Another song intended to keep the wife looking young 
and infertile involves a poisonous fruit, given to man by 
the *dreamtime father" to sing into the woman. Alterna- 
tively, he may sing about another tree that grows in clus- 
ters if he wishes her to conceive children. 

The existence of the songs illustrates the dual belief in 
the roles of coitus and child spirits as prerequisites for 
conception. Walbiri women do not seem to know these 
songs and were engaged in their own quest for fertility 
choice, but in a more practical manner. Of 40 women I 
saw in an Arnhem Land group, 36 were trying to stop 
having children. Some of the more startling methods in 
use were explained to me as follows: "Spread the sap of 
the tree on your menstrual rag;" “Put your menstrual rag 
in a crab hole for the crab to eat;" "Stop eating fish and 
honey;" “Swallow hot stones with your meat;" “Cut up 
.your placenta and throw it in the salt water for the 
fishes;" “Heat the wax from the bloodwood tree and sit 
on the hot molten wax." Some women were even trying 
to stop having children by sexual abstinence. 

The European nurse in this Walbiri population offered 
oral hormones and IUDs, but neither of these was prov- 
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ing particularly acceptable, despite the women’s desire 
for fertility choice. In this polygynous society a baby girl 
is bestowed on her future husband at birth and married at 
the age of 13. The system is kept going by powerful men 
who have several wives and want more. It is occasionally 
opposed by men who have only one wife or none at all. 
Their opposition fades when they in turn acquire their 
second promised girl, thus joining the powerful group. 
Young women oppose this system, but their voices are 
weak and divided.' A few months ago in Arnhem Land 
we constructed a survey instrument in the vernacular to 
determine knowledge, attitudes, and practice of fertility 
choice and family planning. The average response for the 
most desirable age at which to begin one’s family was 21 
or 22; the reality is 13 or 14. 

Elsewhere in Oceania, there are fertility choice behav- 
lors that are based on magic but are empirically effective. 
The best known is the prolonged postpartum taboo on 
sexual intercourse adopted by some societies. Spacing of 
the birth interval was achieved in New Ireland (7), where 
it was believed that the man's seminal fluid in a woman 
would conflict with the breast milk, and the baby would 
weaken and fail to thrive. Thus there was a taboo against 
sexual intercourse while a woman was nursing. When 
modern medicine arrived to challenge this unscientific be- 
lief, the people diluted the taboo to the first six months of 
the postpartum period—a useless compromise, because 
women have considerable physiological protection 
against conception during this period. A little learning is 
a dangerous thing—it is often when a tribal population is 
halfway toward modern knowledge that behaviors fail to 
work as intended. 

In some parts of Oceania, a woman who wishes to 
avoid pregnancy avoids certain foods. For example, Arn- 
hem Land women avoid honey and fish. There is no evi- 
dence that they starve themselves or reduce body fat so 
severely as to inhibit ovulation or menstruation. Never- 
theless, this is another instance of groping toward effec- 
tive fertility choice by a mechanism that has been pro- 
posed by Kolata (14) to exist in the nomadic !Kung 
women of Africa. 


TOWARD AN UNDERSTANDING OF FERTILITY CHOICE 
BEHAVIOR 


I have examined the origins of fertility choice behavior 
in some of the peoples of Oceania and found that pre- 
scientific people who do not emphasize the link between 
coitus and conception do not seem to think in terms of 


"Ten years ago it was thought that polygyny in these communities 
would yield before the irresistible advance of the modern money econ- 
omy. Financial inability to support child wives was expected to raise the 
marriage age, slowing the birthrate. In actuality, these communities be- 
came even further entrenched in polygyny. The benevolence of the Aus- 
tralian government in providing pensions obviates the necessity for a 
man to be financially responsible for his family. If he is socially pow- 
erful enough, he can have as many wives as the government will sup- 
port. The constraints on polygyny will come when young women gain 
enovgh status to speak out on the matter. Status will come with educa- 
tion, but education is slow in coming because the society does not rein- 
force it. . 


fertility choice. Consequently, their population regu- 
lation is of the Malthusian variety, involving killing and 
starvation. Hamburg’s hypothesis (11) concerning man’s 
biological urge to react aggressively to strangers com- 
peting for resources seems to be supported in societies 
lacking fertility choice. Because of the resultant killing 
between kinsmen (who are strangers in the sense that 
they are outsiders to the interests of the primary group), 
traditional societies may go to elaborate lengths to keep 
the peace, devising innovations as necessary or succumb- 
ing. 

Closer examination shows that people in traditional 
societies are groping toward fertility choice behavior as 
an alternative to killing, although usually in a magical 
and ineffectual way. This deeper motivation to space the 
family as a counter to savagery has not been sufficiently 
appreciated in questionnaire-type research into the value 
and meaning of children in various communities. The 
existence of this motivation in primitive people should 
give us a sense of justification in our endeavor to attach 
these traditional motivations to effective, nonmagical 
methods of fertility choice. This is a difficult task, but I 
feel that it should be the aim in all developing countries 
to give people the option of coitus without conception if 
they so desire. The alternative seems to be an application 
of Hamburg's hypothesis, not on the tribal scale of killing 
kinsmen that I have described; but on a scale of savagery 
too horrible to contemplate. Perhaps Shark and Rain- 
bow, for all their primitiveness, were biologically right in 
their extreme gesture in the face of adversity. 
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A Syndrome of Depression and Mutism in the Oglala Sioux 


BY THOMAS H. LEWIS, M.D. 


The wacinko syndrome in the Oglala Sioux varies from a 
nonclinical reaction to pathological degrees of anger, 
pouting, withdrawal, depression, psychomotor 
retardation, mutism, immobility, and even to suicide. 
Although indigenous practitioners recognize the 
syndrome as a distinctive disorder, it has not been 
described by non-Indian practitioners. The author 
presents a case report and suggests that most cases are 
diagnosable as reactive depressive illness. 


THERE EXISTS a well-defined and indigenously recognized 
reaction pattern called wacinko among the Oglala Sioux 
that, to my knowledge, has not been recognized by non- 
indigenous physicians, although its symptoms are not 


culture bound. White physicians have practiced on and 
near the reservation for much of the time since the con- 
quest of the Sioux—almost a century. The absence of 
communication of the name and nature of this illness is 
an example of the continuing linguistic gaps that exist be- 
tween white doctor and Indian patient (1). 


CASE REPORT 


The patient, whom I will call Edith Conquering Bear, was 63 
years old when she was brought to the U.S. Public Health Serv- 
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ice Hospital in Pine Ridge, S.D., because she would not eat, 
speak, or stir from the floor of her cabin. Her behavior was in- 
comprehensible to her family and puzzling to the physicians 
who first examined her. She was thought to be psychotic, al- 
though she had no history of psychosis, and plans were made to 
send her to a state hospital. 

Edith had been divorced for years and had reared her chil- 
dren by herself. She had lived with various children and rela- 
tives since she was about 45, moving to another household or 
another community when disputes arose (as they invariably did) 
over who was responsible for her care. For 3 years she had lived 
primarily with her daughter Darleen and her husband and chil- 
dren. Edith did not like the children, especially the adolescents, 
who were “‘too wild,” but she clung to Darleen and said she 
wanted to stay with her permanently. She did not like Darleen 
to leave the ranch for even a few hours and would cry and pro- 
test at any separation from her. 

This behavior did not increase her popularity with Darleen or 
the family, who began to talk of leaving the reservation for farm 
work in Nebraska. The talk went on for a year, and Edith be- 
came "funny, like a child" and more demanding than ever. She 
stopped cooking and seemed distressed. She once sat on a hill- 
top for 72 hours without eating and was “well” after that for a 
while. That spring, the family's plans for moving matured. 
Edith could not go with them because farm laborers had no way 
to care for the elderly; besides, she had never lived in a town or 
even off the reservation. She did not know how to use piped wa- 
ter, electricity, or toilets, and she had never learned English. 

In early July, Darleen and her husband left. Edith remained 
with a 9-year-old grandson who was to cook for her. The boy 
said she cried at first but then was quiet, unresponsive, and 
would not eat. He called on neighbors for help, but she pushed 
away the food they offered and sat on the floor. After several 
weeks her daughter came back and found her mute, immobile, 
and negativistic. She was brought to the hospital. 

The hospital staff also found Edith difficult. She was motion- 
less, except when resisting examination or nursing care. She 
would not speak or eat. She sat in her bed, legs stiffly extended 
in front of her and hands in her lap. She did not want to give up 
her long dress, kerchief, or moccasins. She would not touch 
metals or glass. For safety, side rails were put on her bed. 
Thereafter, she urinated and defecated in a corner of her bed 
and soon had bedsores. She was given imipramine HCI (Tofra- 
nil), chlorpromazine (Thorazine), chloral hydrate, and chlordi- 
azepoxide HC1 (Librium) in varying dosages and combina- 
tions. No progress was made until a nurse realized that the 
reason Edith would not get out of bed was that she was unwill- 
ing to touch the metal side rails, and a Sioux woman in the next 
bed guessed that she did not know how to use the bathroom. 
Her touch phobia regarding silverware and plates diminished 
slowly as she was encouraged to use the meal tray. She never 
spoke. 

Her daughter and son-in-law visited and said they did not 
want her to come home. There was no place for her there. They 
wanted her to be sent to "an institution where she can be fed 
better." A sister was located and brought to the hospital. She 
said Edith had been in a hospital for 2 weeks when she was 18 
because she was mute. The sister did not know the reason for 
her past or current mutism. Another daughter who was inter- 
viewed was angry with her mother, saying, “She can talk, she 
just doesn't want to," and suggesting that "shots" might help 
her. 

I saw Edith daily for an hour or so and visited her briefly each 
evening. All medication was stopped, and she began to talk 
through an interpreter, saying that she wanted to go home. The 
family opposed this wish, saying she was not well enough. The 


754 Am J Psychiatry 132:7, July 1975 


hospital administrator helped Edith apply for state old-age wel- 
fare and for admission to a nursing home. When some welfare 
assistance was assured, a niece volunteered to care for her in her 
home. 

Slightly more than a month after admission she left the hos- 
pital. She was ambulatory, loquacious, and in good spirits. The 
final diagnosis was "chronic schizophrenia with senility.” The 
chart contained opinions about the diagnostic possibilities of 
depression, dependency, toxic brain syndrome, and drug effect. 
However, in follow-up visits and in earlier discussions of her ill- 
ness, neighbors and indigenous practitioners voiced no such am- 
bivalence about her problem. They knew, simply and surely, 
what was wrong with her: she was wacinko—pouting because 
her daughter went away. She stopped pouting when her daugh- 
ter came back, but she would pout again when the occasion 
called for it. Wacinko is "when people pout when they don't get 
what they want, when the situation is unbearable for them." 

A Sioux herbalist and authority on "ghost medicine," speak- 
ing of preconquest times, said “Sure, she is wacinko. There are 
two or three kinds." He described a woman who wandered off 
from camp and was found hanging in an abandoned house as 
wacinko. Further examples he gave were a brother and sister 
who would not speak to each other, hostile avoidance between 
relatives, persistent grudges, lingering guilt over past mistakes, 
and a gunshot suicide after a quarrel about a horse. He said, : 


Pouting and down-hearted are different. I’ve been that 
way in my life. Then it works into some sickness, maybe in 
the heart or in the head or both. There was an old Chey- 
enne my grandmother to@k care of. Maybe her brother or 
something. Every morning he'd go off a little and sing 
‘My name is Hair Bear. I’m almost 100 years old. I will 
soon now leave. I hope you will live good,' then something 
in Cheyenne. He was white-headed and getting ready to 
die. He wouldn't talk or do anything. He was wacinko. 
There used to be a woman, way down the creek. She used 
to sing about people who were gone. She was always sad. 
It was wacinko. You know, once there was a white man at 
a meeting. He took his handkerchief and wiped the pipe 
[mouthpiece] very good. The next chief took out his knife 
and cut off the end. They was both wacinko, angry at each 
other. 


A yuwipi (curing cult) healer described suicides and the 
depressed mood ascribed to menstruation as wacinko. He 
also said that people who are “very touchy, pouting, or 
mad at somebody, like the woman who jumped off a cliff 
because nobody would pay attention to her" are wacinko. 


DISCUSSION 


The wacinko syndrome, previously undescribed in 
medical literature, merits recognition by physicians prac- 
ticing in clinics serving the Oglala Sioux (population = 
approximately 13,000). The community-recognized syn- 
drome varies from a mild but recognizable response to 
disappointment to severe psychosis and suicide. The 
symptoms range from anger and pouting to depression, 
withdrawal, psychomotor retardation, mutism, and im- 
mobility. Treatment of the syndrome, when it reaches 
clinical severity, is often conducted by native herbalists, 
yuwipi doctors, or the healing meetings of the peyote 
cultists of the Native American Church. The woman | 


have described was admitted to a hospital, with resulting 
cultural shock and intensification of the illness. She was 
given stereotypic, broad-spectrum pharmacotherapy 
without improvement and brief psychotherapy with un- 
known effect. She recovered promptly in response to the 
problem-solving behavior of her family. 

The psychodynamics of wacinko as presently under- 
stood, the clinical course of the syndrome, and its re- 
sponse to empirical and rational therapies suggest that 
most cases could be diagnosed as mild to severe reactive 
depressive illnesses. Insofar as reactive depressions are 
attempts by the patient to solve intrapsychic and inter- 
personal problems, effective therapy in hospitals and 
mental health clinics might be directed toward assisting 
patients with understanding and solving identifiable dis- 
cords in their lives. 

In searching for further cases of the wacinko syn- 
drome, attention should be paid to differentiating it 
from schizophrenia and the catatonic states, akenetic 
mutism (2, 3), toxic reactions to organic fluorides (4), 
hyperparathyroidism (5), tuberous sclerosis (6), mental 
retardation, mutism secondary to deafness, elective 
(defensive) mutism (7-11), and other manifestations of 
negativism. 

Some behavior patterns that are well known within a 
culture are enigmas to outsiders. The patient who can 
consult a healer who understands him is fortunate indeed. 
Perhaps psychiatrists who treat Sioux patients will one 
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day consult with indigenous practitioners to learn better 
ways of understanding disorders of affect and idea, need 
and want, feeling and behavior. 
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LETTERS TO THE EDITOR 





Two Reports of the Capgras Syndrome 


SIR: Concerning that clinical rarity, the Capgras syndrome, 
which has been thoroughly reviewed and commented on re- 
cently in the Journal (1, 2), we would like to report a case which 
is of interest not only because it represents another occurrence 
of this syndrome in a man, but also (and primarily) because it 
shows an unusual reversal in the delusional content. In contrast 
to typical cases of the Capgras syndrome, in which the patient 
believes that a person, usually a close relative, has been replaced 
by a "double" or an “impostor,” our patient, a 34-year-old man 
diagnosed as having schizophrenia, paranoid type, believed that 
he himself was an impostor. 

We saw this patient for an evaluation of his need for mental 
treatment after he was found unfit to stand trial on a charge of 
aggravated battery. On examination, he objected to being ad- 
dressed by his recorded name, Mr. A, stating that his name was 
really Mr. B, but he had adopted the identity of Mr. A, a politi- 
cal writer whom he knew and admired for his writings. He ex- 
plained that the police assumed that he was Mr. A because he 
bears a "certain resemblance" to him and also because he was 
carrying credit cards identifying him as Mr. A. He further 
stated that except for some minor differences in the shape of his 
nose, he was so similar in appearance to Mr. A that even Mr. 
A's parents had not questioned his identity when he assumed 
the identity about a year ago. 

When asked about his own history, he was unable to give any 
information, which he attributed to his excessive use of drugs. 
He was, however, able to give relevant information about Mr. 
A's place of birth, family, friends, interests, and the fact that he 
had been mistreated by his parents and had been “brutalized” 
in jails and mental hospitals, which he was able to name. He 
was unable to give any information concerning Mr. A's current 
whereabouts. However, he stated that the last time he heard, 
Mr. A was hearing "voices" and was quite disturbed. 

Family, friends, and mental hospitals he named that were 
contacted for further information confirmed the impression 
that the patient was indeed Mr. A, as well as all the historical 
information he provided about Mr. A. In subsequent contacts 
we had with this patient, he did not fail to correct us whenever 
we addressed him as Mr. A. Generally, he spoke in a detached, 
affectless way, and there was mild looseness in his associations, 
with occasional use of neologisms. 

Briefly, we conceptualize the psychopathology of this case as 
follows. Initially the patient perceived a number of painful 
changes (e.g., mental illness, frustrated political and literary 
ambitions) in his life, the life of the person identified as Mr. A, 
which were experienced as “I am not what I used to be, I am 
not what I aspired to be.” To defend against the emotional im- 
pact of these changes, he resorted to the defense mechanism of 
denial: “I am not Mr. A.” There was a concomitant con- 
cretization of the concept of self, since by eliminating the iden- 
tity label "Mr. A," he felt he eliminated the painful changes 
from his life. However, he found himself bound with strong 
reality ties to the "Mr. A" identity (physical appearance, identi- 
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fication cards, etc.). He perceived and acknowledged the pres- 
ence of these facts, but responded with a gigantic rational- 
ization, “Yes, but I am an impostor.” Apparently, this 
rationalization was dynamically determined by the patient's 
wish to retain the "good" aspects of his self, while disavowing 
his identity and with it his **bad" self. 

Our patient differs from the typical Capgras syndrome 
patient in that he does not seem to use projection. We assume 
that the patient with the typical Capgras syndrome, after ex- 
periencing unacceptable changes in himself and his conditions 
of living, projects them onto persons closely related to him 
(probably the ones he considers responsible for these changes) 
to the effect that the initial “I have changed, I am not the per- 
son I used to be" becomes "He has changed, he is not the per- 
son he used to be," and, subsequently, through the processes of 
denial and rationalization, “He is not the real one, he is an im- 
postor." 


DD ees 
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V. SIOMOPOULOS, M.D. 
JEWETT GOLDSMITH, M.D. 
Chicago, Ill. 


Sir: I recently treated a 56-year-old woman who had twice 
been diagnosed as having involutional psychosis with affective 
and paranoid elements. When I saw her, she presented with the 
pathognomonic delusion of the Capgras syndrome. One can ret- 
rospectively trace the progressive systematization of the delu- 
sion into its present form. 

The patient was always considered odd and shy. She had been 
intermittently treated for neurasthenia, hypochondriasis, and 
anxiety over the past 30 years. She functioned reasonably well 
until the onset of menopause in 1966, when her family noticed 
progressive disinterest in her environment. 

She was first hospitalized in 1968. At that time she was agi- 
tated and fearful, saw rats running through her house, and 
heard her children's voices in their absence. She responded well 
to phenothiazines. After her discharge she stopped medication. 
She then developed the fear that her family would disappear, 
saw unfamiliar figures in the streets, and thought her house was 
full of snakes. During a 2-week hospitalization, she again re- 
sponded to phenothiazines, and she functioned well for the next 
4 Yz years. 

The typical delusion of the Capgras syndrome first appeared 
in 1973. During a family Christmas celebration everyone was 
watching a television quiz show. When her son, who usually an- 
swered the questions correctly, missed one, it occurred to the 


patient that he might not really be her son. Indeed, upon close 
scrutiny, she found him slightly changed. She then examined the 
rest of the family, with the same result. Her “husband” was 
drinking whisky, something the real one never did. He also 
looked thinner and tanner. Her suspicions were confirmed when 
- her son did not give her a present. She remembered feeling very 
anxious and deciding not to pay any attention to the "stran- 
gers." She never inquired where her real family was, but made 
it her hobby to guess who was real and who was an impostor. 
She thought that the family made these changes to confuse her. 

Her progressive withdrawal from the “strangers” was the 
reason for her recent hospitalization. At no time during the hos- 
pitalization did she show other signs or symptoms of psychotic 
or organic impairment. She responded well to phenothiazines. 
Initially she treated: the visiting family very coldly and referred 
to them as “‘these people who say they are my husband [son, 
etc.]." Once her anxiety decreased, she stopped talking about 
her delusion and only referred to it when questioned closely. We 
focused on the communicational aspects of the syndrome (1), 
repeatedly interpreting the delusion to the patient and her fam- 
ily in conjoint sessions as an acting out of her ambivalence to- 
ward the family (2). The patient responded well and has re- 
mained symptom free for the past 4 months. 
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HANS STEINER, M.D. 
Syracuse, N.Y. 


Precursors of Munchausen’s Syndrome in Childhood 


Sır: Munchausen’s syndrome, which is recognized in adults 
by a long list of symptoms, demands for immediate medical ac- 
tion, and willingness to undergo painful and even crippling sur- 
gery, has not to my knowledge been reported in children. Per- 
haps by describing my experience with a case in which there 
were precursors of the syndrome in a child, I can prevent some 
unnecessary appendectomies, tonsillectomies, etc. 

My patient is a 10-year-old boy. His father wanted him to 
grow up to be a powerful football player, but the child was 
rather timid and unathletic and feared body injury. His first set 
of symptoms, which came before football practice season, were 
rather mild—he just did not feel well. However, his father in- 
sisted that he play football. In January he suffered an attack of 
croup and in February he complained of a stiff neck while ski- 
ing. He developed muscle spasms on the right side of the neck, 
which were followed by headaches. Neurological examinations 
were negative. He was hospitalized and developed abdominal 
pains centered in the area of the gall bladder which occurred ev- 
ery 5 minutes for 30 seconds. 

He developed a very unusual gait, best described as pseudo- 
athetoid; he bent his knees when he walked. All laboratory tests 
and X rays, including a cholescystography, were negative. The 
patient stopped eating and had symptoms of anorexia nervosa, 
but he continued to express his wish to get out of the hospital 
and go to school. 

After this episode he was hospitalized several times by the 
family physician. At one point the father suggested an explor- 
atory laparotomy to the pediatrician, who reacted with reluc- 
tance. I conducted a psychiatric examination, during which it 
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was easy to see that the boy was uncomfortable, although he 
conversed quite well. The mother, who supported the father’s 
desire for exploratory surgery, began to pressure the pediatri- 
cian. 

I suggested instead a vacation away from home, and the fam- 
ily agreed. The patient spent 4 days in another city, during 
which time his gait was good and he walked everywhere. He ex- 
perienced pain only on a few occasions during the actual trip. 
After he came home, however, the pain began to return—but it 
was not as intense as it had been before the trip. 

I discussed with the parents the idea that a boarding school 
might be easier for the patient because he might be symptom 
free, as he had been on his trip. Both mother and (more 
strongly) son resisted this idea. The patient remembered that he 
really had not been free of pain during his trip. He said he was 
just busy and therefore was not as aware of his discomfort. Be- 
cause I had noticed that he also felt better at home when he was 
busy, I recommended as much activity as possible. This was 
somewhat curbed until recently by his parents on the basis that 
he did not feel well. 

After our last session the boy went back to school. It now 
seems that the family has accepted my recommendations and 
that he is doing well. 


LEON TEC, M.D. 
Norwalk, Conn. 


A Review Re-Viewed 


Sir: Dr. Dimitrije Pivnicki's review of Naissance du Psy- 
chanalyste (which might be best translated as “roots of psycho- 
analysis") by Dr. R. de Saussure and myself (October 1974 is- 
sue) contained historical inaccuracies which have prompted this 
letter. A critic has an undeniable right to approve or disapprove 
of a book, but he also has the responsibility to read it carefully 
and convey an accurate impression of its content. 

According to Dr. Pivnicki, our book is a hagiography of 
Freud. He criticized us for disregarding the works of Ellenber- 
ger and MacIntyre concerning the discovery of the unconscious 
and for failing to deal with what he termed “the other great 
themes that obsessed Freud: dreams, the ego and the id, and 
eros and thanatos.” 

The latter criticism would perhaps be justified to some extent 
if our purpose had been to write a treatise on psychoanalysis or 
an exhaustive psychobiography of Freud. The aim of our book 
was, however, very different—our concern was to analyze the 
vicissitudes of the object relationship and to examine the resis- 
tances it aroused in medical and scientific circles from the end 
of the eighteenth century until the discovery of psychoanalysis. 
The consideration of the concept of the unconscious in the strict 
sense of Freud’s discovery therefore occupies only a limited 
space in our book (some 30 pages out of 230). Far from over- 
looking Ellenberger’s work, we in fact referred our readers to it 
on page 193 of our book. 

There are hagiographers, to be sure, just as there are icono- 
clasts. Dr. Pivnicki is obviously inspired by a degree of 
"Freudophobia," which led him to a systematic amblyopia with 
regard to our book. Thus he asserted that Freud discovered the 
transference around 1894~—1895 as a consequence of his experi- 
ence with his patient Emmy von N. This enables him to imply 
that Freud was merely restating a concept already propounded 
by Dilthey in a book published in 1894. It was, indeed, our main 
hypothesis concerning the discovery of transference that Freud 
elaborated the concept from early 1892. The relevant data sup- 
porting this view are fully set forth in our book as well as in an 
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earlier article (1). I would only add that Dr. Pivnicki’s state- 
ments call to mind the comment of a well-known British book 
reviewer: "I never read the books I review, in order not to be 
prejudiced." 

As I have pointed out elsewhere (2), it is true that it is almost 
impossible to attain objectivity in the history of psychotherapy. 
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LEON CHERTOK, M.D. 
Paris, France 


Dr. Pivnicki Replies 


Str: Dr. Chertok’s letter and his book illustrate the dilemma 
in which psychoanalysts currently find themselves. They have 
two choices. They can accept the strict scrutiny of scientific and 
philosophical criticism, with the aim of eliminating the untest- 
able, unprovable, and inconsequential within psychoanalysis. 
Or they can attempt to widen the circle of followers and de- 
votees who will, by sheer number, echo the "great works” of the 
masters. The first path makes psychoanalysts edgy and anxious; 
the second is stultifying. 

Dr. Chertok has to choose for himself what group of authors 
he would like to belong to. I have no objections regarding his 
choice. However, I object that in the name of a hypocritical rel- 
ativism, illustrated in his polemical article ‘On Objectivity in 
the History of Psychotherapy,” everything can be considered 
psychotherapy: if this were true, we should give it up right away. 
Our Objectivity grows with our knowledge of facts: did Wilhelm 
Dilthey not deserve to be mentioned in Dr. Chertok’s paper 
“The Discovery of the Transference’? Incidentally, Fichte 
(1762-1814) used and defined the term “transference’’ in 
1794 (1)! Dr. Chertok's argumentation, I am afraid, cannot 
take us beyond that date. 
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DIMITRIJE PivNicCKI, M.D. 
Montreal, Que., Canada 


What Are the Real Issues in Involuntary Treatment? 


SIR: The question of whether and for what reasons an individ- 
ual may be hospitalized against his will is perhaps the most cru- 
cial ethical dilemma facing American psychiatry. Articles such 
as that written by Stephen Rachlin, M.D., and associates 
("Civil Liberties Versus Involuntary Hospitalization," Febru- 
ary 1975 issue) do nothing to advance the debate. On the con- 
trary, the lack of clarity, faulty logic, and unwarranted con- 
clusions in their article further confuse the issues. 

For example, Dr. Rachlin and associates failed to distinguish 
between the effects of involuntary hospitalization and those of a 
locked ward. It is of course possible and common for a person 
to be on a closed ward voluntarily, in which case there is no in- 
fringement of civil liberties. It is also common for patients to be 
involuntarily detained on open wards. Researching a closed 
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ward may tell us little or nothing about involuntary hospital- 
ization. Research bearing on these questions must at the least 
distinguish between involuntary hospitalization, involuntary 
treatment, and openness of clinical settings, since these vari- 
ables are not particularly linked. Even were the authors to show 
that the posttreatment period of closed ward patients was char- 
acterized by fewer hospitalizations and less disturbed behavior 
than the pretreatment period, they would still not be in a posi- 
tion to say anything illuminating about the beneficial or detri- 
mental effects of involuntarv hospitalization, much less the eth- 
ics of this procedure. 

The authors also did not distinguish between “‘the right of the 
involuntarily hospitalized patient to receive adequate treat- 
ment” as a justification for depriving a person of his liberty and 
the "right" of the suffering and "impaired" individual to have 
his suffering alleviated and his impairment repaired against his 
wishes if necessary. The first of these "rights" has been upheld 
in the courts, although one may argue that it may be antitheti- . 
cal to all the other constitutional rights, which act to protect the 
individual against encroachment by the state. The second of 
these "rights" is really a call for society to see as its duty the al- 
leviation of a certain kind of suffering, with or without the suf- 
ferer's consent. While it is possible to argue in favor of that po- 
sition, it does not help tne debate to treat these two very 
different propositions as if they were one and the same. | 

Failing to produce data to support their contention that in- 
voluntary hospitalization is justifiable and even desirable for 
some people under some circumstances, Dr. Rachlin and asso- 
ciates would have us believe that the test of the rightness of a 
proposal for reform such as the abolition of involuntary hospi- 
talization lies in whether or not society is ready for it. By tlie 
same logic, school integration should never have been at- 
tempted in 1954 (or today, for that matter), since there are 
strong indications that it is not what the public wants. 


IRWIN N. HASSENFELD, M.D. 
FREDERIC GRUNBERG, M.D. 
. Albany, N.Y. 


Sir: I have mixed reactions to the article on involuntary hos- 
pitalization by Dr. Rachlin and associates. What gratifies me 
about the article is their clear description of some of the diffi- 
culties encountered in relating two basic rights of psychiatric 
patients: the right to treatment and the right to refuse treat- 
ment. Difficulties concerning community acceptance of the 
treatment refuser as well as provision of optimal treatment are 
well known to most psychiatrists, especially those working in 
hospitals or in the community. 

What disturbs me about the article is the fact that the authors 
mixed up the two issues and used one (community intolerance 
of the treatment refuser or deviant) to justify the other (the need 
for involuntary hospitalization). This puts them in the unen- 
viable position of being agents of social control. Any commu- 
nity finds ways to deal with those of its members who behave in 
a way that threatens homogeneity (1.e., deviance, in sociological 
terms). The community has at various times in history given 
deviants various labels, such as “‘heretic,”’ "witch," “lunatic,” 
etc., and has developed means to rid the community of these 
people. Two modern methods are the rurally located state men- 
tal hospital and vaguely worded commitment laws. 

The psychiatrist must not only develop ways to reach out to 
engage these so-called deviants in some form of "treatment" (if 
they choose to accept it) but must also educate the community 
as to its own culpability and intolerance. If this is done, psychia- 
trists will no longer need to be agents of social control, and the 


need for involuntary hospitalization will be obviated. Only if 
one considers one’s role to be that of keeper of one’s brother’s 
morals and ethics can one justify hospitalization of a suicidal or 
homicidal person against his will. If the individual is the psychi- 
atrist’s prime focus, civil liberties must be of utmost priority. 

An individual has the right to treatment when and only when 
he agrees to become a psychiatric patient. The duty of the psy- 
chiatrist is not only to provide what currently constitutes opti- 
mal treatment but to work for the provision of optimal facilities 
in his locality and the development of new modes of treatment. 
Unfortunately, involuntary treatment does exist, and I feel that 
the individual involved still has the right to refuse any and all 
treatments, although his freedom of movement has been cur- 
tailed. 

One may use a horse to pull a car, but each ts free to go its 
separate way. So it is with these two issues. One can be used in 
an attempt to justify a position on the other. But the person’s 
freedom to choose whether or not he needs treatment must be 
respected whether or not treatment is available. 

As a final comment, these issues have nothing to do with the 
presence or absence of a locked door. Having worked on open 
and closed units in two cities, I feel that improvement does not 
rest on the openness of the door—nor do the ethics of treat- 
ment, although an open door is clearly more humane and may 
also symbolize freedom. 


KENNETH SOLOMON, M.D. 
Albany, N.Y. 


Dr. Rachlin and Associates Reply 


Sir: Since our position on involuntary hospitalization is 
somewhat out of step with current trends, we fully expected 
some of the criticism our article has generated. The letters by 
Dr. Solomon and Drs. Hassenfeld and Grunberg express the 
point of view noted in the opening paragraph of our paper. Un- 
fortunately, they do in their letters precisely what we decry, bas- 
ing their arguments on tenuous sociological, philosophical, and 
legal grounds—not on clinical psychiatry. Renouncing society’s 
values and judgments in favor of some abstract "higher" prin- 
ciple 1s, to us, an elitist viewpoint. 

Some mental health professionals may refuse to treat in- 
voluntary patients; that 1s their prerogative. We chose to work 
in a public mental hospital with the knowledge that at least a 
part of our jobs could be classified as **social control." We ac- 
cept this function because we believe it to be necessary for 
patients, families, and the community. Those who deny the va- 
lidity of the element of coercion that is frequently necessary for 
the proper treatment of psychosis make virtually no mention of 
the social costs that result from having untreated patients in the 
community. 

The real issue is quite concrete, i.e., What happens to the 
patients? Our experiences with the closed ward helped us to so- 
lidify our thinking in this regard; hence, we included these data 
in our article. In the past, involuntary patients of the type we 
treated on our intensive care unit came to the hospital and re- 
ceived little real treatment because of repeated elopements and 
behaviors which led to their spending inordinate amounts of 
time in seclusion. The right to treatment being the justification 
for involuntary hospitalization, these patients suffered a viola- 
tion of their basic rights. The response of those we treated, their 
frequent signing of voluntary applications for further care, and 
their thanks to us for enforcing treatment added to our per- 
spectives on the importance of the relief of suffering as opposed 
to pseudoliberty. 
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There is no absolute right to do things that are dangerous to 
oneself or to others. Human rights exist not in a vacuum but in 
a social context, without which they have little meaning. While 
we can educate the public about mental illness, whether or not 
such efforts should go so far as to attempt to force the public to 
tolerate what is intolerable is, at best, debatable. Patients will 
not be helped by such maneuvers. 

Finally, as is characteristic of those who are ethically and 
morally opposed to involuntary hospitalization, our correspon- 
dents present no viable alternatives. Indeed, the "cures" they 
suggest are likely to be worse than the disease. The liberty to re- 
main psychotic can hardly be considered a qualitatively mean- 
ingful freedom. 


STEPHEN RACHLIN, M.D. 
New York, N.Y. 

ALVIN PAM, Pu.D. 
JANET MILTON, M.S.W. 
Bronx, N.Y. 


Wine or Vinegar? 


Sir: Dr. John Donnelly's review of Insanity Defense by Prof. 
Richard Arens in the November 1974 issue of the Journal was 
characteristically gentle in its criticism of the content and title 
of this book. 

Dr. Donnelly did not mention and possibly was not aware 
that this book is practically identical to Prof. Aren’s book 
Make Mad the Guilty: The Insanity Defense in the District of 
Columbia, published by Charles C Thomas in 1969. The adver- 
tisements that appeared in The New York Times describe the 
“new” book (/nsanity Defense) as “a beacon [which] tells us ex- 
actly what does happen in the courts, in the hospitals, in the 
press, in the political wings.... We have at present a kind of 
Watergate in forensic psychiatry." 

The buyer cf both the first book by Prof. Arens and his new 
book (which contains an additional chapter on the Brawner 
case) will end up with essentially one book for the price of two. 
The bargain turns even more sour when one discovers that the 
new and old bottles contain not wine but vinegar. The original 
book was written under a grant to study the insanity defense in 
the District of Columbia and is against everyone and everything 
connected with it—the judges, lawyers, psychiatrists, and, most 
of all, St. Elizabeths Hospital. Prof. Arens is highly critical of 
the Bar, the AMA, his friend Salzman, and his arch-enemies, 
the prosecutor's office. His severe criticism of "Durham juris- 
prudence" is his code designation for Judge David L. Bazelon. 

I do not question the inalienable right of every law professor 
to express his indignation against an aspect of the functioning 
of a hospital. I do, however, consider it questionable when this 
polemic is generalized to the whole field of forensic psychiatry. 


EMANUEL TANAY, M.D. 
Detroit, Mich. 


Professor Arens Replies 


SIR: Dr. Tanay is free to regard Insanity Defense as a com- 
pound of vinegar. It is not and was not intended to be a paean to 
American psychiatry. It bears noting, however, that Dr. Tanay 
does not deny that psychiatrists have stated that drug addicts, 
sex perverts, and victims of delusionary and hallucinatory expe- 
riences were devoid of mental disorder when such statements 
served the prosecution in securing the conviction and imprison- 
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ment of the indigent—and that they have continued to do so 
without reproof from APA. 

On one occasion, noted in Insanity Defense, Dr. Braceland, 
among others, signed an amicus brief on file with a federal court 
which states that in a prosecution for drug addiction the psychi- 
atric testimony that drug addicts could be viewed as mentally 
healthy defied rational belief. But APA did not say one word in 
reproof of the psychiatrists at the trial, and men were sent to 
prison on the strength of such psychiatric testimony. These 
practices have continued unabated. This is what my book is all 
about. 

Dr. Tanay dwells on the fact that there was an earlier edition 
of the book by another publisher, although he graciously con- 
cedes that one new chapter has been added in Insanity Defense. 
Had he chosen to be more accurate, Dr. Tanay would have 
noted that two new chapters have been added and that there has 
been comprehensive updating, reorganization, and editing—all 
of which is consistent with appropriate publishing practice and 
was rendered necessary by new legal developments. Whether 
the readers of the Journal accept Dr. Tanay’s evaluation or that 
of the Harvard Law Review of the novelty of these additions ts 
up to them. 

The Philosophical Library viewed the earlier title as in- 
appropriate and chose Insanity Defense to replace it. However, 
it is transparent that it is the message and not the cover of the 
book that provoked Dr. Tanay's invective. 

Insanity Defense has attracted an impressive circle of readers 
and has raised the question of the integrity of organized psychi- 
atry in America among wide strata of the populace. It is this 
phenomenon that seems to disturb Dr. Tanay and his support- 
ers—and well it should. 


PROF. RICHARD ARENS 
Philadelphia, Pa. 


Editor's Note: While I don’t remember it, on page 286 of In- 
sanity Defense the following statement is made relating to an 
incident in 1962: 


Independently of the Washington School of Psychiatry, 
Doctors Leo H. Bartemeier, Francis J. Braceland, Law- 
rence Kolb, William C. Menninger, Leon Salzman and 
Winfred Overholser, among others, did not feel similarly 
incapacitated and declared in an amicus brief, filed in the 
Court of Appeals, that their view of the narcotics addict as 
mentally ill was indeed the "generally accepted view in rec- 
ognized schools of medicine as well as within every accred- 
ited institute of training and research in psychiatry in this 
country." | 


Apparently I was in very good company, eh what? I think Mr. 
Arens was contending that his client, Rivers, was mentally ill. 
But why I was picked out and honored in the above correspon- 
dence escapes me. [f anyone can figure it out, don't tell me—let 
me guess. 


*"Snakepits" by Another Name? 


Sır: The New York Times (1) recently carried a story of 
abuse of former mental patients by boarding home operators 
that was even more sensational than others which have been 
printed because the victims had been chained, beaten, and car- 
ried against their will to a branch unit in the country. The oper- 
ators were charged with kidnapping. Such treatment can be no 
surprise to readers of Charles Dickens. | 


760 Am J Psychiatry 132:7, July 1975 


We have forgotten some basic facts in the rush to protect ev- 
eryone from "snakepits," which were considered somehow in- 
trinsically evil because of their large size and distant location. 
Some patients are so ill that they need varying degrees of pro- 
tection for the rest of their lives, and some can only use custo- 
dial care. Of course, not everyone agrees with me. I recently 
met a public defender who tried to prevent the commitment of a 
patient who had repeatedly left a boarding home in winter to sit 
on a doorstep on the grounds that “‘I believe in vagrancy." 

We have also forgotten that many of the problems of state 
hospitals were caused because society silently but deliberately 
chose not to fund real treatment and not to provide much in the 
way of humane care for long-term incurable patients. 

Whatever the abuses of the state hospital, and they were 
many, it had one indispensable advantage over the dozens of 
boarding homes that currently replace it in so many cases: when 
you wanted to inspect it, you knew where to find it. 
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WILLIAM L. CLovis, M.D. 
Philadelphia, Pa. 


Suntanned Hallucinations 


Sir: I wish to report this case to provide researchers with an 
additional clue to the psychopharmacology of psychosis. A 30- 
year-old healthy mesomorphic physician with no prior medical 
history other than maternal geriatric paranoid psychosis asso- 
ciated with diabetes and arteriosclerosis ingested 15 mg of tri- 
oxsalen, (Trisoralen) over a seven-day period in an attempt to 
induce a rapid suntan. On the seventh day he began ex- 
periencing euphoria that progressed to elation, grandiosity, vi- 
sual distortions and illusions, and nonvocal auditory hallucina- 
tions (door slamming) with disturbed (misinterpreted) 
orientation to place, person, and event, but not to time. He was 
also deeply suntanned. On a regimen of 15 mg of haloperidol 
(Haldol) daily, the psychosis remitted in nine days and was fol- 
lowed by a moderate retarded psychoneurotic depression that 
cleared gradually in three months. Trioxsalen is not known by 
its manufacturer (the Paul B. Elder Company) to induce central 
nervous system effects, yet melanin is a metabolite of dopa. 


BARNETT SEYMOUR SALZMAN, M.D. 
Oceano, Calif. 


Fluphenazine with Other Antipsychotic Drugs 


Sir: It has been shown that phenothiazines vary in their affin- 
ities for muscarinic cholinergic receptors in brain tissue (1). We 
agree with the letter by R.P. Granacher, Jr., M.D., "Anticholin- 
ergic Action of Thioridazine" (March 1975 issue) that com- 
binations of these drugs must be further investigated. Con- 
trolled studies to date have not proved that a combination of 
neuroleptics provides more efficacious treatment than each 
drug alone. However, negative biases, such as samples of 
patients refractory to any treatment or inadequate sample size, 
could account for the inability to reject the null hypothesis. 

We try to avoid using drug combinations in our clinic. None- 
theless, of 117 schizophrenic outpatients receiving fluphenazine 
enanthate, 58 are presently receiving another neuroleptic, usu- 


> 


ally chlorpromazine or thioridazine. We have found pragmati- 
cally that this combination is of value in insomnia. Of greater 
theoretical interest is the observation that extrapyramidal reac- 
tions not entirely controlled by antiparkinsonian drugs are re- 
sponsive to neuroleptic combinations. We think this is due to 
the effect of the drug combination on the cholinergic-dopamin- 
ergic balance. 

It should be added that 112 of these 117 patients are receiving 
the antiparkinsonian drug procyclidine. Attempts to withdraw 
the drug after two to three months have usually failed. This 
does not support findings from controlled studies in the U.S. 
and Great Britain that antiparkinsonian drugs can be with- 
drawn in 82 percent (2) and 92 percent (3) of patients treated 
with neuroleptics. However, our results cannot be explained by 
polypharmacy practice, since antidepressant drugs, minor tran- 
quilizers, or hypnotics are never prescribed for schizophrenic 
patients. We consider depression to be part of the schizophrenic 
picture. Consequently we do not prescribe antidepressants but 
instead increase the dose of neuroleptics. Minor tranquilizers 
and hypnotics are not needed if the neuroleptic drugs are given 
as a single dose before bedtime. 
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Successful Treatment of Night Terrors 


Sir: “The Treatment of Night Terrors Associated with the 
Posttraumatic Syndrome" by John R. Marshall, M.D. (March 
1975 issue), reminded me of similar clinical experiences I have 
encountered over the past few years. In 1966 I reported on 


seven cases of night terrors in children, all of whom responded ` 


very promptly by complete cessation of the sleep disturbance 
when given the appropriate morning and noon doses of methyl- 
phenidate (1). Since that time, I have seen three other children 
with this problem; two of them responded similarly to methyl- 
phenidate. The third, a girl who was 4 years and 9 months old, 
had had a marked sleep disturbance since 4-5 months of age. 
For the 42 months before she was seen she had had nearly 
nightly episodes of angry, confused, frightened behavior usually 
associated with wetting the bed. Disorganized episodes of bel- 
ligerent, fearful behavior lasted 20 or 30 minutes, and some- 
times there was more than one such episode a night. She did not 
respond favorably to methylphenidate, but her sleep became 
normal with 25 mg of imipramine given at bedtime. We have at- 
tempted to reduce and then stop the imipramine on two occa- 
sions in the past 6 months only to have the sleep disturbance 
promptly recur. Now at 7 years, | month she is sleeping nor- 
mally, but still takes 70 mg of imipramine nightly. 

It is reported that diazepam has a favorable effect on night 
terrors, possibly because it significantly reduces the amount of 
Stage 4 sleep. I am not aware of EEG studies on night terror 
patients, adult or children, who have been given methylpheni- 
date. The response of my patient to imipramine was so satis- 
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factory and so much like the prompt satisfactory response oi 


the other children to methylphenidate that J thought it should 


be made known to clinicians and researchers as a possible addi- . 


tional clue as to the basic disturbance of neurophysiology in 
night terrors. It seems curious that daytime administration of 
methylphenidate, a drug with a very short half-life, so regularly 
has a very prompt beneficial effect on night terrors. The patients 
I have seen have been symptom free for many months, but the 
night terrors recurred in two cases and were again brough: 
promptly under control with a modest (25 percent) increase in 
the dose of methylphenidate, again given only in the morning 
and at noon. | 
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Parental Class and Attitudes Toward Delinquent Children 


Sig: In their very informative article, “The Treatment of 
Adopted Versus Neglected Delinquent Children in the Court: A 
Problem of Reciprocal Attachment?" (February 1975 issue), 
Dorothy Otnow Lewis, M.D., and associates very cogently dis- 
cussed a variety of possible factors leading to harsher judicial 
treatment of the adopted delinquent child. I would be interested 
in their comments on the possibility that the parental rejection 
they describe might be related to unspoken class-determined at- 
titudes toward criminality itself. Since the majority of the adop- 
tive parents were middle-class whites, it might be that their lack 
of support for their adopted delinquent children is not at all a 
paradox but is due to ideals and cultural standards that would 
make it quite difficult for them to be openly loyal to a “crimi- 
nal" child. Such parents might indeed find social deviance toler- 
able when defined as psychological illness but intolerable when 
professional psychological assistance failed and the deviance 
came to the judicial system and was thus redefined as delin- 
quency. 

This does not imply that the other factors described by the 
authors, especially the formation of tenuous parent-child at- 
tachments, do not play a profound role in the eventual outcome. 
However, I would question whether equally profound differ- 
ences exist in the attitude of different socioeconomic groups as 
to which deviations are more acceptable, especially since a large 
number of the neglecting parental group had criminal records 
themselves. One might expect these parents, at the least, not 
only to be more accepting of criminal behavior but more prone 
to spring to the defense of their children against the same sys- 
tem of justice by which they themselves had once been pun- 
ished. I would be curious as to whether the authors felt that the 
two sets of parents had distinctly different general coping styles 
in this same situation, with the rejecting adoptive parents using 
avoidance and perhaps a projection of their own unconscious 


antisocial wishes onto the adoptive child and the neglecting par-~ 


ents using rationa_ization to deal with their own behavior and a 
projection of blame onto the judicial system, which they might 


see as an agent attacking the children they apparently neglected - 


so profoundly in reality. 


JOHN J. STINE, M.D. 
New Rochelle, N.Y. 
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Drs. Lewis and Balla Reply 


Sir: Dr. Stine’s letter extends the interpretation of our find- 
ings and raises several interesting issues. While middle-class 
adopting parents were often nonaccepting of criminal behavior, 
it should be stressed that almost all parents of delinquents truly 
disapprove of antisocial behavior. We did not find disapproval 
of criminality to be a class-bound phenomenon. It is worthy of 
note that in some of the adopting families, the parents them- 
selves were responsible for labeling their children "criminal" by 
virtue of enlisting the aid of the police for behaviors which 
might have been handled differently. Thus, the delinquent label 
was not externally imposed by society, but rather emanated 
‘from the family itself. This tendency to call upon legal authori- 
ties to handle misbehavior, however, was not exclusive to the 
adopting parents. 

As far as could be ascertained, adopting parents were no 
more likely than neglecting parents to project unconscious anti- 
social wishes onto their children. It is extraordinarily difficult to 
measure and reliably report such material. Even so, in our gen- 
eral experience working with children and families at the court, 
we have found that such unconscious communication between 
parent and child was relatively rare—so rare that we have come 
to believe that such concepts as “superego lacunae" have been 
overemphasized in the delinquency literature. 

While the use of projection and rationalization was certainly 
apparent in many cases, the identification of defense mecha- 
nisms seldom did justice to the quality and severity of psycho- 
pathology in both the adopting and neglecting families seen in 
the juvenile court. We could not distinguish the two groups in 
terms of general unconscious coping styles. 

Perhaps the factors we emphasized in our paper, i.e., late 
adoption, poor physical condition of the child at the time of 
adoption, and possible intrinsic vulnerabilities of the child, help 
explain the ultimate willingness of adopting parents both to per- 
mit their children to be designated delinquent and to dis- 
associate themselves from the children. 


DoROTHY OTNOow Lewis, M.D. 
DAVID BALLA, PH.D. 
New Haven, Conn. 


Toward a More Medical Model? 


Sir: In these times, when psychiatry is going off in all direc- 
tions and trying to embrace all kinds of therapies and models, 
there appears to be a grave danger of complete loss of identity 
as a medical specialty or even as a useful science in the treat- 
ment of ailing humanity. It seems reasonable that before we 
completely abandon the medical model, we should have some 
idea what will replace it. To be effective, we must have some 
boundaries and sense of direction about what we are trying to 
accomplish. 

Psychiatry is trying to be all things to all people. If we con- 
E us on this path, psychiatry will become an amorphous mass 

ith its usefulness destroyed. 

A tion might be to draw in our perimeter and make psy- 
chiatry evermore medically and biologically oriented. We 
“could deal primarily_with psychotic and seriously neurotic 
patients and leave the less-serious neurotic adjustment and so- 
cial problems to psychology, social work, the clergy, or the 
courts, as appropriate. The respective~discipline or agency 
would then be legally responsible to the persón-for the therapy 
administered. It goes without saying that there should be cross- 
referral and that consultation should be common practice. ^: 


762 Am J Psychiatry 132:7, July 1975 


I see no other way than to narrow our boundaries, making 
each area responsible for its own efforts rather than trying to be 
all-encompassing. As long as drugs and other physical therapies 
are used, the medical model cannot be abandoned. 


SHELBY L. Hicks, M.D. 
Louisville, K y. 


AMA Discharges: Recommendations Still Evolving 


Sir: The letter from Antonio J. Dy, M.D. (March 1975 is- 
sue), on "Defining the AMA Discharge" purportedly represents 
recommendations from the Task Force To Study AMAs of the 
Utilization Review Committee of the Connecticut Mental 
Health Center. 

In fact, the work of this task force is still underway, and the 
task force has not yet made its recommendations to the Utiliza- 
tion Review Committee. That committee will be delighted to 
share its recommendations with your readers once they are 
presented to the staff of the Connecticut Mental Health Center. 

As part of our study, we have gone beyond the initial identifi- 
cation of 188 AMA cases and in-depth review of a sample of 20 
of them, the point at which Dr. Dy terminated his participation 
on the task force. 

Clinicians and unit chiefs associated with our outpatient serv- 
ices have subsequently been providing individual and adminis- 
tratively focused descriptions of how they perceive and use the 
AMA designation, a category of discharge that appears on our 
computerized discharge form. 

The final recommendations may indeed coincide with those 
expressed by Dr. Dy. And then again .... 


HULDA R. FLYNN, PH.D. 

Chairman, Task Force To Study AMAs 
Oscar D. WEINER, MSSA 

Chairman, Utilization Review Committee 
Connecticut Mental Health Center 

New Haven, Conn. 


A Redefinition of Hysteria 


Sir: In his recent overview of hysteria (December 1974 issue), 
Paul Chodoff, M.D., developed a number of themes not dis- 
similar to those expressed in my paper, “Hysteria: In search of 
the Animus" (1), which he apparently overlooked. 

Both of us commented in our articles on the pejorative impli- 
cations of the term, its elusive or “subterranean” journeys, the 
relationship between the use of the term and the attractiveness 
of the female patient, the tendency of “objective” studies to 
focus almost exclusively on female subjects, and the difficulty 
psychoanalysts are presently experiencing in pinning down the 
concept. 

In addition, Dr. Chodoff echoed my statement that the pres- 
ence of "good" hysterics suggests that there are also “bad” 
ones, but he failed to note that this might reflect a split among 
physicians in terms of countertransference (i.e., those who ap- 
prove versus those who do not) not unlike the presumed split 
among early Greek physicians (those who lured the uterus back 
gently with sweet smelling salts versus those who drove it back 
more punitively with foul smelling odors from above). 

Like a secondary plot in a novel, these themes occupy the 
background of Dr. Chodoff’s paper, yet he did not at any point 
suggest an explanation for characteristics that have always been 
associated with the concept of hysteria. In my paper, I demon- 
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strated from both a historical perspective and present-day 
trends the presence of five features which always are present 
when, the term “hysteria” is used: 1) association with sexuality, 
2) absence of diagnostic organic pathology, 3) a clinical picture 
marked by *'elusiveness," 4) emotional impact on the physician, 
and 5) a tendency, never really adequately explained, for the 
"syndrome" to be diagnosed more often in women. 

Given that psychiatry is essentially a male institution and 
carrying these themes forward (as my paper did in greater de- 
tail), a persuasive explanation of the five features can be 
presented by redefining hysteria as "behavior and symptoms 
that arouse unconscious sexual feelings in the observer." This 
would also shed light on Dr. Chodoff's emphasis on the impor- 
tance of the communicative aspect of hysteria. 
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Dr. Chodoff Replies 


Sır: I am sorry that Dr. Berger’s interesting article did not 
come to my attention when I was preparing my overview, since 
his observations are relevant to the themes developed therein. 
However, I cannot agree fully with his main thesis—that hys- 
teria can be defined in terms of the sexually toned counter- 
transference reaction produced in the observer or therapist by 
the behavior or symptoms of the hysteric. Strictly speaking, no 
patient should be labeled a hysteric unless it is made clear that 
the term is being used to refer to one of two different (though 
sometimes overlapping) conditions, hysterical personality and 
hysterical neurosis. It is in connection with the hysterical per- 
sonality that the production of sexual feelings in the observer 
(which may be quite conscious) are of diagnostic value, al- 
though I do not believe that they are the sole determinant of the 
diagnosis. Individuals manifesting a conversion symptom do 
not have this effect on those about them unless they also have 
hysterical personalities or are attractive young women who are 
likely to generate sexual feelings in male observers whatever 
their diagnosis. The relationship between many women or men 
with conversion symptoms (and they are at least as frequent in 
men) and their therapists is generally not at all sexualized. 

Incidentally, Dr. Berger’s statement in his article that the 
term "'hysteria" holds sway in psychoanalytic rather than other 
psychiatric circles is true only in reference to the hysterical per- 
sonality. Analysts are less likely than general psychiatrists or 
neurologists to come into professional contact with patients 
with the hysterical neurosis. 


PauL CHoporr, M.D. 
Washington, D.C. 


Methodology in Researching Disease Frequencies 


Sir: The article “Bipolar Affective Disorder and Alcohol- 
ism" by James R. Morrison, M.D. (October 1974 issue), is an 
example of a methodological procedure in the analysis of dis- 
ease frequencies and disease associations in hospitalized indi- 
viduals that may lead to erroneous conclusions (1). The statisti- 
cal aspects of the problem are not complex—the difficulty 
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usually lies in a failure to take into account what the numbers 
stand for. 

In order to test the hypothesis of a greater-than-chance assc- 
ciation of manic-depressive disease with alcoholism, Dr. Morri- 
son examined the diagnoses and the frequency of alcoholism in 
patients admitted during a 14-month period (1972-1973) to an 
acute care ward of a VA hospital. He then compared the fre- 
quency of alcoholism in patients with bipolar affective disorder 
with the frequency of alcoholism in all admissions, including the 
bipolar admissions and admissions for alcoholism as the 
presenting diagnosis. 

From this comparison, he concluded that "the data, how- 
ever, do not support a specific association between manic-de- 
pressive disease and alcoholism, inasmuch as the rate of alco- 
holism in the manic-depressive population studied [43.5 
percent] did not significantly exceed that for the entire psycniat- 
ric service [36.0 percent]." Moon and Patten (2) are cited as re- 
porting similar findings. However, Moon and Patten did not 
draw any conclusions as to association. 

The basic misconception here lies in confusing the proportion 
of patients in a hospital who have a given disease with the rate 
of occurrence of that disease in the general population or the 
association of that disease with another disease or condition. 

We would not expect 36 percent of the general population 
who have the same age and sex distribution as the manic-de- 
pressive patients to be chronic alcoholics. The pertinent com- 
parison to answer the question of whether or not there is an as- 
sociation between bipolar affective disorder and alcoholism 
would be between the percentage of these. patients also having 
alcoholism (43.5 percent) with either the percentage among 
patients with some other psychiatric disorder (this would pro- 
vide information on whether alcoholism was "specifically" re- 
lated to any other affective disorder) or with the percentage of 
the general population of the same age, sex, and socioeconomic 
status who are chronic alcoholics. 

The point is that the question of what percentage of patients 
with various psychiatric diagnoses also have alcoholism cannot 
be answered by comparison with the percentage of all psychiat- 
ric patients who are alcoholics. 
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MORTON L. Levin, M.D. 
Baltimore, Md. 


Dr. Morrison Replies 


SiR: Many factors, both intrinsic and extrinsic to actual dis- 
ease characteristics, may influence ill people to become patients 
and patients to become hospitalized. I agree with Dr. Levin that 
findings for a hospital-based population cannot be extrapolated 
to people in the general population. Clearly, an investigation of 
prevalence of the two conditions in a nonpatient population is 
needed to firmly establish the relationship(s) between them. 

I certainly did nat mean to imply that hospital-based data 
can be generalized to the general population, and I trust that 
others have not shared Dr. Levin's inference. 


JAMES R. MORRISON, M.D. 
San Diego, Calif. 
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Psychoanalytic Sociology: An Essay on the Interpretation of 
Historical Data and the Phenomena of Collective Behavior, by 
Fred Weinstein and Gerald M. Platt. Baltimore, Md., Johns 
Hopkins University Press, 1973, 122 pp., $8.50. 


In this compact and well-documented monograph the au- 
thors seek to move psychoanalytic theory beyond interpretation 
of individual behavior or family dynamics to the level of the 
larger social groups of which single families and individuals are 
a small fraction. In doing so they wish to show that their new 
theoretical position is in keeping with an orthodox evolution of 
psychoanalytic thought and not rashly heretical or unmindful of 
past and present psychoanalytic theory. It is a serious effort at 
the extension of psychoanalytic theory to sociology and builds 
chiefly on the work of Parsons and Erikson. 

Weinstein and Platt choose what they consider the more pro- 
gressive trends in psychoanalysis. However, for many analysts 
these trends would seem excessively skewed toward environ- 
mental forces. The authors’ most striking departures in this way. 
are their minimization of instinctual drives as hereditary givens 
and their suggestion that the environment of the family and 
larger social groups can mold the nature and direction of these 
instincts more powerfully than has been thought. 

Hartmann’s position regarding ego development is therefore 
rebalanced to give the environment the dominant role by far. 
The authors also criticize Erikson for being overly influenced by 
the ontogenetic-familial model, for having a focus "still down 
and in rather than up and out." In keeping with their focus on 
larger social factors, they look to "symbolic meanings" as 
molders of the personality rather than to “real object ties," 
which are seen as more appropriate in a therapeutic context. 
They continue Erikson's trend toward pushing personality de- 
velopment to later and later stages of life. 

Social forces are described as able to affect classes or groups 
of people *'at all levels of the personality and at any point in the 
life cycle," producing a variety of collective behaviors. The au- 
thors particularly wish to understand revolutionary activity and 
to accord respect to efforts at radical change rather than label 
them with such pejorative diagnoses as regressive behavior or 
acting out of oedipal anger in the streets rather than at home. In 
attempting to establish a theoretical tie between psychoanalytic 
theory of the individual and social forces, they argue that “new 
identities and new institutional structures" rather than just a 
spectrum of pathological expressions can arise out of individ- 
ual/social conflict. 

Weinstein and Platt recognize the need to test their theory 
through close study of historical events; this testing is still in the 
future. Psychoanalytic Sociology revises several positions taken 
in their last collaboration, The Wish To Be Free (1). They now 
see "radical activity" as caused not only by violation of the 
"morality" of a system of subordination to and nurturance by 
social authority, but also by the disruption of any internalized 
network of standards and expectations that has established psy- 
chic stability. 

Another beneficial modification places the origin of “new 
standards and expectations" in the external world because even 
the id is structured *'to a significant degree" by cultural and so- 
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cial influences. Radical change is evoked when all psychic-struc- 
tural levels are violated in terms of “internalized standards for 
ego activity and in terms of the ego’s standards for drive activ- 
ity." This development is toward a dominance of cultural and 
social forces over all levels of postulated psychoanalytic struc- 
tures, with less and less attribution of importance to constitu- 
tional factors. 

This investigation performs a rare service to “psycho- 
history,” which can be applauded even if one disagrees with its 
conclusions or wonders how this formulation will prove produc- 
tive when applied to a specific historical event. Weinstein and 
Platt methodically dissect the theory—-or lack of one—behind 
psychohistorical investigations of great artistry. With an enthu- 
siasm that cannot be obscured by their Parsonsesque prose, the 
authors detect psychohistorians’ quick and discontinuous shifts 
from individual psychology to **social forces." 

Although readers not nurtured in the psychoanalytic tradi- 
tion may not share the authors’ interest in carefully weighing 
how far the ego may encroach on functions once thought re- 
served to the id, they will certainly find value in an attempt to 
give some order to the many efforts to use psychology and soci- 
ology in history. 
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Psychoanalytic Concepts of Depression, 2nd ed., by Myer 
Mendelson, M_D. Flushing, N.Y., Spectrum Publications (New 
York, N.Y., Halsted Press, John Wiley & Sons, distributor}, 
1974, 340 pp., $15.00. 


Although psychoanalysts have contributed immeasurably to 
our understanding and treatment of depression, they have also 
developed concepts that are sometimes confusing and con- 
tradictory. Dr. Mendelson performs a valuable and welcome 
service by thoroughly and critically examining these concepts 
and integrating them with the continuing psychiatric contribu- 
tions to the subject. 

In “Mourning and Melancholia” (1), Freud cautioned that 
melancholia is not a unitary disorder and that somatic factors 
may be a major factor in some cases. The failure to recognize 
differing and multiple etiologies in depression and the failure to 
differentiate between depression as an affect, a symptom, and 
an illness have impeded our comprehensive understanding of 
this almost universal phenomenon. Dr. Mendelson stresses the 
need for nosological clarity and reviews past and present efforts 
in this direction, from the classification of Kraepelin to the most 
recent contributions in depth psychology, neurophysiology, and 
psychopharmacology. 

Dr. Mendelson’s analysis of the psychoanalytic concepts of 
depression is comprehensive and penetrating. He highlights the 


major contributions of important investigators in this field and 
delineates the similarities, differences, and contradictions in 
their points of view. 

Abraham emphasized orality and hostility. Freud stressed 
self-reproaches and regressive identification with an ambiva- 
lently loved object. For Rado, melancholia was a drama in 
which there is an attempt to bolster self-esteem by extracting 
narcissistic supplies from a loved object through expiation of 
guilt. Gero stressed narcissistic hunger. Melanie Klein attrib- 
uted depression to the failure to work through the infantile de- 
pressive position. Cohen viewed it as a result of failure of rela- 
tionships with parents, and Beck emphasized the cognitive 
defect. 

Bibring observed that loss of self-esteem in depression is an 
ego response associated with the frustration of narcissistic aspi- 
rations not only at the oral level but at all levels of psychosexual 
development. Jacobson, whose contributions Mendelson be- 
lieves are most significant, also emphasized loss of self-esteem, 
but she added a good deal by her careful delineations of the 
multiple factors that influence the development of self and ob- 
ject representations, from the early stages of fusion of self and 
object to the establishment of firm and realistic images of self 
and object. Her explication of the role of fixation on or regres- 
sion to primitive representations has broadened our under- 
standing of depression. 

Although Dr. Mendelson acknowledges the impressive clini- 
cal contributions of such concepts as aggression, introjection, 
guilt, and orality, he also indicates how an inappropriate adher- 
ence to some of these concepts has limited our comprehension. 
The issue of depression in children is a case in point; he dis- 
cusses this matter in detail. He is particularly critical of some 
metapsychological assumptions that are invoked to explain 
clinical phenomena. In his critique he draws on the work of ana- 
lysts who, although working in the mainstream of psychoanaly- 
sis, have questioned the validity of energic concepts especially 
and who have stressed the unfortunate consequences of the ten- 
dency to reify structural concepts. 

The debate about these and other issues, Dr. Mendelson be- 
lieves, has broadened our perspective so that we now recognize 
that depression is a multifaceted disorder that results from the 
interaction of a variety of psychological as well as somatic fac- 
tors. Because Dr. Mendelson believes that psychogenic and 
etiological somatic components coexist to varying degrees in 
cases of depression, he looks forward to the increased collabo- 
ration of psychoanalysts, neurophysiologists, and psycho- 
pharmacologists because the true understanding and treatment 
of depression depend on the coordination of these approaches. 
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Social Psychiatry, vol. 1, edited by Jules H. Masserman, M.D., 
and John J. Schwab, M.D. New York, N.Y., Grune & Stratton 
( Harcourt Brace Jovanovich), 1974, 191 pp., $13.50. 


This book deserves attention as the first in what is to be a se- 
ries of annual volumes from the American Association for So- 
cial Psychiatry. It is thus both a contribution in itself and a har- 
binger of things to follow. 

The potential for worth is considerable. That mankind is at 
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present in the midst of many serious predicaments goes without 
saying. In the field of health we suffer from failures in primary 
care and primary prevention. These failures are in part due to 
insufficient biomedical knowledge and in part to problems of 
organization, including our lack of knowledge of individual psy- 
chology and social process. If clinical psychiatry has the oppor- 
tunity to serve mankind through the linking of biomedical and 
psychological fields, social psychiatry has the opportunity to 
bring the social sciences into the synthesis and so, hopefully, to 
aid in attacking some of the predicaments. 


There are, however, certain obstacles to be noted. As in dy- 
namic psychiatry, so in social psychiatry there are temptations 
toward philosophical expansion that can get out of hand. Theo- 
ries easily become dogma, and polemics readily take the place 
of reasoned analysis based on data. Moreover, there are always 
admiring audiences ready for a soothsayer; the more troubled 
the times, the greater the demand, it would seem. Hence one 
can with great facility slip into spending one's time blowing 
trumpets and proclaiming wisdom rather than seeking it. 

The present volume, unfortunately, contains too much of the 
fife and drum, but it also has some articles of substance and in- 
terest to offer. I shail direct attention mainly to these. 

Scope and flavor can be indicated by the titles of three of the 
four parts into which this book is divided: part one, Con- 
cordance Versus Discord in Human Behavior, part two, Social 
Psychiatric Problems of the Vietnam Veteran, and part three, 
Current Issues in Social Psychiatry. There is a fourth part titled 
Social Psychiatry Abroad, but since this consists of onlv nire 
pages, it can be regarded mostly as hope for the future. 

Part one assumes that social psychiatry, among other dis- 
ciplines, has reason to be concerned about harmony among hu- 
man beings. Two chapters are attractive for suggesting steps 
that can be taken to promote concordance. Ralph Tyler's *Edu- 
cation: An Optimistic View" describes contemporary ideas 
among educato-s and presents a model that involves condi- 
tioning and stucent-directed learning, thus taking into account 
both technique and respect for individual motivation. This ap- 
proach, he believes, holds promise of guiding children toward 
being “socially responsible, humane and self-renewing." 

Bryant Wedge's "Citizen Conciliation: A Program fer Na- 
tional and International Conflict Resolution” presents an ap- 
proach for disentangling adults locked in hostilities, especially 
the people who represent constituencies. This approach is based 
on Wedge's previously published model for intercession in inter- 
group conflict and is described in terms of five steps ar.d two 
major rules. In essence, the conciliator acts as a catalyst by pro- 
moting discovery of advantages in common action between 
groups involved in conflict. Although, as the author says, the de- 
mands are rigorous, the proposal has the great advantage of 
being accessible to evaluation because of its stepwise character 
and specific goals. We can hope that it will be given many trials, 
with evaluation built carefully into each. 

In part two, which deals with the Viet Nam veteran, impres- 
sions from case studies and clinical experience are presented in 
the first chapters. These have the asset of sketching the dimen- 
sions of the pro»lem area, of giving the reader a feeling for what 
it is all about, and of creating a basis for a preliminary defini- 
tion of issues. This is exemplified in “The 'I-Don't-Carz' Sol- 
dier" by Larry Heinemann and in “A Loss of Boundaries” by 
Charles J. Levy. The problems of the prisoners of war and their 
families are taken up by D. Earl Brown and Edward J. Huycke. 
Donald C. Greaves, in “The Invisible Vietnam Veteran,” gives 
attention to drug abuse; he sees the veteran, like other young 
people, responding to a gigantic put-down by the larger society. 
He asks if we, the members of that society, hear the message. 
This grating cliff-hanger, with its echo of popular rhetoric, fails 
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to spoil an informative chapter. 

Marc J. Musser, Charles A. Stenger, and Joseph Baker write 
about “Psychosocial Rehabilitation of the Vietnam Era Veter- 
ans in the Veterans Administration Health Care System.” They 
are in basic agreement that today’s veteran is like other mem- 
bers of his generation but unlike the veterans of former wars. 
Like students on college campuses, the Viet Nam veteran is re- 
sistant to authority and feels strongly the right to know and 
have a voice in matters that affect him. What is distinctive 
about this article is the degree to which its views are based on 
systematically compiled data and on numerous research 
projects designed to reveal the salient characteristics of the Viet 
Nam veteran. The authors do not stop with description, how- 
ever. They outline the response of the Veterans Administration 
in terms of a redesigned approach to treatment. This empha- 
sizes resocialization and makes sense in terms of both the vet- 
eran’s felt needs and what is known about social process and 
psychosocial adjustment. 

Part three, as the title hints, 1s the section in which the editors 
group articles on such disparate topics as fertility, abortion, and 
the rights of mental patients. Two of the chapters are out- 
standing and useful reports of quality research. H. Warren 
Dunham's “Social Causation and Social Selection Theories of 
Schizophrenia” is a clear, factual, and balanced presentation of 
an issue about which a good deal of passionate nonsense has 
been uttered. 

The debate is between proponents of the sick individual and 
proponents of the sick society, with much bandying about and 
reification of psychodynamic theories and such sociological the- 
ories as social causation and social selection. Social causation 
theory is just what the term implies: the ailing society causes 
schizophrenia. Social selection theory places the cause of the 
disorder primarily in the individual and explains the greater 
prevalence of schizophrenics in lower socioeconomic situations 
as the result of interaction between social processes and the in- 
dividuals with the disorder. Dunham presents the epidemiologi- 
cal evidence and discusses it in terms of both theoretical orien- 
tations. He tells us which theory he favors (social selection) but 
is forthright in stating that the issue still awaits the crucial test. 

The paper by John Schwab, “Perception of Social Change 
and Depressive Symptomatology,” comes from a major epide- 
miologic study the author is conducting in the southeastern 
United States. The article is excellent for its attention to keep- 
ing goals, methods, results, and interpretations sorted out. It 
shows that the relationships between perceptions of social 
change and depressive symptoms are too complex to be fitted 
into any simplistic theory of stress and reaction to stress. 

Schwab puts forward the interpretation that depression may 
be semiadaptive to stress for the individual because it insulates 
him against excessive stimulation but that it may be maladap- 
tive for the society because it constitutes a barrier to taking con- 
structive social action. This is in keeping with the results of 
other studies, which suggest that the malfunction of social sys- 
tems and the prevalence of psychiatric disorders have a rein- 
forcing relationship. If this is true, social psychiatry needs to be 
concerned with more than the effects that social and cultural 
processes have on mental health. It means that an equally large 
and significant field is the study of the effect of mental illness on 
social and cultural processes. 

The book is a slender volume, only 191 pages plus indices. 
Despite unevenness, it has hold of a number of vital themes and 
makes one hope that future volumes will build on the strengths 
of this one. 


ALEXANDER H. LEIGHTON, M.D. 
Boston, Mass. 
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Overview of the Psychotherapies, edited by Gene Usdin, M.D. 
New York, N.Y., Brunner/ Mazel, 1975, 204 pp., $8.50. 


Monographs are often created for specialized audiences in 
order to bring essential information to them with a minimum of 
wasted reading time. Overview of the Psychotherapies is the 
sixth in a series issued by the American College of Psychiatrists 
and is singularly successful in presenting to the busy practicing 
clinician the best thoughts of our leading investigators on this 
vexing and complex subject. 

Most of us are puzzled by the strident claims and counter- 
claims of the many psychotherapists representing schools both 
old and new and by the many new therapeutic modalities. There 
are literally hundreds of competing voices and dozens of sophis- 
ticated books on the measurement of change and the evaluation 
of the various psychotherapies. 

It is not an accident that this volume, like its five predeces- 
sors, has attained a high level of excellence. The choice of con- 
tributors, who are among the very best workers in the field of 
evaluating psychotherapies, guarantees the accuracy and trust- 
worthiness of the text. This volume may become one to be cher- 
ished, not only as a reference along with other books on psycho- 
therapy, but as a review source for the therapist faced with the 
decision of whether to use behavioral modification, pharma- 
cotherapy, psychoanalysis, group therapy, or marital therapy. 

The combined efforts of Hyman Muslin, Jerome Frank, John 
Nemiah, Ann Brinkley-Birk and Lee Birk, George Saslow, 
Shervert Frazier, and Peter Martin give us a superb synopsis of 
the major issues in psychotherapy as well as practical methods 
of application of these varied systems of helping distressed 
people. The last essay, “A Biometric Approach to Diagnosis 
and Evaluation of Therapeutic Intervention in Schizophrenia” 
by Joseph Zubin, is an additional reward for the busy reader. 
Originally given as a Stanley R. Dean Award Lecture, it is a 
masterpiece of scholarship covering four decades of clinical and 
laboratory research. One can learn here a great deal about this 
most challenging of all mental disorders and get a considerable 
perspective on current developments. Zubin’s bibliography is 
valuable, as are most of those furnished by the other authors. 
This is surely a “must” book for working practitioners, and we 
can be grateful to the authors, the editor, and the publisher for 
making these essays available. 


HENRY W. Brosin, M.D. 
Tucson, Ariz. 


Minutes of the Vienna Psychoanalytic Society, Vol. IV: 1912- 
1918, edited by Herman Nunberg and Ernst Federn. New York, 
N.Y., International Universities Press, 1975, 313 pp., $20.00. 


With publication of the fourth volume of the Minutes of the 
Vienna Psychoanalytic Society, this historically important se- 
ries comes to a conclusion. Here, as in the preceding three vol- 
umes, are to be found early formulations of Freud's and others' 
ideas that later were elaborated and clarified and became the 
fundamental concepts (not always unchanged) of psycho- 
analytic theory and practice. This final volume also contains 
“The Attendance Book," which is the roster of members of the 
society from 1910 to 1914, addenda to volume II], errors and 
their corrections for volumes I through HI, and a most compre- 
hensive index to all four volumes. 

The index is divided into two parts. The name index allows 
the student, researcher, scholar, teacher, or clinician to quickly 
find page references to all of the people mentioned in this collec- 
tion as well as specific works and topics associated with some of 


the named individuals. The subject index is comprehensive and 
successfully complements the name index. 

The first volume of the series began with a report of the scien- 
tific meeting held on October 10, 1906. The group was then in 
its fifth year. Reports of earlier meetings are not available. As 
noted in the initial volume, when Freud left Vienna in 1938 he 
entrusted the original manuscripts of the Minutes of the Vienna 
Psychoanalytic Society to Dr. Paul Federn. When Federn fol- 
lowed Freud into exile he took the minutes with him, thus sav- 
ing them from destruction by the Nazis and making the publi- 
cation of the four volumes possible. Federn's son, Ernst, and 
Herman Nunberg, a pioneer psychoanalyst, have edited all four 
collections of the published minutes. 

The meetings, originally called the.Psychological Wednesday 
Evenings, were held in Freud's apartment. Later they became 
known as the Wednesday Evening Meetings, and when the 
group became the Vienna Psychoanalytic Society in 1908, tra- 
dition was maintained in that the meetings were still held on 
Wednesday evenings. In 1910, the meetings were moved from 
Freud's private apartment to the College of Physicians. 

Many were the topics discussed at the meetings, diverse were 
the backgrounds of the participants, and active was the process 
of discussion of the papers, books, articles, and original contri- 
butions presented. As one reads the reports and observes the at- 
tendance lists, one can notice changes in membership as well as 
viewpoints and emphases that later became historical turning 
points in the history of psychoanalysis and its founders. 


One reads of Freud's masterful guidance, teaching, tolerance 
for differences, and perceptive and constructive criticism when 
he felt particular assertions by specific participants were in er- 
ror. These minutes constitute necessary comparisons for any 
biographical studies of Freud and his students and for any at- 
tempts to study the development of psychoanalytic thought and 
its contributions to the history of man's development and his 
scientific ideas. 

A study of these minutes reveals that the early pioneers saw 
more in psychoanalysis than a method of treatment or a theory 
of psychopathology. They understood man to be a social being, 
a biological entity, a creator of works of art, literature, religious 
belief systems, and social institutions. They therefore concerned 
themselves with many topics, such as anthropology, sociology, 
and philosophy. There were debates about the relationship of 
biological, social, and historical factors in the development and 
functioning of the individual as well as of mankind. 

Study of the minutes reveals the many changes that occurred 
in the Vienna Psychoanalytic Society over time. From a small, 
little-known group evolved the influential Viennese Society and 
the International Psycho-Analytical Association. Of the origi- 
nal Wednesday evening group, only Federn, Hitschmann, and 
Sadger remained to the very end, 1938, when Hitler occupied 
Austria and the society was dissolved. In volume IV, the min- 
utes of this momentous meeting of March 20, 1938, report the 
last meeting of the original Vienna Psychoanalytic Society. The 
commissioner appointed by the Nazi Party met with Ernest 
Jones, Princess Marie of Greece, Anna Freud, Carl Muller- 
Braunschweig, Federn, Hitschmann, E. Bibring, H. Hartmann, 
E. Kris, R. Waelder, W. Hoffer, and several others to arrange 
for the transfer of the rights, obligations, and assets of the 
Vienna Psychoanalytic Society to the German Psychoanalytic 
Society. 

In this final volume we find many gems, such as concluding 
discussions of masturbation. These reports augment those in 
volume HI and end with Freud’s “Epilogue to the Discussions 
on Masturbation" read at meeting 170 on April 24, 1912. Addi- 
tional presentations and discussions by Freud, Federn, Sadger, 
Tausk, Reik, Sachs, Hitschmann, Rank, Bernfeld, and others 
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make this final volume a rich clinical, theoretical, and applied 
psychoanalytic contribution in its own right. 

One finishes the reading with a sense of sadness and ncstal- 
gia—an era was over historically and conceptually. However, 
despite the loss that comes from change, one also observes the 
gains. Today's contributions are possible because of the work of 
our predecessors. We can learn from them, we can learn zbout 
them, and we can learn about ourselves. 


GEORGE H. PorLock, M.D., PH.D. 
Chicago, lll. 


Sex Differences in Behavior, edited by Richard C. Friedman, 
M.D., Ralph M. Richart, M.D., and Raymond L. Vande Wiele, 
M.D. New York, N.Y., John Wiley & Sons, 1974, 488 pp., 
$25.00. 


This book contains the proceedings of a conference spon- 
sored by the International Institute for the Study of Human 
Reproduction of Columbia University. The papers deal with the 
nature and possible causes of sex differences in human and ani- 
mal behavior. A distinguished group of specialists from various 
disciplines present and discuss their recent studies on the effect 
of biological and social factors on the development of male and 
female sexual functioning and gender identity. It would be diffi- 
cult and inappropriate in a short review to single out individual 
papers, but some general themes may serve to indicate the 
scope of this volume. 

A large portion of the book is concerned with differential sex- 
ual behavior, particularly the effect of prenatal and postnatal 
endocrine levels and stress on this differential behavior. Varying 
in details from species to species, androgens at critical prena:al 
and perinatal periods appear to determine masculinizazion of 
morphology and behavior, regardless of the genetic (chromoso- 
mal) sex of the animal. Prenatal stress alone, possibly mediated 
by pituitary action, may result in feminized behavior but not 
morphology in male offspring of rats. One metaphor used by 
various authors is that the level of prenatal androgens may pro- 
gram or organize the tissues and indeed the brain, while similar 
hormones in acult life activate them. 

Differential sexual behavior is either aggressive or copulatory 
in lower animals; in primates, particularly humans, the observa- 
tions are more complex. They involve rearing experiences, par- 
ent-child interaction, and social role determination. The differ- 
ences noted in humans include tomboyishness in girls with 
adrenogenital syndrome; greater irritability in male infants and 
greater responsiveness to social stimuli in female ones; delayed, 
more intermittent, and more inhibited genital awareness in girls 
than in boys during the second year of life; and superiority of 


girls in verbal skill and of boys in spatial tasks. 


Another group of papers is concerned with gender identity 
and its relationship to parental labeling and early object rela- 
tionships. In these reports, core sexual identity, with its varia- 
tions of transsexualism, transvestitism, homosexuality, and het- 
erosexuality, is distinguished from the possibly hormonal and 
probably socially reinforced gender-role behavior of masculine 
or feminine, although the two may sometimes be related devel- 
opmentally. 

The transcribed discussions following each section, which are 
concentrated and conducted on an in-group level, may upset 
and confuse many readers. Nevertheless, some of the pene- 
trating comments and doubts that are expressed serve the im- 
portant function of making it clear that there is still no com- 
pletely workable synthesis of human and animal observations. 
Nor is there yet a completely adequate description of the inter- 
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action of biological determinants and behavioral differences, 
each acting as both cause and effect in the dynamic process of 
psychosexual development. Unanswered also are questions as 
to the nature of chemical receptors and neurological function 
and dysfunction involved in sexual behavior; indeed, a dis- 
cussion of the XYY syndrome raises the question of chromoso- 
mal influence on brain function independent of hormone level. 

Despite the necessarily tentative nature of many of its formu- 
lations and despite some repetition in the material presented be- 
: cause of its format, this volume will acquaint the psychiatrist 
with new areas of investigation important to his or her thought 
and practice and not readily available elsewhere. It deserves 
looking into by all. 


JOHN D. RANER, M.D. 
New York, N.Y. 


Annual Review of the Schizophrenic Syndrome, Vol. 3: 1973, ed- 
ited by Robert Cancro, M.D. New York, N.Y., Brunner/Ma- 
zel, 1974, 571 pp., $17.50. 


Hundreds of papers on schizophrenia flood the journals each 
year, more than any of us can read, much less assimilate. Once 
again this excellent series provides a selection of the best new 
articles on the subject. The reader can learn and study without 
swimming around aimlessly and unprofitably through a great 
quantity of literature, much of which is sadly polluted anyway. 

This year 30 articles are reprinted from the literature of the 
18 months before January 1973. Two previously unpublished 
papers are also included, most notably a lecture by Theodore 
Lidz on his family theory of schizophrenia. As in the past, the 
editor, assisted by 1] expert advisers (Steven Matthysse, a bio- 
chemical specialist, has been added this year), presents studies 
dealing with classification, theory, cognition, attention, per- 
ception, biochemistry, psychophysiology, genetics, society and 
development, family, prognosis, and treatment. The whole spec- 
trum of work in schizophrenia is surveyed. 

Most of the papers are excellent; only a few seem out of place 
in this uniformly good book. About a third of the contributions 
are original research efforts; the greater part of the papers in- 
cluded are critical reviews and thoughtful articles of other sorts 
that give a good overview of current investigation, bibliographic 
guidance for further reading, and a clear sense of the increasing 
sophistication and specificity of research design. 

William Pollin contributes an elegant paper on the pathogen- 
esis of schizophrenia. He draws on recent studies of amine me- 
tabolism, twins, and stress, closely reasoning out a hypothesis of 
vulnerability and suggesting some experiments. This precedes 
and in a way introduces the biochemical section of the book, 
which includes 5 articles this year. The first is a discussion bv 
Seymour Kety of the various hypotheses for biochemical vul- 
nerability. For instance, there is evidence that phenothiazine 
and butyrophenone compounds inhibit neuronal receptor sites, 
which are the targets of dopamine and other catecholamine 
neurotransmitters. Amphetamine seems to compete for these 
same receptor sites, a fact of great interest when one considers 
the clinical resemblance between amphetamine psychosis and 
acute schizophrenic psychosis. 

Dopamine and other brain catecholamines are obviously of 
great research interest. Clinicians will share a sense of height- 
ened expectation now that the interaction of brain compounds, 
major tranquilizers, and such psychotoxic agents as ampheta- 
mine are more and more precisely understood. 

There are fewer psychophysiological papers this year (there 
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were 5 in the 1972 edition). Heath's study showing that behav- 
iorally disturbed monkeys raised in isolation have electroen- 
cephalographic abnormalities in the limbic system, cerebellar 
sensory relay nuclei, and somatosensory thalamus adds to the 
accumulating evidence that early perceptual-social deprivation 
leads to measurable disturbances in brain function and struc- 
ture. 

Year after year Rosenthal, Wender, Kety, and associates 
publish fine studies from the National Institute of Mental 
Health in which hereditarv and environmental components of 
schizophrenia are painstakingly separated. This year their pa- 
per on the adopted-away offspring of Danish schizophrenic 
patients appears, adding evidence that heredity plays a signifi- 
cant role in the etiology of the schizophrenias, both schizoid and 
borderline states. Last year James Shields's paper on concepts 
of heredity for schizophrenia was included, and this year he and 
Gottesman report their study of 57 sets of twins. They show 
that psychiatrists from various widely separated centers can 
agree on diagnosis when terms are carefully defined. They con- 
clude that the concordance rate in monozygotic twins is 46 per- 
cent. 

The repeated finding tha: genetically identical twins are not 
concordant for schizophrenia in at least half of the cases is lead- 
ing to a concentrated search for the additional factors necessary 
for the appearance of the schizophrenic phenotype. Family 
studies are an important part of this search, and, as Cancro 
points out, they are becoming increasingly sophisticated, al- 
though the perennial difficulty of teasing apart the genetic and 
environmental contributions to psychosis vulnerability persists. 

Loren Mosher's excellent article in last year's number of this 
series, in which identification, thinking styles, psychopathology, 
and other factors in families whose identical twins were dis- 
cordant for schizophrenia were studied, set a standard difficult 
to surpass. This year Bastiansen and Kringlen's study of 70 off- 
spring of two parents who were psychotic has been republished. 
They found that although fewer than half of the offspring were 
emotionally disturbed, only 19 percent had developed an actual 
psychosis, a curious finding in view of the fact that the subjects 
were singularly disadvantaged, both genetically and environ- 
mentally. On the presumption that stress is etiologically signifi- 
cant, we need to understand with much greater specificity what 
stresses occurring at what point in development combine with 
genetic factors to render someone vulnerable to schizophrenia. 

Imura and his colleagues present an interesting paper that 
studies the empathic capacities and limitations of families with 
a schizophrenic member. Although this paper leaves something 
to be desired methodologically, it is of interest in that it concen- 
trates on emotional distance and closeness instead of the formal 
aspects of language and cognition. 

Lyman Wynne and Theodore Lidz are each represented this 
year; their papers will interest every clinician. Lidz discusses the 
importance of parental egocentricity in producing disturbances 
of self-object differentiation. How specific the parental narcis- 
sistic invasion of the child's personality may be for schizophre- 
nia remains to be demonstrated, but there can be little doubt 
that the family pathology Lidz describes grossly interferes with 
the capacity of a child to separate himself from his parents with 
the sense that he can be worthwhile and still autonomous. The 
points made in this paper throw a good deal of light on the psy- 
chopathology of borderline, suicidal, and depressive states as 
well as on schizophrenia and can inform the work of every psy- 
chotherapist. 

Under the rubric of prognosis are further noteworthy papers. 
Cancro and others have found that reaction time in acute schiz- 
ophrenia is an excellent predictor of the length of hospital stay. 
Those patients who showed retardation in response to light and 


sound stimuli were likely to remain in the hospital longer. Geof- 
frey Wallis of London discusses his follow-up study of 512 
schizophrenic patients invalided from the Royal Navy. By ex- 
amining records in advance he determined that three-quarters 
of the patients had suffered some significant stress in the two 
months before collapsing. After tracing down 96 percent of his 
sample, he confirmed the common impression that this kind of 
history is a favorable prognosticator. The tenacity and in- 
genuity with which so many of the scattered patients were 
traced down give this paper the ring of a detective story. 

The last section consists of 4 papers on treatment. Feinsilver 
and Gunderson weigh the evidence for psychotherapy's value 
in schizophrenia. They find that only five studies with controls 
have been published to date, all of which have serious method- 
ological difficulties, and that the case is really not yet in. This 
paper discusses the methodological problems interestingly and 
in detail. An impressionistic piece urging early lobotomy in 
schizophrenia by Walter Freeman is also included. The editor 
specifically repudiates this recommendation but states that the 
paper is included out of a sense of fair play. Mosher discusses 
recent trends in the psychosocial treatment of schizophrenia in 
a useful way, with asides for those who would carry out future 
research. 

The promise this annual showed three years ago when the 
first number was published has once again been fulfilled. Rising 
production costs no doubt account for some sacrifice in the 
quality of the binding, but the book is still sturdily put together, 
and, once again, there is an index. 


JoHN T. MALTSBERGER, M.D. 
Belmont, Mass. 


Research Strategies in Psychotherapy, by Edward S. Bordin. 
New York, N.Y., Wiley-Interscience (John Wiley & Sons), 
1974, 258 pp., $16.95. 


The jacket tells us that this book was written for researchers 
and potential researchers. It should be read by therapists and 
potential therapists. 

Any therapist mature enough to be free from the politics of 
ideology and the need for defensive self-justification frequently 
gives his or her techniques a critical reappraisal. One may not 
often need to ask such general questions as "Is what I am doing 
worthwhile?" or “Would another method of therapy work bet- 
ter for this patient than the one I chose?" However, one can 
scarcely review the interactions of a single therapeutic hour 
without being confronted with a number of questions about the 
process and without wondering whether some of the things done 
or not done, said or left unsaid, make a difference. 

The final answers are not here. One would not expect them to 
be. However, Professor Bordin gives us a thorough review of 
the methods that have been used to investigate therapeutic out- 
come and process and suggests strategies for furthering the sci- 
entific appraisal of psychotherapies. The emphasis is on broad 
strategies rather than on the finer tactical points of research de- 
sign. The discussion of major theories and techniques (psycho- 
analysis, neoanalytic methods, client-centered therapy, and be- 
havior therapies) adheres to the terms and basic assumptions of 
each. 

The first four chapters are devoted to methodological issues; 
the remaining five to the present state of knowledge. These two 
main parts of the book are of equal interest. There is a bibliog- 
raphy of about 700 references and an adequate index. 

Very possibly, a good bit of scientific thought is inexpressible 
in continuously simple language, but one wishes the author had 
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tried a little harder. Nevertheless, he has enough to say that is 
worth saying to make his occasionally pedantic prose excus- 
able. About the cnly other flaw in this excellent monograph is 
that the author now and then gives serious attention to a study 
that ought never to have been published in the first place, let 
alone to be taken seriously. 


MERRILL T. EATON, M.D. 
Omaha, Neb. 


The Realization of Death: A Guide for the Psychological Au- 
tapsy, by Avery D. Weisman, M.D. New York, N.Y., Jason 
Aronson, 1974, 291 pp., $10.00. 


A recent editorial (1) in a prominent medical journal sardoni- 
cally observed, "It is much too easy to write about deatn.... 
Perhaps because it is so easy to write about dying, so much is 
written about it without saying anything new." Dr. Weisman, 
the most eloquent and profound spokesman in the field of than- 
a:ology today, persuasively refutes these sentiments in his latest 
book on death, as he has done so well in his previous writ- 
ings (2, 3). He is fully aware that the study of death and dying is 
in vogue these days, as shown in the following statement: 


We are also finding a tendency to glamorize death; it is 
the new chic topiz. I notice that the people who find death 
so glamorous often forget that people are very sick before 
they die, that people may be killed in vastly brutal ways. 
Death as a new chic may mask reality just as effectivelv as 
the older systematic denial we rail against. (pp. 138, 139) 


The major thrust of The Realization of Death is on the use of 
the psychological autopsy, a device by which psychosocial fac- 
tors surrounding an individual's death receive the same kind of 
attention that anatomical lesions do in the routine necropsy or 
in clinical pathological conferences. As Weisman notes, 


Medicine knows a great deal about disease, but very 
little about the manner in which people die. The [anatomi- 
cal] autopsy helps disclose reasons for death, but very little 
about the self within the cadaver, who lived and died, 
moved and was moved, within a tiny web of relationships. 
(pp. 6. 7) 

All that the psychological autopsy method assumes is 
that an illness is not wholly an organic matter, but a mani- 
festation of impersonal, interpersonal, and intrapersonal 
forces impinging upon the people within a psychobtologi- 
cal medium. (pp. 22, 23) 


Weisman defines the main function of the psychological au- 
topsy, a procedure developed by Edwin Shneidman at the Los 
Angeles Suicide Prevention Center over 20 years ago, as that of 
gaining “a forum for the nonorganic factors in patients on or 
near the threshold of death.” Its major purposes are “to demys- 
tify death and dying, to explore death-related situations, with- 
out installing yet another mystique or mythology." 

The book, with tts central focus as “the task of understanding 
the realization of death," 1s divided into four sections. The first 
is devoted to the principles of thanatology and the psychologi- 
cal autopsy, the second to the procedural method related to 
conducting a psychological autopsy, the third to eight abbrevi- 
ated case illustrations, and the fourth to Common Denomina- 
tors of Death, a cogent discussion of the scientific and exis- 
tential aspects involved in the study of death and dying. The 
case illustrations, particularly those of a suicidal patient with 


Am J Psychiatry 132:7, July 1975 769 


BOOK REVIEWS 


cancer and a patient dying an "appropriate death," are espe- 
cially revealing, not only of the manner in which Weisman and 
his group perform a psychological autopsy, but of his per- 
ceptiveness in dealing with the subject. 

There are many facets of this book that will appeal to psy- 
chologists, social workers, and psychiatrists. Its multi- 
disciplinary approach is one of its strongest features. Weisman 
continues to provide a humanistic yet disciplined method of un- 
derstanding and caring for the dying patient. He underscores 
the complexity of the field (e.g., he states, “Until we fully appre- 
ciate that the core of existence consists of ambiguity, anxiety, 
and ambivalence, we will search for some vain certainty or sys- 
tem that cannot be found") and the failure of the psychiatrist to 
come to grips with the subject, as shown in the following state- 
ment: 


However, it is the rare psychiatrist who engages in this 
work, largely, I assume, because his sights are on a remote 
horizon, chasing rainbows in some respects. He fails to see 
that the darker side of human nature, like night itself, has 
its own secrets to explore, and that we can also see the 
stars, as well. (p. 191) 


Perhaps his philosophy is best summarized in his closing re- 
marks: 


A final word of guidance and caution: the search for hu- 
man factors and forces in death and dying is like an ancient 
Chinese box puzzle. Each box has a secret spring that 
opens the cover to reveal another box. This box, too, holds 
a smaller box, which also has another box inside. Then 
there is another and another, until the last box is found. 
When this is opened, there is a tightly folded note, reading 
(in very small print, of course), “To whom it may concern: 
this puzzle cannot be solved." (p. 193) 


The Realization of Death is heartily recommended to all 
readers of this Journal. 
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Alcoholism: Progress in Research and Treatment, edited by Pe- 
ter G. Bourne, M.D., and Ruth Fox, M.D. New York, N.Y., 
Academic Press (Harcourt Brace Jovanovich), 1973, 410 pp., 
$21.00. 


Monographs consisting of articles by a number of contrib- 
utors often have a few offerings that are excellent, a few more 
that are good, many that are average, and a couple that are aw- 
ful; this book is the exception. None of these contributions is 
less than good, and most are excellent. 

Among the areas related to alcohol and alcoholism covered 
in the 17 chapters are the biochemical aspects, effects on the 
liver and adrenocortical functions, genetic aspects, alcohol and 
violence, and alcoholism among the urban black population. 
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In “Cross-Cultural Studies of Drinking,” Margaret Bacon 
makes some different observations, such as the following: 


In our society, drunkenness tends to be equated with 
problem, but cross-cultural analysis demonstrates that this 
is by no means a universal association. In many cultural 
groups, drunkenness is generally approved, expected, pre- 
pared for, and anticipated with pleasure. It may even be so- 
cially required. It is by no means universally disruptive. (p. 
191) 


Selden Bacon’s contribution, ‘Alcohol 
Crashes,” also includes some refreshing views: 


and Highway 


Perhaps the outstanding example of the overall failure 
or nonacceptance of any effective preventive program in 
this field 1s the continuing use by professionals, service per- 
sonnel, and general public alike of a particular word as the 
meaningful label for this phenomenon—accident. The phe- 
nomenon is about as “accidental” as the rising of the sun, 
death, taxes, or clockwork. (p. 318) 


Considering problem drinking, Bacon notes, “It is widely as- 
sumed among many otherwise well-educated people in lead- 
ership positions that ‘as there are more drinkers, so there will be 
more problem drinkers’ (p. 320).” If anything, of course, the 
opposite is the case, as the experiences of American Jews and 
American Mormons so clearly indicate at opposite ends of the 
spectrum. One group has many drinkers and almost no alcohol 
problems, the other has few drinkers and many alcohol prob- 
lems. It is almost universally accepted that alcoholics are 
“drinkers.” In fact, however, the alcoholic’s use of alcoholic 
beverages is so bizarre, so remote from the usage of over 90 per- 
cent of all other users, that calling him a drinker is comparable 
to labeling a kleptomaniac an American consumer or calling a 
pyromaniac a user of matches. 


JACKSON A. SMITH, M.D. 
Maywood, Ill. 


Psychiatry Examination Review, by William M. Easson, M.D. 
New York, N.Y., Arco Publishing Co., 1974, 156 pp., $8.00 (pa- 


per). 


With increasing pressures for quality control in medicine, re- 
peated examinations as part of a lifelong program for the main- 
tenance of clinical competence will become a way of life for 
physicians. Self-assessment programs in various specialties are 
now commonplace. 

Licensing examinations for medicine became more objective 
and national in scope with the establishment of the National 
Board of Medical Examiners earlier in this century. The 
multiple-choice format introduced in the early 1950s improved 
the sampling of subject matter, increased the reliability of the 
program, and enabled the examiners not only to define the diffi- 
culty of the various questions (or items) in the examination but 
also to test their discriminatory power in differentiating be- 
tween well-qualified and weak examinees. Within the past dec- 
ade more sophisticated techniques have been evolved that still 
allow for computer analysis of specific items and thus for con- 
stant upgrading of their reliability and validity (1, 2). 

Easson's book is one of a number of psychiatry examination 
reviews that are designed to acquaint and prepare the reader for 
the type of items commonly used on written examinations. It is 
hoped that this kind of review will stimulate the examinee to 


further review his knowledge as he discovers areas of weakness 
or omission. The book consists of over 700 multiple-choice 
questions listed under such rubrics as definitions, psychological 
testing, child and adolescent psychiatry, somatic treatments, 
psychological treatments, social and forensic psychiatry, and 
the history of psychiatry. 

The type of item used most extensively is the one best re- 
sponse out of five suggested answers. In separate chapters, 
matching types, in which a list of words or phrases is matched 
with lettered headings most closely related to the words,. and 
multiple true-false types (item type K) are presented. (In type K 
items, a statement is given followed by four unequivocally true 
or false statements. Five different combinations of responses 
are usually offered.) A final chapter on case histories covers a 
broad scope of diagnostic entities that vary considerably in their 
clinical significance and difficulty. 

Although this is not specifically stated, the book is evidently 
directed toward medical students and, perhaps, beginning psy- 
chiatric residents. In addition to the referenced answers, the au- 
thor’s commentary on the wrong answers (distracters), which 
reveals the thinking behind the choice of the correct response, is 
a valuable addition compared with most other review books, 
which give only a compilation of questions and answers. 

There are no examples of patient-management-problem 
tests, which is the format extensively used in part 3 of the Na- 
tional Board of Medical Examiners examination, which also 
contains psychiatric case histories (3). Perhaps future editions 
will fill this gap. This kind of book requires frequent updating 
and revising if its usefulness is to be maintained. 

The bibliography is essentially limited to three textbooks. 
This could well be expanded to include outstanding review arti- 
cles in journals and recent publications dealing with significant 
developments in diagnosis, treatment, management, and service 
delivery systems. However, even in its present form the book 
should be helpful to medical students as a review and, one 
hopes, will lower the intensity of their preexamination spastic- 
ity. 
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Early Child Care in the United States of America. International 
Monograph Series on Early Child Care 3, by Halbert B. Robin- 
son, Nancy M. Robinson, Martin Wolins, Urie Bronfenbren- 
ner, and Julius B. Richmond. New York, N.Y., Gordon and 
Breach, 1973, 224 pp., $14.50. 


This book represents one of a series of monographs on early 
child care in various countries of the world. I am not acquainted 
with the first two monographs in this series, but if they are as 
good as this one in dealing with the different aspects of early 
child care, they are to be recommended. 

The authors of this book concern themselves with the United 
States. Their introductory chapter deals with some of the 
broader sociological attitudes toward children in the United 
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States. They then go on to “Conceptions of the Child Up- 
bringing Process,” which reviews the various theories of child 
upbringing as they have influenced our society. 

A chapter titled “Compact Between the Family and Society" 
reviews what the United States has done about its youth by way 
of planning and research over the years. This chapter on the 
family as it is viewed in the United States includes an inter- 
esting résumé of the "average" day of the "average" familv. 

The next chapter deals with programs for delivery of health 
services as well as mental health services and goes into the de- 
tails of plans that have been made and are being made for chil- 
dren. This includes programs for youngsters who are wanted as 
well as the unwanted, the advantaged as well as the dis- 
advantaged, and younger and older children. It also includes a 
section on toys, books, and mass media. À chapter on *'Train- 
ing of Personnel" is followed by “Sources of Information for 
Parents." The next chapter reports some of the research related 
to infants and preschool children, and there is a final chapter on 
"Future Directions and Recommendations." 

In summary, I feel that this book would be excellent rezding 
for any mental health worker. It summarizes our past, our 
present, and our potential future in regard to the health and the 
mental health of children. It offers many statistics that are not 
easily available to the average psychiatrist but with which he or 
she should be acquainted. 

This is a relatively small book in terms of the number of 
pages, but it is rich in details often overlooked by the busy »rac- 
titioner. It contains many facts on subjects about which the psy- 
chiatrist should know, ranging all the way from infant mortality 
to Project Head Start and Project Follow Through. In general, 
it does not take any biased view as to whether child care during 
early childhood in the United States is better or worse than else- 
where, but merely states where it stands at the moment and how 
it has come to arrive at this point. The book is highly recom- 
mended. 


STUART M. FiNcH, M.D. 
Tucson, Ariz. 


The Problem Oriented Record in Psychiatry and Mental Health 
Care, by Ralph S. Ryback, M.D. New York, N.Y., Grune & 
Stratton (Harcourt Brace Jovanovich}, 1974, 189 pp., $12.50 


(paper). 


In this compact volume Dr. Ryback presents a lucid appli- 
cation of the problem oriented medical record to the psychiatric 
record according to the Weed system (1). In doing so, he em- 
phasizes the need for a standardized language and a structured, 
logical approach tc the documentation of the clinical appli- 
cation of varied theoretical concepts in use today in psychiatry. 

In his sectior. titled Rationale for the Problem Oriented 
Record, Dr. Ryback outlines and discusses the increasingly dis- 
parate administrative and clinical demands placed on the medi- 
cal record today. These include meeting the requirements of 
various overseer bodies such as the Joint Commission on the 
Accreditation of Hospitals, Professional Standard Review Or- 
ganizations, and utilization review. Application of the problem 
oriented record (POR) to the latter two requirements is consid- 
ered more fully in a separate section of the book, in which the 
advantages of the system are revealed when record review is 
used to judge adequacy of clinical care and to show accaunta- 
bility. 

The reader is left with little doubt about the desirability and 
need for a more efficient system of record keeping in the mental 
health field. It is also clear that the author believes the POR to 
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be that system, in spite of his acknowledgment that more paper 
work and more time are involved in this system. 

In the section on Data Base, the author illustrates the adapt- 
ability of the POR by giving three examples of its application— 
to the psychoanalytic model, the behaviorally oriented model, 
and a children’s behavior modification unit. The system is also 
described as applied to an alcoholism treatment unit, the office 
practice of psychotherapy, and general psychiatry. Examples of 
special data bases are further amplified in the appendices. These 
include geriatrics, drug treatment programs, obstetrics and 
gynecology, child psychiatry, and others. 

Since the original model for the POR is that of the Weed sys- 
tem (1), the reader should be familiar with it in order to appre- 
ciate the modifications Ryback has made in effectively adapting 
it to psychiatric care, including his emphasis on a truly inter- 
disciplinary team approach. Ryback also draws from the work 
of others who are attempting to develop the POR in psychiatry; 
due credit and references are given for these authors. For ex- 
ample, Ryback makes use of Kiresuk's Goal Attainment 
Scale (2) in his introduction of the added dimension of '*param- 
eters to monitor the progress in therapy" to augment goal plan- 
ning. Ryback also uses the psychotherapy record form from 
McLean Hospital and includes several special applications of 
the POR written by their originators. 

Ryback's ability to integrate the various developments in ap- 
plying the POR to psychiatric records is especially evident in 
the section on Computerization and its appendices. Here he 
draws heavily on the Multi-State Information System of New 
York (MSIS) and the Missouri Standard System of Psychiatry 
(SSOP). This particular section has a great deal of importance 
and includes consideration of the pitfalls in using comput- 
erization, including the issue of confidentiality. 

The author skillfully uses a sample case presentation in his fi- 
nal chapter to demonstrate the POR method, the need for a log- 
ical approach, the need for a format to facilitate an inter- 
disciplinary team approach, the need for standardization in 
psychiatry, and the usefulness of the POR in the process of re- 
view. Here he invites the reader to critically study his presenta- 
tion and suggests several scrutinizing questions as a guide. 

In conclusion, it is apparent that this is a timely, thought-pro- 
voking, well-integrated work that squarely faces all of the issues 
of the day in the delivery of psychiatric care, most of which are 
now centered on the documentation of that care in the psychiat- 
ric record. It is recommended reading for all health care profes- 
sionals concerned with these issues. 
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Neuropsychopharmacology of Monoamines and Their Regu- 
latory Enzymes. Advances in Biochemical Psychopharmacology, 
Vol. 12, edited by Earl Usdin, Ph.D. New York, N.Y., Raven 
Press, 1974, 454 pp., $29.50. 


This volume was derived from papers presented at the De- 
cember 1973 meetings of the American College of Neuropsy- 
chopharmacology (ACNP). Some of the material will be of in- 
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terest mainly to investigators working in the monoamine field. 
However, the area of monoamine research has come closest of 
any research area to unifying biological and clinical psychiatry. 
Also, the ACNP brings together at its annual meeting the lead- 
ing workers in psychopharmacology, who are generally capable 
of speaking to a diverse audience. Therefore, clinicians will find 
entire chapters and portions of other chapters to be of interest. 

There is a discussion of each section that helps to bring the 
material into perspective. The papers are not presented in the 
usual garbled form that results from the transcription of verbal 
communication: but the editor ably summarizes the material 
and makes it coherent. The reader will also benefit from a sum- 
mary chapter written by Morris Lipton, who organizes the ma- 
terial from a conceptual standpoint. 

One section of the book is devoted to a discussion of mono- 
amine oxidase (MAO) and the possibility that there are multi- 
ple forms of this enzyme. This section may be of principal in- 
terest to neuropharmacologists. However, there is also a 
worthwhile discussion of specific MAO inhibitors that is of 
general interest. Presumably, more specific inhibitors might 
have more directed therapeutic effects and fewer side effects 
when used in the treatment of depression. 

For those readers who would like an up-to-date review of the 
psychotic reaction resulting from stimulant drugs, there is an 
excellent section on this subject. The concept of the role of neu- 
rotransmitters in mediating the effect of psychotropic agents is 
also well discussed in this book, and the possible role of dopa- 
mine in the mediation of various behavioral states is clearly and 
critically presented. 

Perhaps the most unusual thing about this book is its rapid 
publication. Changes in the biogenic amine field occur with 
startling speed these days, but this book presents an up-to-date 
view of current thinking on some of the most important issues 
in biological psychiatry. 


ARNOLD J. FRIEDHOFF, M.D. 
New York, N.Y. 


Stressful Life Events: Their Nature and Effects, edited by Bar- 
bara Snell Dohrenwend and Bruce P. Dohrenwend. New York, 
N.Y., Wiley-Interscience (John Wiley & Sons), 1974, 331 pp., 
$19.95. 


There is a growing momentum toward the conquest of the art 
of quantitative measurement of certain stressful life events vis- 
à-vis their nature and their prospective effect in causing specific 
medical disorders. Books like Stressful Life Events are there- 
fore awaited with justifiable anticipation by behavioral scien- 
tists and health practitioners. However, this book is not written 
for practitioners. Like others of similar scope, it is a book for 
researchers. 

The book describes the current state of research on the nature 
of stressful life events and their effects on health and illness. It 
consists of lengthy, often fascinating, sometimes unreadable pa- 
pers on the current controversies over concepts, definitions, and 
methodologies. For those interested in being brought up-to-date 
without having to wade through masses of data and theory, the 
final summarizing chapter by the Dohrenwends will give more 
than enough information, and the references are easily located. 

The editors, themselves researchers and contributors to the 
book, avoid the altogether too readily made glib promises of 
what the future may bring. They carefully point out the realistic 
problems that must be confronted in the apparently simple but 
actually highly complex interplay between stressful life events 
and health and its disorders. “Take it easy; you'll live longer" is 


a good assumption, but it is not enough. The controversies con- 
cerning the conceptualization and measurement of stressful life 
events are progressing beyond this commonsense assumption. 
According to the editors this is a sign of progress. 

If one is motivated to immerse oneself in this book one 
should be prepared to recognize shadows of the past, 1.e., of the 
search for psychosomatic specificity, a lost dream of the early 
1950s. Another impression that kept interfering with my at- 
tempt to stay with the book’s presentations was the similarity 
between the pathogenic potency of stressful life events and the 
effect of socioeconomic events upon the stock market. No one 
doubts that there are significant correlates, but there is no 
agreement whatsoever as to which ones are the important oper- 
ant factors and how they really work. 

In relationship to potentially pathogenic stressful life events 
and the variety of correlates that can play a role in the etiology 
of various somatic and psychiatric disorders, it occurred to me 
that the best programed computer must have the prospective 
edge. Perhaps that would explain the usefulness of the longtime 
family doctor and the seasoned industrial physician? After liv- 
ing with this book and its fascinating topic for a while, one won- 
ders too what the conscious knowledge of the hazards of too 
many stressful life events will do to and for the informed public. 

This book is meant to be studied in depth; it is not a book to 
read casually. It documents the state of affairs in the study of 
stressful life events, their nature, and their potentially patho- 
genic effect upon people’s health. It is a thorough, good, con- 
troversial, and confusing book. General readers may not wish to 
bother with it because, sooner or later, they will receive the per- 
tinent information in predigested distillate form anyway. 


ROBERT TURFBOER, M.D. 
New Haven, Conn. 


Manuel de Psychiatrie, 4th ed., by Henri Ey, P. Bernard, and 
Ch. Brisset. Paris, France, Masson et Cie, 1974, 1,212 pp., 160 
French francs. 


This is the fourth completely revised edition of a standard 
French work of rather massive proportions. The authors are 
two clinical psychiatrists and one psychoanalyst, all of whom 
are of academic rank and clinically oriented. 

This is clearly an enormous collection of material and consti- 
tutes a veritable encyclopedia. Every aspect of psychiatry—or- 
ganic, neurological, functional-analytic, etc.—is covered in a 
thoroughgoing manner. There is a very large body of biblio- 
graphic material, and references are up-to-date for the Ameri- 
can, English, and German work as well as for the French. The 
material is certainly well documented and very useful from that 
point of view. There are several valuable, carefully executed in- 
dices, which have become a new and welcome trend in French 
medical publications. The physical bookmaking is beautifully 
done. 

There still remains a strong, stubborn, and perhaps provincial 
flavor to French psychiatry. In the face of the state of the sub- 
ject in other countries, it has continued to maintain a very defi- 
nite adherence to a basically French and perhaps old-fashioned 
or traditional nosology. To the American reader this nosology 
offers something of the flavor of the nineteenth century—dig- 
nifying multiple syndromes with disease titles and classifica- 
tions and creating disease entities that have long been discarded 
elsewhere. 

Diseases are classified as acute or chronic, which is nothing 
exceptional. However, lumping together organic and functional 
diseases on this basis alone is counterproductive. Acute neurotic 
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conditions are discussed in the same chapter with acute manic 
attacks, acute toxic deliria, or acute Korsakow’s episodes—all 
because they are acute. Didactically as well as logically, this 
creates an enormous confusion. Many chronic disease entities 
are erected on the basis of a mixed bag of symptoms that might 
be organic, functional, or both. 

The touchstone of this book should be the chapter on schizo- 
phrenia, but this is not so. The schizophrenias are accepted re- 
luctantly. The authors still use Kraepelinian criteria. They dis- 
cuss the work of Bleuler, but it has obviously not affected their 
basic attitude that the group of schizophrenias is a deteriorat- 
ing, "dementing" disease—this despite the work of the past 40 
years in both clinical psychiatry and psychoanalytic areas. 

In a footnote on page 502, the authors state that they con- 
sider the schizophrenias to be part of the group of chronic de- 
lusional states, although they acknowledge that this opinion is 
not an “opinion classique." On page 616 we read that “the vast 
group of schizophrenias slowly but inexorably end up ir. de- 
mentia." This is not classic opinion either, I am afraid—not in 
the light of the work of the past 40 years. 

There are impressively thorough chapters on psycho- 
pharmacological drugs, on various biological treatment modali- 
ties, and on psychological testing, EEGs, and organizally based 
mental diseases. There is an excellent review of our knowledge 
of the genetic-herediiary factors in mental disease. The chapters 
covering psychological treatment modalities, however, are less 
thorough and more theoretical. Finally, it seems important to 
note that, because of the nosological confusion, the clinical de- 
scriptions are inclined to be vague, monotonous, and un-French 
in their lack of vividness and sharpness. 

The American student could hardly be expected to find this 
volume useful as a :ext, but the French disciples have at their 
command a fund of information packed into one book that 
could serve them well but would also leave them puzzled as to 
what is going on in psychiatry elsewhere in the world. 


JOSEPH ZINKIN, M.D. 
New York, N.Y. 


Essays in Creativity, edited by Stanley Rosner and Lawrence 
Edwin Abt. Croton-on-Hudson, N.Y., North River Press, 1974, 
209 pp., $15.00; 34.95 (paper). 


This book consists of six essays, two of which have been pub- 
lished elsewhere. Although the editors state that it is an effort 
toward a comprehensive theory of creativity, the individual es- 
sayists have widely divergent definitions of creativity and theo- 
retical frames of reference. Editorial introductions to each es- 
say are flattering and uncritical, and the book's concluding 
summary involves an elaborate three-dimensional diagram, in 
itself a "creation," which “locates,” in a gestalt whose bound- 
aries are difficul: to define, many of the disciplines and variables 
related to creativity. This is a "synthesis" of dubious valuz. The 
stylistic and grammatical flaws in some of the articles indicate 
that the book had inadequate editing. 

Two of the essavs, one by Feldman and one by Hofstadter, 
contain some interesting and thought-provoking ideas; the one 
by Slochower is a literature review, and the essay by Henle is a 
sound but not especially original essay in the philosophy of sci- 
ence. The remaining two essays, by Arnheim and Drews, are of 
little value in my opinion. 

The "creative" contributions of the Feldman and Hofstadter 
articles involve imaginative application of their own definitions 
of creativity. Feldman's essay involves.the idea of developing 
new meanings from existing media. Hofstadter-deals with 
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“uniting opposites where you are yourself one of the opposites; 
so you become something where you were nothing before, what 
you make ts something where there was nothing before." Feld- 
man applies Piaget’s theory of developmental stage acquisition 
to the educational problem of defining conditions that foster, 
retard, or are irrelevant to the expression of the creative “trait.” 
Hofstadter’s essay is a sophisticated application of the Hegelian 
philosophy of dialectical phenomenology to the creative proc- 
ess, defined broadly as the entire process of experiencing and re- 
lating to the world. 

Henle’s essay in the philosophy of science explores the prin- 
ciples underlying successful scientific hypothesis making 
through analysis of a series of examples in which creative ques- 
tions were formulated and contrasted with another series in 
which they might have been but were not. Slochower’s contribu- 
tion is a comprehensive review of the literature on psychoanaly- 
sis and creativity, emphasizing the topographic viewpoint and 
the importance of symbolization. 

Amheim's article is poorly written and edited, and his “‘dis- 
coveries" are new only to him. His thesis that the creative artist 
is not merely exposing primitive unconscious contents is based 
on a misunderstanding of Freud and Jung, and his "discovery" 
of the application of the rules of the primary process to artistic 
symbolization indicates unfamiliarity with the commonly ac- 
cepted ego psychology viewpoint on creativity advanced more 
than two decades ago by Kris. 

My strongest criticism is reserved for Drews and her essay on 
"Humanistic Psychology," which is not really an article about 
creativity at all. It is, rather, a polemic on behalf of idealism 
that sounds suspiciously like some of the drug counterculture 
tracts of the last decade. Ironically, she appears to be guiltv of 
the very things she condemns. She espouses liberal and human- 
istic values by a process of argumentation involving extremism, 
stereotyping, and rigid black-and-white categorization. She 
equates children and altered states of consciousness with good- 
ness and humanism. Civilization, war, science, and psychoanal- 
ysis are located in the enemy camp. Her uncritical exaltation of 
alteration of consciousness does not differentiate psychosis, 
drug intoxication, and creativity. 

One of the distressing aspects of the book for me as a psycho- 
analyst is the repetition and elaboration of oversimplifications 
and misconceptions of psychoanalytic theory, which are used as 
straw men for polemical purposes. Arnheim and Drews perpet- 
uate the misconception that psychoanalysis equates creativity 
with primitive and pathological functioning. Even Slochower, 
presumably representing a psychoanalytic viewpoint, states that 
psychoanalysts have viewed art as '*a result of repression” and 
as "a defense against neurosis," indicating a misunderstanding 
of concepts. 


MICHAEL ROBBINS, M.D. 
Belmont, Mass. 


The Way In and the Way Out: Francois Magendie, Charles Bell 
and the Roots of the Spinal Nerves, by Paul F. Cranefield, M.D., 
Ph.D. Mount Kisco, N.Y., Futura Publishing Co.. 1974, 666 
pp., $25.00. 


This volume, number 41 in the History of Medicine series, is 
issued under the auspices of the Library of the New York Acad- 
emy of Medicine. The cryptic title, The Way In and the Way 
Out, comes from Sir Charles Sherrington’s phrase referring to 
the dorsal and ventral roots of the spinal cord. This book con- 
siders a long-standing controversy on scientific priority: was it 
Francois Magendie or Charles Bell who first recognized that 
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the dorsal roots subserve sensory function and the ventral roots 
subserve motor function? 

The discovery of separate functions for the dorsal and ventral 
spinal roots was of major importance. It demonstrated the di- 
chotomous organization of the nervous system into sensory and 
motor functions and, in this sense, was the first clear evidence of 
structure-function coupling. It paved the way for the concepts 
of spinal cord reflexes and input-output processing as basic 
principles of nervous system function. Thus priority for this ob- 
servation would provide a niche for the discoverer in the his- 
tory of science pantheon. 

As is often the case in historical debates on scientific priority, 
acrimony has regularly transcended lucidity in this controversy. 
Nowhere is this better exemplified than in the prologue to this 
volume, which records an exchange between Flourens and Ma- 
gendie at the Academy of Sciences in Paris in February 1847. 
Flourens accepted the priority of Bell, and Magendie re- 
sponded, “I declare my colleague badly informed and his asser- 
tion incorrect on all points." A bitter dispute followed. 

It is Cranefield's thesis that priority properly belongs to Ma- 
gendie. His goal in this work is to provide historical data “‘suffi- 
ciently complete to enable the reader to satisfy himself about 
the issues and to rely on the primary sources rather than on my 
evaluation of those sources." To this end he has presented an 
annotated bibliography of over 107 references arranged in 
chronological order from 1804 to 1972. This is followed by 29 
facsimile texts of writings by the participants in the con- 
troversy, including Bell’s Idea of a New Anatomy of the Brain 
with Bell’s annotations in the margins. 

Cranefield has performed yeoman work in assembling these 
historical data. The consensus of contemporary historians of 
science supports Cranefield's position that the bulk of the evi- 
dence supports Magendie rather than Bell. The volume thus 
constitutes a valuable contribution for anyone interested in the 
history of the neurosciences. 

The quality of printing is not uniform throughout the volume. 
This applies particularly to Bell's annotations, which, at least in 
my copy, were often illegible. Fortunately, however, the book 
also contains a transcript of Bell's notes by the assistant librar- 
ian of the Royal Society, which organization had received Bell's 
treatise as a gift from the grandson of Charles Bell’s brother. 


DaviD D. DaLv, M.D. 
Dallas, Tex. 


Cognition and Behavior Modification, by Michael J. Mahoney. 
Cambridge, Mass., Ballinger Publishing Co. (J.B. Lippincott 
Co.), 1974, 337 pp., no price listed. 


The present concern with the civil rights of patients and the 
former abuses of the mental health profession has contributed 
to the heavy attack upon the behaviorist school for reasons that 
are now becoming obvious to patients as well as professionals. 
In his recent answer to some of these criticisms, B.F. Skinner 
(1) stated that perhaps it was unfortunate that J.B. Watson, the 
father of modern behaviorism, presented such a dogmatic and 
extreme point of view. Watson not only offered psychology a 
new methodology toward a better understanding of human be- 
havior, he was also concerned with refuting and discrediting the 
popular psychoanalytic thinking of the time and the legacy that 
introspectionists contributed to the early history of psychology. 

During the last decade we have seen a rapid growth of the 
thinking and applications of the stimulus-response (S-R) tech- 
nologists, resulting in the appearance of the term *'behavior 
modification" as a household expression. Contingencies of rein- 


forcement available in the organism’s environment were seen as 
the key to understanding the learning process, and reference to 
mentalistic or dynamic formulations of human behavior were 
not to be found in the vocabulary of the well-trained behavioral 
scientist. Like the work of Tolman, Bandura, and Cautela, Ma- 
honey’s book signifies a return to cognitive intervening vari- 
ables. The new light that Mahoney shines upon the area of cog- 
nitive learning approaches is achieved by critical review of an 
increasing number of contemporary studies. It now appears 
that the pendulum is swinging back to a heightened awareness 
and acceptance of cognitive processes by even the "'hard- 
headed" behaviorists themselves. 

The author is a product of the best tradition of contemporary 
behavioral psychology, influenced through both personal and 
professional contact with Skinner and Bandura, among others. 
His contribution to the professional literature includes recent 
work on self-control and critiques of behavior modification. 
Overall, Mahoney's book will undoubtedly become a standard 
text on the subject because of the breadth and scope of its criti- 
cal literature review and concise style of writing. The reader will 
find reference to many studies so recent that either they were 
published concurrently with the book or the book was published 
extraordinarily rapidly; the publishers are to be congratulated. 

The first five chapters deal with the current status of theory 
and method in the cognitive approaches to human behavior, 
known on occasion as mediational or inferential models. In a 
refutation of the “left-wing” behaviorists, Mahoney's chapter 
on the inadequacies of the nonmediational model touches upon 
such topics as perceived versus real stimuli, semantic gener- 
alization, imagery and self-stimulation, subject awareness of 
conditioning paradigms, and vicarious learning processes. Ma- 
honey leads the reader to the conclusion that the covert or me- 
diational variables are no more mysterious than the overt oper- 
ants of the Skinnerism model and that the former are suitable 
variables that lend themselves to scientific methodology and 
should therefore play a more prominent position in contempo- 
rary behavioral research. 

Chapters 6 and 7 deal with a critical review of the efficacy of 
the emerging covert conditioning models for psychotherapy 
(counterconditioning, thought stopping, covert reinforcement, 
and sensitization, to name a few). For the most part, the evi- 
dence reviewed by Mahoney on this topic results in an equivocal 
decision as to their efficacy. Mahoney concludes that their clini- 
cal usefulness is problem specific and therefore modest. The ex- 
ception to this conclusion is the marked success in the appli- 
cation of these methods to sexual deviation. 

The chapters that follow are somewhat less clearly explicated 
and summarized; this may be a function of the topics them- 
selves. Models as diverse as information processing, social 
learning theory, cognitive restructuring (according to Ellis), 
problem solving, attribution theory, belief systems, and counter 
control are presented in rapid succession. The reader begins to 
get a sense that these topics belong between the covers of one 
book, but Mahoney does not provide a final synthesis at the 
level of new theory. Rather, he reaffirms the philosophy of logi- 
cal positivism and argues, as does Skinner, for attention to data 
rather than to theory building. 

Probably the weakest section of the book is the chapter on bi- 
ological relevancies; its weakness may be more a function of its 
brevity than the quality of its content. Its inclusion seems to be 
a way to complete the book rather than to come up with new 
conclusions. This state of affairs is probably a sign of the in- 
fancy of the science of behavior in relation to a resolution of the 
brain-behavior mechanisms so relevant to a book of this type. 

To sum up the position he presents with regard to the making 
of an effective psychotherapist, Mahoney states, 
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The most effective therapist is one who is in close touch 
with the "data" and who sensitively adjusts therapeutic 
strategies to the ebb and flow of relevant feedback. (p. 270) 
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A Triune Concept of the Brain and Behaviour. The Clarence M. 
Hincks Memorial Lectures, 1969, by Paul D. MacLean, M.D.: 
edited by T.J. Boag. M.D., and D. Campbell, Ph.D. Toronto, 
Canada, University of Toronto Press (for the Ontario Mental 
Health Foundation), 1973, 165 pp., $9.50. 


The first part of this slim volume consists of three lectures de- 
livered in honor of Clarence M. Hincks at Queens University, 
Kingston, Ont., Canada, by Paul MacLean. The remainder of 
the book consists of eight essays read during the two-day con- 
ference at which the Hincks lectures were delivered. 

MacLean's lectures are a condensed statement of the broad 
psychiatric implication of his neuropsychological research. In 
his work over roughly a quarter of a century, MacLean has 
traced out many of the neuroanatomical pathways and centers 
of the brain involvec in the organization of aggressive and libid- 
inal behavior. Starting with his elaboration of the Papez theory 
of emotion, he developed the concept of a triune brain. 

In MacLean's scheme, the first of the three parts of the brain 
is the "reptillian" forebrain and part of the hypothalamus and 
mid-brain. This part ts responsible for basic biological regu- 
latory functions and a number of immutable, genetically consti- 
tuted behaviors. The limbic system, MacLean’s original “‘vis- 
ceral" brain, is the second part. It mediates more highly 
developed functions and reactions having to do with love, hate, 
their interrelationskips, and their intimate connection to such 
other instinctual functions as the oral. These are carried out by 
the olfactory brain and adjacent parts of the paleocortex and 
basal ganglia, the hypothalamus, and certain areas of the cor- 
tex. The neocortical systems, the third part of the brain, are re- 
sponsible for distinctively human functions such as calculation 
and reasoning as well as the regulatory processes that permit in- 
tegration of instinctual forces and their direction toward social- 
ized aims. 

MacLean's work is immense in scope. À condensed presenta- 
tion of it must inevitably have a restricted focus. In these lez- 
tures the focus is on specific interrelationships between reptil- 
lian and paleomammalian brain activity and the instinctual 
functions defined by psychoanalysis. In the first lecture Mac- 
Lean links some of Freud's early formulations of aggressive 
and neurotic phenomena to animal observations and goes on to 
speculate about such other connections between human and an- 
imal behavior as repetition compulsions and homing behavicr. 
This connection was hinted at by Freud in “‘Beyond the Plea- 
sure Principle" (1). 

MacLean also remarks on connections between primitive be- 
haviors mediated by the reptillian brain and such phenomena 
described by ethologists as releaser responses and imprinting. 
He sees the paleomammalian cortex, or the so-called limbic 
system, as more highly developed and flexible but still part of 
our mammalian inheritance. It serves as an intermediary be- 
tween the oldest processes of the brain stem and the new mzm- 
malian brain function, elaborating oral, sexual, and asscciated 
emotional responses, which are difficult to control and even to 
translate into discrete verbal terms. 


* 
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In his second lecture, “The Limbic Brain and Psychosis,” 
MacLean summarizes evidence that disturbed function of the 
hippocampal portion of the limbic brain may give rise to symp- 
toms occurring in the endogenous and toxic psychoses, distur- 
bances of mood, or self-distortions of perception and “para- 
noid" symptoms. He comes close to implying that these 
symptoms could be identified as schizophrenia, but he acknowl- 
edges that the latter disorder is more complex and remains basi- 
cally mysterious. 

In the third lecture, *New Trends in Man's Evolution," 
MacLean shows how the more complex and far-reaching func- 
tions of the new mammalian cortex are spearheaded by the 
great increase in the role of the visual system. One may nave 
trouble here with his language at times, e.g., when he talks of 
how man progresses from the “‘narcissistic existential olfactory 
sense to be guided by futuristic visual sense." 

The expanding visual cortex and association areas are closely 
linked to limbic areas that bypass the olfactory centers and are 
progressively more elaborated as we ascend the phylogenetic 
scale. Correspondingly, visual display phenomena become more 
important in instinctive behavior repertoires. Vision permits 
distance perception, freeing man from his immediate environ- 
ment and finally allowing development of frontal areas and 
memory systems. Vision gives man not only sight but foresight. 
MacLean argues that the ability to “see” the outer world along 
with one’s own behavior, to integrate inner and outer experi- 
ence, leads to empathy and to altruism. This third lecture is an 
expanded statement of a theme that has concerned him before, 
namely, that we possess “a neural ladder, a visionary ladder for 
ascending from the most primitive sexual feelings to the highest 
level of sexual feeling." 

It is not easy to move from the level of brain observation to 
that of psychological and social phenomena. MacLean ac- 
knowledges the difficulty, but we must agree with him that the 
task is important and admire his impressive advance on it. 

The remainder of the book is pitched at a more conventional 
level. Most of the eight essays were written by the faculty of 
Queens University. Four are devoted to memory and its distur- 
bances and four to sleep and dreaming. These make up a helpful 
survey of the state of the art in these two areas and bring in a 
certain amount of interesting new data. Although they deal with 
brain and behavior, they are only tangentially related to Mac- 
Lean's three lectures. 
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Developmental Psychopathology, by Thomas M. Achenbach. 
New York, N.Y., Ronald Press Co., 1974, 716 pp., $13.95. 


This book is an impressive effort to review theories and facts 
pertaining to the psychopathology of human behavior and to 
present a broad and sweeping statement of them. Although its 
stated intent is to emphasize the psychopathology of children, 
so much of its content is devoted to an evaluation of theory and 
practice that the child emerges as the by-product of our theories 
and is often lost within the content of the accompanying scien- 
tific dogma. As with all attempts to cover a most complex field, 
the book becomes enmeshed in the nature versus nurture con- 
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troversy to a degree that makes its comprehensive nature a cur- 
rent that washes away its obvious devotion to the child. Yet it 
serves a most useful purpose and should have a wide application 
in the teaching of the behavioral sciences. 

Most of the developmental theories are presented in a clear 
and lucid manner. The extensive bibliography of more than 
1,300 references is well balanced and provides a good cross-sec- 
tion of the literature in English. The style of organization, with 
clearly defined chapters and subsections, makes the book a 
ready reference for students. Developmental Psychopathology 
is a welcome addition to our growing body of texts and com- 
pendiums on the subject. 

A careful scrutiny of its content and presentation may leave 
some readers with a sense of dissatisfaction, however. Many 
concepts are offered in an obviously didactic manner, suggest- 
ing that parts of this book may have been developed from a 
teaching seminar. The advantage of this can be found in the 
clarity with which some of the ideas emerge. However, within 
such a style there is the danger of theory becoming fact and 
facts being recruited for theory. 

The author appears to be aware of this problem; he addresses 
himself to it in the first chapters. However, as the book develops 
there is a gradual departure from this awareness, and facts and 
theories become blended to satisfy the inner need present in all 
writers. There is a subtle but distinct investment in behavioral 
modification theory just as there is a subtle but critical judg- 
ment of psychodynamic and psychoanalytic concepts. This pit- 
fall becomes enlarged with the need to touch base at all possible 
reference points. Thus the discussion of basic issues in chapter 3 
emerges as a series of brief, superficial statements on many 
weighty subjects that have plagued the scientific community 
through its recent history. Here the author falls prey to over- 
simplification, condensations, and even distortions. 

This failing is particularly evident in Achenbach's presenta- 
tion of the medical and psychodynamic models of psycho- 
pathology in children. The medical model is offered as repre- 
senting disordered behavior by analogies with physical disease. 
This erroneous structuring of the medical model leads to a 
statement that attributes our preoccupation with organic causa- 
tion to medical theory. This certainly is an oversimplification 
and does a disservice to both the scientific investigatory spirit 
and the pursuit of our understanding of human development. 

In a similar manner, the author's comparison of the psycho- 
dynamic model to a hydraulic system, in which "application of 
force or blocking of a flow in one part of the system has direct 
consequences in other parts of the system," ignores the essence 
of the psychodynamic model as open-ended. It makes the psy- 
chodynamic model a closed system responsive only to inter- 
nalized pressures. Such distortions are regrettable and tend to 
distract from the overall positive nature of the book. In spite of 
the author's own statements, which reflect an appropriate con- 
cern about our theories, he offers an excellent and dynamic syn- 
thesis of available information in his chapter ““Neurobiologica 
Development and Dysfunctions." 

Others of his chapters represent review essays of interest to 
all concerned with the significance of development on person- 
ality and its deviations. There 1s a thoughtful presentation on in- 
tellectual development and retardation. However, the chapter 
on psychoanalytic theory contributes little to our understanding 
of children and ignores a large body of available literature and 
experience. On the other hand, the section on behavioral theo- 
ries and methods is far more inclusive and makes a visible effort 
to apply some of the experiences in this field to children and 
their families. 

The chapters on psychotic disorders, antisocial behavior and 
juvenile delinquency, and drug abuse are attempts to review the 


literature on these complex subjects. They do not achieve a 
point of view so much as they offer a cross-section of many 
points of view. The final chapters, on classification of psycho- 
pathology, diagnosis and assessment, and issues in treatment, 
return the reader to the many problems facing the behavioral 
scientist. These chapters highlight the overall nature of the book 
as an effort to deal with our theories more than our practices. In 
its organization and presentation, this book raises more ques- 
tions than it answers in the area of developmental psycho- 
pathology. 


SOL NICHTERN, M.D. 
New York, N.Y. 


Psychic Exploration: A Challenge for Science, edited by Edgar 
D. Mitchell and John White. New York, N.Y., G.P. Putnam's 
Sons, 1974, 696 pp., $17.50. 


The 29 chapters by 31 contributors in this book incorporate a 
comprehensive historical and contemporary survey of most of 
the topics that are subsumed under the rubrics of psychical re- 
search and/or parapsychology. The substance and the quality 
of the writing of the several chapters are highly variable, a de- 
fect not uncommon in multi-authored books. The assignment of 
certain chapters to one of the four major sections of the book 
appears to have been arbitrary and might have been improved. 

Edgar D. Mitchell, an astronaut and the sixth man to walk on 
the moon, wrote the preface, the introduction (“From Outer 
Space to Inner Space"), and the conclusion. He describes a very 
intense subjective episode that occurred while in lunar flight: 
“In a peak experience, the presence of divinity became almost 
palpable and I knew that life in the universe was not just an ac- 
cident based on random processes. This knowledge came to me 
directly—noetically" (p. 29). 

Similar experiences have been described by persons who have 
had religious conversions or who have had other eureka-type in- 
sights. Mitchell is a highly trained and pragmatic engineer and 
scientist who now directs his considerable talent toward a 
deeper understanding of man's relationship to man and to the 
universe, with special emphasis on the nature and role of con- 
sciousness. He has founded the Institute of Noetic Sciences and 
provides inspiration for a variety of investigative projects re- 
lated to ‘‘noetics” (the study of mind and consciousness). 

The other contributors to this volume include, among others, 
psychologists, physicists, chemists, engineers, and physicians, 
all of whom have made creditable contributions in their scien- 
tific or professional fields and who have a common interest in 
one or more aspects of psychic research. It should be noted, 
however, that expertise in one field does not necessarily mean 
equal expertise in other areas. 

The main body of the book is divided into four sections. Part 
one, Parapsychology: Foundations of a New Science, is, in gen- 
eral, excellent. The history of parapsychology, although brief, is 
very good, as are the chapters describing the present state of ex- 
perimental evidence on the phenomena of telepathy, clairvoy- 
ance, and the other “usual” topics of parapsychology. 

Part two, The Expanding Range of Psychic Research, pro- 
vides exciting reading on less adequately documented reports as 
well as anecdotes on such topics as "Man-Plant Communica- 
tion," “Psychic Photography and Thoughtography," “Psychic 
Research and the Healing Process," which includes psychic sur- 
gery, "Out-of-the-Body Experiences," and others. Much of this 
section is anecdotal in nature, but it is reported by scientifically 
trained observers. Efforts at controlled observation and experi- 
mental manipulation have been made in some instances, but I 
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would suspend judgment as to the veridical nature of mos: of 
these reports. l 

Part three, The Emergence of a New Science, identifies the 
new science as paraphysics, which is defined as “the study of the 
physics of paranormal processes—i.e., phenomena that re- 
semble physical phenomena but are without recognizable physi- 
cal cause" (p. 426). Paraphysics and parapsychology overlap in 
such areas as psychokinesis and poltergeists. In this section of 
the book a chapter titled * Devices for Monitoring Nonphysical 
Energies" contains description and discussion of in- 
strumentation that may be useful in parapsychological re- 
search. Also included here are several attempts to harmonize 
parapsychological events with theoretical physics. 

Part four, The Convergence with Transpersonal Psychology, 
is imaginative and largely speculative. On the assumption that 
all of the data anc anecdotes presented in the book are true, at- 
tempts are made to integrate that data into a comprehensive, 
idealistic (as opposed to materialistic) conception o? man and 
the universe, Dire predictions for the universe, and especially 
the planet Earth, are made if mankind does not chart and em- 
bark upon new courses that will modify our scientific, social, 
political, and personal lives in the direction of altruism, peace, 
and love. 

Dr. Mitchell’s concluding section, **... And Back Again,” 
recapitulates his belief in the validity of the material presented 
in this book: “For each individual, proof can become a very per- 
sonal thing" (p. 672). He states that use of the abilities and 
energies described in the book is the only road to salvation. One 
wonders how many other astronauts, if any, had reactions com- 
parable to that of Dr. Mitchell. 


BurKE M. SMITH, Pu. D. 
Charlottesville, Va. 


The Cultural Drama: Modern Identities and Social Ferment, ed- 
ited by Wilton S. Dillon. Washington, D.C., Smithsonian Insti- 
tution Press, 1974, 328 pp., 517.50. 


This book is a compilation of the essays presented at a 
Smithsonian symposium convened November 16-19, 1970, to 
examine **how the present pace of change is manifest in cultural 
styles, and in the renewed human search for new identities, as 
old communities dissolve and their fragments coalesce in ‘new’ 
forms." 

Both the title and the manifest purpose of the book forebede 
the embarfassment of adolescent searching and the pomoosity 
of sociological pronouncements. Fortunately, these fears are 
not realized. The editor, Wilton Dillon, avoids this well-prece- 
dented faux pas by openly proclaiming that this is a book in 
search of a theme. He invites the reader to participate in zhe 
reexamination cf the e pluribus unum concept and invites sug- 
gestions for a new metaphor to replace the hackneyed sociolagi- 
cal concept that we as a nation perceive ourselves as a melting 
pot. 

By drawing upon his personal experiences as a member of a 
minority group of WASPs growing up in the Oklahoma Indian 
Territory, he relates his discovery that he is different from all of 
the other people living around him. He realized that he had no 
Indian blood, but rather than retreat into the oblivion of a 
sociocultural mixture, he set forth to reawaken a dormant iden- 
tity that would allow him to be different from and yet part of a 
collective mass. He decides that being Irish is as appropriate an 
identity as he would like for the present. Such a choice bestows 
upon him the virtues of wit, charm, and confidence. However, 
his personal quest has not yet terminated and he is examining 
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the possibility and advantages of being Welsh or English. (We 
wish him a joyful celebration of his pluralistic self.) 

This personal hegira is effectively counterpointed by Peter 
Berger's critical analysis, "Modern Identity: Crisis and Conti- 
nuity." Dr. Berger, a noted sociologist of religion, propounds 
the thesis that society assigns identities that individuals then ap- 
propriate. The socialization process forms the individual's iden- 
tity within an institutional and historical context. | 

Characteristic of man's modern identity, according to Ber- 
ger, are its open-ended (other-directed), convertible (which is 
synonymous with anticipatory socialization), inherently un- 
stable qualities. These features contribute to the continuous 
crisis of identity in modern society. This crisis is neither an acci- 
dent nor an epiphenomenon. Rather, one must consider it as an 


intrinsic feature of modern social life. In order to cope with his 


ongoing crisis, the individual needs to *'trivialize" his social ex- 
perience by making the meaning embodied in that particular so- 
cial activity "routine." By trivializing experience and meaning, 
the individual can then construct a stable “background” of so- 
cial activity in which he can gain the necessary latitude to nego- 
tiate "extraordinary, astonishing, attention provoking experi- 
ences." 

Unfortunately, in Berger's view, the instability of modern in- 
stitutions impedes the process of trivialization, thereby ex- 
posing the individual to a flood of stimuli with contradictory ex- 
pectations, eventually culminating in neurotic behavior, 
"pathogenic" institutions, and a retreat into the "subjective 
self." Consonant with the tenor of the entire book is the quiet 


. note of optimism manifested in the author's implicit belief that 


man is capable of changing the structure of society, if he so de- 
sires. 

If one were to seek a theme for this book, one would probably 
find it within the interstices of the carefully discussed issues of 
identity, diversity, protest, and change. Each essay, carefully 
balanced between personal sensitivity and intellectual rigor, 
beckons the reader through an odyssey that one could comfort- 
ably call a cultural drama. One has the gnawing sense that 
among the collective dramatis personae of this book are in- 
cluded Pirandello, the poet of meaning without identity, and 
Erikson, the discoverer of identity without meaning. Perhaps 
the psychiatrist, after reading this book, can incorporate both 
spirits without trivializing his own personal identity. 


STEVE R. PIECZENIK, M.D. 
Rockville, Md. 


The Emotionally Disturbed Family and Some Gratifying Alter- 
natives, by Ernest E. Andrews. New York, N.Y., Jason Aron- 
son, 1974, 242 pp., $10.00. 


The author, a psychotherapist in private practice, states that 
his primary purpose in this volume is to inform the educated 
public of a current therapeutic program “‘not only in the mar- 
riage and family counseling field but in mental health practice 
in general” (p.233). He focuses on the family-oriented approach 
in the social systems sense and emphasizes the family as the 
most desirable social model for promoting mental health. 

Various chapters present the symptoms caused by family life- 
styles in which faulty interpersonal manipulation is destructive 
to members of the family. The author’s conclusions have been 
strongly influenced by the original Palo Alto group of Bateson, 
Don D. Jackson, Satir, Watzlawick, and their colleagues. An- 
drews frequently mentions the unconscious, but he does not ex- 
plain how one can solve an unconscious conflict without making 
the unconscious conscious. 
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The book is written in a humorous manner but with a “‘seri- 
ous purpose” (e.g., one chapter title is “Love Is a Many-Splin- 
tered Thing"). Andrews suggests that in communicating you 
"let it all hang out." Not infrequently this sentence could end, 
“=... and unintentionally hang yourself." 

The word '*marriage" or variations of it are used more fre- 
quently than the total number of pages in this book. Therefore, 
Andrews' hypothesis that one should focus on the family in- 
stead of the marital core seems illogical to me. A pristine family 
therapist, Jay Haley (1) for example, who uses only one thera- 
peutic approach can be as rigid as any other noneclectic. This 
does not apply to Andrews, who in his private practice uses a 
variety of therapeutic approaches. In this book, however, he 
does not stress the specific indications for family therapy, e.g., 
the unconscious coalition between a parent and child against 
another family member. 

Stabilization of the marital relationship frequently resolves 
the majority of family conflicts. Thus the content of the conflict, 
whether financial, sexual, child, or other, is usually more readily 
coped with. In a good deal of his case material, Andrews shows 
that he is aware of this, e.g., such statements as "Again it is nec- 
essary to go back to the beginning of the marriage" (p. 101), or 
“The marital relationship represents the foundation for devel- 
opment of the family system" (p. 123). 

Andrews' proposal for a family institute was put into practice 
by the late Nathan Ackerman more than a decade ago. Further, 
his proposal for a well-family clinic to operate as a preventive 
measure was initiated a decade ago by myself. I labeled that 
section of my clinic the well-marriage unit (2). 

This book will be of interest to psychiatric residents. How- 
ever, its basic audience should be as stated by the author-—the 
educated public. 
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Minimal Brain Dysfunction, by Mortimer D. Gross, M.D., and 
William C. Wilson, M.D. New York, N.Y., Brunner/ Mazel, 
1974, 202 pp., $10.95. 


This work is based on the study and treatment of over 1,000 
children in a mental health center near Elgin, Illinois. It is an 
outgrowth of a project which conducted routine EEG studies 
for all admissions in a unit of a state hospital in which the high 
incidence of EEG abnormalities was striking. All of the chil- 
dren in the study were given one or more EEG examinations, 
and all of them received both psychiatric and neurological ex- 
aminations. Only about half of the children had psychological 
testing, which usually consisted of the Wechsler Intelligence 
Scale for Children (WISC). The findings from these tests are 
summarized in the book. 

An opening chapter outlines the development of the concept 
of minimal brain dysfunction. This is followed by a statistical 
survey of the data collected, on which the diagnosis of minimal 
brain dysfunction is based. Treatment by medications for chil- 
dren is emphasized. Brain catecholamine enhancers-—both 
stimulants and mood elevators—are used, as are anticonvul- 


sants and tranquilizers, frequently in varying combinations, and 
the efficacy of pharmacotherapy is also emphasized. Numerous 
case studies are included to make this point. 

It is difficult to present such extensive data in a way that is 
comprehensible to the reader. However, this study does make it 
clear that many children who have demonstrated a variety of 
behavior and management problems (e.g., hyperkinesis, over- 
aggressiveness, quarrelsomeness, extreme distractibility, diffi- 
culties in learning) that are associated with EEG abnormalities 
are aided by some of the medications referred to above. In this 
way, the authors deemphasize the importance of environmental 
factors on children with problems and encourage further and 
more careful study of this whole subject. 

From the data available, it seems likely that a variety of etio- 
logical factors, such as inadequate mental endowment, organic 
brain damage at or following birth, poor learning exposure, and 
developmental language disabilities, may account for many 
cases classified as minimal brain dysfunction. With time and 
further studies, we can hope that more clear-cut categories can 
be established. As suggested above, one feels that entities of 
quite diverse etiology are grouped under one heading, which 
fails to clarify matters. 


EDWIN M. Co eg, M.D. 
Boston, Mass. 


Models of Group Therapy and Sensitivity Training, by John B.P. 
Shaffer and M. David Galinsky. Englewood Cliffs, NJ., Pren- 
tice-Hall, 1974, 296 pp., no price listed. 


This is a very useful book. In a concise and well-organized 
fashion the authors describe 11 different types, or models, of 
group therapy and sensitivity training. The descriptions are 
clear and are illustrated by examples of group sessions and the 
type of interventions the leader makes. Theoretical concepts are 
given, again in a well-organized fashion, for each kind of group. 
Accordingly, despite certain limitations that will be noted, a 
very helpful description of the small group approaches used 
most widely today is presented. 

The 11 models described are grouped by the authors into two 
broad areas: group psychotherapy and human relations train- 
ing. Under the psychotherapy heading they describe 7 group 
models: social work, psychoanalytic therapy, group-dynamic 
therapy, existential-experiential therapy, psychodrama, gestalt 
therapy workshop, and behavior therapy. The 4 models de- 
scribed as human relations training, or personal growth devel- 
opment, are the Tavistock approach, T-groups and the labora- 
tory method, the encounter group, and the theme-centered 
interactional group. 

The first chapter, "Historical Introduction and Overview," is 
excellent. The last chapter, titled "Integration and Per- 
spective,” compares the similarities and differences and 
strengths and weaknesses of the various models and emphasizes 
important considerations concerning the protection of group 
participants and the necessity of adequate training for the group 
leaders. l 

In their description of each model the authors present the 
material in a most clear and helpful fashion. First they give a 
concise historical background, following the development of 
certain key concepts. These concepts are then presented in or- 
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der to bring out philosophical and theoretical formulations as 
well as methodological and operational approaches. The mod- 
els are then illustrated by a summary of a group session or by 
examples of the type of approach used. The role of the leader is 
described separately and related to the key concepts and the 
type of approach. 

The authors have done a commendable piece of work in or- 
ganizing and summarizing a great deal of complicated litera- 
ture, especially in situations in which there are several different 
types of approaches within a model. Thus in the larger model of 
the social work group they describe two different methods, in 
group-dynamic therapy they summarize three different ap- 
proaches, in the behavior therapy workshop they give sum- 
maries of three different kinds of groups, and in the description 
of the encounter group they describe, illustrate, and compare 
the approaches of four pioneer workers. 

All of this is done in a most clear and useful manner, but it is 
made almost too simple and too clear. The authors select a cer- 
tain amount of concepts and other material arbitrarily; they ac- 
knowledge this and state that it is done for the sake of clarity. 
They also acknowledge that their selection of the 11 models was 
based on their own thoughts as to what could most clearly be 
described and, it would seem, illustrate some of their own con- 
cepts about group approaches. Thus the Wolf-Schwartz ap- 
proach to working with the individual in the group and using in- 
dividual therapy techniques is selected as an example of a 
psychoanalytic therapy group, even though the authors state 
that this approach is not truly psychoanalytic. This selectioa 
helped them set up another model, group-dynamic therapy, 
which focuses or: the group interaction first and then on the in- 
dividual. This approach is considered to be psychoanalytic by 
most workers. 

A more serious criticism of the book is the use of artificially 
constructed group sessions and artificial examples of inter- 
ventions in group sessions. This does make things clearer, but it 
makes them almost too clear and simple. It does not indicaie 
the complexity end difficulty of describing and dealing with the 
interactions involved. This seems to go along with the authors' 
obvious conviction that understanding these interactions from 
the cognitive standpoint is the most important goal of group 
work. The roles of the unconscious and transference are not em- 
phasized sufficiently, and the effect of the leader's controlling 
and manipulative behavior is not sufficiently considered, except 
in the last chapter, which discusses the encounter group leader. 

Despite these limitations, the volume is a beautifully orga- 
nized and most useful presentation of 11 different models of 
group approaches. The viewpoint of the authors is clearly 
stated. They emphasize the importance of adequate training 
and supervised experience for the leader and the necessity for 
his taking the responsibility for the protection of the partizi- 
pants from untoward effects. 

I highly recommend this book as a well-organized, clear, but 
somewhat over-simplified description of some of the most 
widely used current models of small group approaches, both 
therapeutic and nontherapeutic. It would be most useful for 
those who wish to obtain a worthwhile overview of group ther- 
apy and sensitivity training. 


AARON STEIN, M.D. 
New York, N.Y. 
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Davip F. Musto, M.D., is Associate Professor of Psychiatry, Child Study Center, Yale Uni- 
versity Medical School, and Associate Professor of History, Yale University Graduate School, 
New Haven, Conn. 


REBECCA Z. SOLOMON, M.D., is Supervisor of Psychotherapy, Institute of Living, and Training 
Analyst, Western New England Institute, Hartford, Conn.; she is also in private practice in 
Hartford, Conn. 


ALEXANDER H. LEIGHTON, M.D., is Professor of Social Psychiatry and Head of the Depart- 
ment of Behavioral Sciences, Harvard School of Public Health, Boston, Mass. 


HENRY W. BnosiN, M.D., is Professor of Psychiatry, University of Arizona College of Medi- 
cine, Tucson, Ariz. 


GEORGE H. PorLock, M.D., PH.D., is Director, Institute for Psychoanalysis, Chicago, III. 
JOHN D. RAINER, M.D., is Professor of Clinical Psychiatry, Columbia University College of 
Physicians and Surgeons, and Chief of Psychiatric Research (Medical Genetics), New York 
State Psychiatric Institute, New York, N.Y. 


JOHN T. MALTSBERGER, M.D., is Assistant Clinical Professor of Psychiatry, Harvard Medical 
School, and Psychiatric Consultant, Harvard University Health Services, Boston, Mass. 


MERRILL T. EATON, M.D., is Professor and Chairman, Department of Psychiatry, University of 
Nebraska College of Medicine, and Director, Nebraska Psychiatric Institute, Omaha, Neb. 


Harry S. ABRAM, M.D., is Professor of Psychiatry, Vanderbilt University School of Medicine, 
Nashville, Tenn. 


JACKSON A. SmitH, M.D., is Professor and Chairman, Department of Psychiatry, Stritch 
School of Medicine, Loyola University, Maywood, Ill. 


S. MOUCHLY SMALL, M.D., is Professor and Chairman, Department of Psychiatry, State Uni- 
versity of New York at Buffalo School of Medicine, Buffalo, N.Y. 


STUART M. Fincu, M.D., is with the University of Arizona College of Medicine, Tucson, Ariz.; 
he is also in private practice in Tucson, Ariz. 


RoBERT S. MCKNIGHT, M.D., is Director, Adult Outpatient Clinic, Institute of Living, Hart- 
ford, Conn. 


ARNOLD J. FRIEDHOFF, M.D., is Professor, Department of Psychiatry, and Director, Millhauser 
Laboratories, New York University School of Medicine, New York, N.Y. 


ROBERT TURFBOER, M.D., is a Consultant for Industrial and Occupational Psychiatry in New 
Haven, Conn. 


. JOSEPH ZINKIN, M.D., is Assistant Director, Bellevue Psychiatric Hospital, and Assistant Clini- 


cal Professor of Psychiatry, New York University-Bellevue Medical Center, New York, N.Y. 
MICHAEL ROBBINS, M.D., is Associate Psychiatrist, McLean Hospital, Belmont, Mass. 


Davip D. Darv, M.D., is Professor, Department of Neurology, University of Texas Health Sci- 
ence Center at Dallas, Dallas, Tex. 
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WILLIAM J. Di Scipio, PH.D., is Director of Psychology, Bronx Children’s Psychiatric Center, 
and Assistant Clinical Professor of Psychiatry (Psychology), Albert Einstein College of Medi- 
cine, Bronx, N.Y. 


PETER H. Knapp, M.D., is Associate Chairman, Division of Psychiatry, Boston University 
School of Medicine, Boston, Mass. 


SoL NICHTERN, M.D., is Director, Psychiatric Services, Jewish Child Care Association of New 
York, New York, N.Y. 


BurKE M. Smitu, PH.D., is Associate Professor, Department of Psychiatry, University of Vir- 
ginia School of Medicine, Charlottesville, Va. 


STEVE R. PIECZENIK, M.D., is Special Assistant for Psychiatry and International Affairs to the 
Director, National Institute of Mental Health, Rockville, Md. 


BERNARD L. GREENE, M.D., is Clinical Professor of Psychiatry, Abranam Lincoln School of 
Medicine, University of Illinois, Chicago, Ill. 


Epwin M. Core, M.D., is Senior Consulting Staff Psychiatrist, Massachusetts General Hospi- 
tal, Boston, Mass. 


AARON STEIN, M.D., is Clinical Professor of Psychiatry, Mount Sinai School of Medicine of 
the City University of New York, New York, N.Y. 
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Books Received 


This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies will be sent to the publishers. 
Books cannot be returned to the publishers. 


Sexuality and Psychoanalysis, edited by Edward T. Adelson, 
M.D. New York, N.Y., Brunner] Mazel, 1975, 305 pp., 813.95. 


A Pediatric Play Program: Developing a Therapeutic Play Pro- 
gram for Children in Medical Settings, by Pat Azarnoff, M.Ed., 
and Sharon Flegal. Springfield, Il., Charles C Thomas, 1975, 
98 pp.. $7.50 (paper). 


The Best Years of Your Life: A Guide to the Art and Science of 
Aging, by Leopold Bellak, M.D. New York, N.Y., Atheneum, 
1975, 288 pp., $10.00. 


The Year Book of Psychiatry and Applied Mental Health 1975, 
edited by Francis J. Braceland, M.D., Sc.D., Daniel X. Freed- 
man, M.D., Arnold J. Friedhoff, M.D., Lawrence C. Kolb, 
M.D., Reginald S. Lourie, M.D., and John Romano, M.D. Chi- 
cago, Ili., Year Book Medical Publishers, 1975,455 pp., $27.95. 


Learning and Growing: A Guide to Child Development, by 
Laurie and Joseph Braga. Englewood Cliffs, N.J., Prentice- 
Hall, 1975, 184 pp., no price listed. | 


Why Survive? Being Old in America, by Robert N. Butler, M.D. 
New York, N.Y., Harper & Row, 1975, 482 pp., $15.00. 


Illustrated Manual of Laboratory Diagnosis: Indications and In- 
terpretations, 2nd ed., by R. Douglas Collins, M.D. Phila- 
delphia, Pa., J.B. Lippincott Co., 1975, 332 pp., no price listed. 


Problems of Disadvantaged and Deprived Youth, edited by John 
G. Cull, Ph.D., and Richard E. Hardy, Ed.D. Springfield, Il., 
Charles C Thomas, 1975, 241 pp., $13.50. 


Educating Emotionally Disturbed Children: Readings, 2nd ed., 
edited by Henry Dupont. New York, N.Y., Holt, Rinehart and 
Winston, 1975, 482 pp., no price listed. 


Who's Listening? A Handbook of the Transactional Analysis of 
the Listening Activity, by Franklin H. Ernst. Jr., M.D. Vallejo, 
Calif., Addresso' set, 1973, 177 pp., $5.95. 


Theorie und Therapie der Neurosen, by Viktor E. Frankl. Mu- 
nich, Germany, Ernst Reinhardt Verlag, 1975, 215 pp., 21,80 
deutsche marks (paper). 


Teacher's Resource Book for Principles and Methods of Psy- 
chology, by Steven G. Goldstein, Robert B. Lawson, and Rich- 
ard E. Musty. New York, N.Y., Oxford University Press, 1975, 
133 pp., no price listed (paper). 
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The Speed Culture: Amphetamine Use and Abuse in America, by 
Lester Grinspoon, M.D., and Peter Hedblom. Cambridge, 
Mass., Harvard University Press, 1975, 329 pp., $15.00. 


Pharmacotherapy and Psychotherapy: Paradoxes, Problems 
and Progress. Report 93, by the Group for the Advancement of 
Psychiatry Committee on Research, New York, N.Y., GAP, 
1975, 176 pp., $6.00 (paper). 


The Evaluation of Training in Mental Health, by Marcia Gut- - 
tentag, Thomas Kiresuk, Madelynn Oglesby, and Jerry Cahn. 
New York, N.Y., Behavioral Publications, 1975, 131 pp., no 
price listed. 


Parents and Mentally Handicapped Children, by Charles Han- 
nam. Baltimore, Md., Penguin Books, in association with 
MIND (National Association for Mental Health), London, 
England, 1975, 126 pp., $2.25 (paper). 


Services of the Rehabilitation Facility, edited by Richard E. 
Hardy, Ed.D., and John G. Cull, Ph.D. Springfield, IH., Charles 
C Thomas, 1975, 192 pp., $14.75. 


Re-Visioning Psychology, by James Hillman. New York, N.Y., 
Harper & Row, 1975, 260 pp., $12.50. 


5 Readers Reading, by Norman N. Holland. New Haven, 
Conn., Y ale University Press, 1975, 409 pp., $15.00. 


Modern Perspectives in the Psychiatry of Old Age, edited by 
John G. Howells, M.D., D.P.M. New York, N.Y., Brunner/ 
Mazel, 1975, 604 pp., $20.00. 


Behavioral Pharmacology, by Susan D. Iversen and Leslie L. 
Iversen. New York, N.Y., Oxford University Press, 1975, 306 


pp... $10.95; $5.95 (paper). 


Lithium Research and Therapy, edited by F.N. Johnson. New 
York, N.Y., Academic Press (Harcourt Brace Jovanovich}, 
1975, 556 pp., $35.75. 


Hominology: Psychiatry's Newest Frontier, by C. David Jones, 
M.D. Springfield, Ill., Charles C Thomas, 1975, 205 pp., $12.50. 


Fundamentals of Human Sexuality, 2nd ed., by Herant A. Kat- 
chadourian, M.D., and Donald T. Lunde, M.D. New York, 
N.Y., Holt, Rinehart and Winston, 1975, 582 pp., no price listed 


{paper}. 


Narrative of a Child Analysis: The Conduct of the Psycho-Anal- 
ysis of Children As Seen in the Treatment of a Ten-Year-Old 
Boy, by Melanie Klein. New York, N.Y., Delacorte Press, 
1975, 466 pp., $20.00. 


The Psycho-Analysis of Children, by Melanie Klein; authorized 
translation by Alix Strachey, revised in collaboration with Alix 
Strachey by H.A. Thorner. New York, N.Y., Delacorte Press, 
1975, 292 pp., $17.50. 


Adolescent Disturbance and Breakdown, by Moses Laufer. Bal- 
timore, Md., Penguin Books, in association with MIND (Na- 
tional Association for Mental Health), London, England, 1975, 
94 pp., $2.50 (paper). 


Le Réve-Éveille Dirige et l'Inconscient, by Jacques Launay, 
Jacques Levine, and Gilbert Maurey. Brussels, Belgium, Des- 
sart et Mardaga, Editeurs, 1975, 449 pp., no price listed (paper). 


Experiments in Psychology: Manual and Laboratory Kit to Ac- 
company Principles and Methods of Psychology, by R.B. Law- 
son, S.G. Goldstein, and R.E. Musty. New York, N.Y., Oxford 
University Press, 1975, 112 pp., $7.95 (manual and kit). 


Principles and Methods of Psychology, by Robert B. Lawson, 
Steven G. Goldstein, and Richard E. Musty. New York, N.Y., 
Oxford University Press, [975, 515 pp., $11.50. 


Three Psychotherapies: A Clinical Comparison, edited by Clem- 
ens Á. Loew, Ph.D., Henry Grayson, Ph.D., and Gloria Heiman 
Loew, Ph.D. New York, N.Y., Brunner/ Mazel, 1975, 268 pp., 
$13.50. 


Piagetian Theory and the Helping Professions. Proceedings of 
the Fourth Interdisciplinary Seminar, edited by Gerald 1. Lubin, 
James F. Magary, and Marie F. Poulsen. Los Angeles, Calif., 
University of Southern California, 1975, 348 pp., $7.50 (paper). 


Nutrition and Our Overpopulated Planet, by Sohan L. Ma- 
nocha. Springfield, Ill., Charles C Thomas, 1975, 455 pp., 
$24.50; $16.75 (paper). 


The Reflection Process in Casework Supervision, by Janet Mat- 
tinson. London, England, Institute of Marital Studies, Tavi- 
stock Institute of Human Relations, 1975, 149 pp., £2 (paper). 


Freedom and Growth in Marriage, by James Leslie McCary. 
Santa Barbara, Calif., Hamilton (John Wiley & Sons), 1975, 
387 pp., no price listed (paper). 


Coping with Prolonged Health Impairment in Your Child, by 
Audrey T. McCollum, M.S. Boston, Mass., Little, Brown and 
Co., 1975, 233 pp., $10.00. 


Supportive Care: Theory and Technique, 2nd ed., by Werner M. 
Mendel. Los Angeles, Calif, Mara Books, 1975, 237 pp., 
$12.00. 


Depression, by Ross Mitchell. Baltimore, Md., Penguin Books, 
in association with MIND {National Association for Mental 
Heaith), London, England, 1975, 110 pp., $2.25 (paper). 


Neural Integration of Physiological Mechanisms and Behaviour. 
J.A.F. Stevenson Memorial Volume, edited by Gordon J. Mo- 
genson and Franco R. Calaresu ( with the editorial assistance of 
Blanche Box) Buffalo, N.Y., University of Toronto Press, 
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1975, 434 pp., $35.00. 


Human Potentialities, by Gardner Murphy. New York, N.Y., 
Viking Press, 1975, 333 pp., $3.95 (paper). 


Adolescent Behavior and Society: A Book of Readings, 2nd ed., 
edited by Rolf E. Muuss. New York, N.Y., Random House, 
1975, 645 pp., no price listed (paper). 


The Death of America, by Samuel A. Nigro, M.D. Cleveland 
Heights, Ohio, Mankind First Co., 1974, 249 pp., $8.50. 


Varieties of Psychatherapeutic Experience: Multivariate Analy- 
ses of Patients’ and Therapists’ Reports, by David E. Orlinsky 
and Kenneth I. Howard. New York, N.Y., Teachers College 
Press, 1975, 273 pp., $15.00. 


Gestalt Approaches in Counseling, by William R. Passons. New 
York, N.Y., Holt, Rinehart and Winston, 1975, 234 pp., no 
price listed (paper) 


Love and Addiction, by Stanton Peele with Archie Brodsky. 
New York, N.Y., Taplinger, 1975, 275 pp., $9.95. 


History and Systems of Psychology, by William S. Sahakian. 
Cambridge, Mass., Schenkman (New York, N.Y.. Halsted 
Press, John Wiley & Sons, distributor), 1975, 480 pp., $19.50; 
$8.95 (paper). 


The Mental Hospital and Human Services, by Herbert C. Schul- 
berg, Ph.D., and Frank Baker, Ph.D. New York, N.Y., Behav- 
ioral Publications, 1975, 373 pp., no price listed. 


Beyond Sexual Freedom, by Charles W. Socarides, M.D. New 
York, N.Y., Quadrangle/ New York Times Book Co., 1975, 
177 pp., 87.95. 


Training in Child Psychiatry in Canada, edited by Dr. Paul 
Steinhauer. Toronto, Canada, Laidlaw Foundation, 1975, 114 
pp., $3.00 (paper). 


Studies in Child Psychoanalysis: Pure and Applied. Monograph 
Series of The Psychoanalytic Study of the Child 5. New Haven, 
Conn., Y ale University Press, 1975, 167 pp., $12.50. 


Behavior Modification in the Human Services: A Systematic In- 
troduction to Concepts and Applications, by Martin Sundel, 
Ph.D., and Sandra Stone Sundel, M.S.S.W. New York, N.Y., 
John Wiley & Sons, 1975, 273 pp., $9.95. 


International Review of Criminal Policy 31, by the United Na- 
tions Departmeni of Economic and Social Affairs. New Yor. 
N.Y., United Naiions, 1974, 101 pp., $6.00 (paper). 


The Courage To Love: Selected Papers of Edith Weigert, M.D., 
by Edith Weiger:. New Haven, Conn., Yale University Press, 
1975, 408 pp., $4.95 {paper}. 


Terror in the Prisons: Homosexual Rape and Why Society Con- 
dones It, by Car] Weiss and David James Friar. New York, 
N.Y., Bobbs-Merrill Co., 1975, 247 pp., $8.95. 


The Neuropsychology of Aggression. Advances in Behavioral Bi- 
ology, Vol. 12, edited by Richard E. Whalen. New York, N.Y., 
Plenum Press, 1974, 212 pp., $19.50. 
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Lives in Progress: A Study of the Natural Growth of Person- 
ality, 3rd ed., by Robert W. White. New York, N.Y., Holt, 
Rinehart and Winston, 1975, 379 pp., no price listed (paper). 


Thinking About Crime, by James Q. Wilson. New York, N.Y., 
Basic Books, 1975, 221 pp., $10.00. 


The Hyperkinetic Child: A Bibliography of Medical, Educa- 
tional, and Behavioral Studies, by Carol Ann Winchell. West- 
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port, Conn., Greenwood Press (Williamhouse-R egency), 1975, 
182 pp., $11.00. 


Sociological Aspects of Drug Dependence, edited by Charles 
Winick. Cleveland, Ohio, CRC Press, 1974, 319 pp., $39.95. 


Issues in Evaluating Behavior Modification: Proceedings of the 
First Drake Conference on Professional Issues in Behavior Anal- 
ysis, March 1974, edited by Dr. W. Scott Wood. Champaign; 
lll., Research Press. 1975, 264 pp., $6.95. 
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Highlights of the 128th Annual Meeting 


THE 128TH ANNUAL MEETING Of the American Psychiatric As- 
sociation, which centered on the theme Focus on the Family, 
was held in Anaheim, Calif., May 5-9, 1975. The total registra- 
tion was 9,95], including 4,288 members, 2,727 nonmembers, 
597 scientific and technical exhibitors, 111 members of the 
press, 1,337 program participants, and 2,228 families of 
members. 

The opening session, on Monday morning, May 5, was 
brought to order by John P. Spiegel, M.D., 103rd President of 
the Association. Dr. Spiegel introduced the distinguished 
guests, who included the following: Mr. Robert Andreen, repre- 
senting the National Association for Mental Health; Dr. Tolani 
Asuni, President of the Association of Psychiatrists in Africa; 
Chaplain Joseph B. Brady, President, Association of Mental 
Health Clergy; Dr. Donald T. Camipbell, President, American 
Psychological Association; Prof. John E. Cawte, representing 
the Australian and New Zealand College of Psychiatrists; Dr. 
Hayden H. Donahue, President, American College of Psychia- 


.trists; Dr. Betty L. Evans, representing the American Nurses' 


Association; Dr. Milton Greenblatt, President, American Asso- 
ciation for Social Psychiatry; Dr. Robert O. Jones, representing 
the Canadian Medical Association; Dr. Robert Kendall, repre- 
senting the Royal College of Psychiatrists and a member of the 
Organizing Committee of the VI World Congress of Psychia- 
try; Dr. Denis Leigh, representing the Royal College of Psychi- 
atrists and General Secretary of the World Psychiatric Associa- 
tion; Dr. Tsung-yi Lin, President of the World Federation for 
Mental Health; Dr. Clovis Martins, representing the Associaco 
Psiquiatrica Latino Americana and the Inter-American Coun- 
cil of Psychiatric Associations, Dr. Francis McLaughlin, Pres- 
ident of the American Psychoanalytic Association; Dr. Laura 
Morrow, representing the American Medical Women’s Asso- 
ciation; Dr. Joseph Noshpitz, President of the American Acad- 
emy of Child Psychiatry; Dr. Seymour Pollack, President of the 
American Academy of Psychiatry and the Law; Prof. Jerome 
Rabow, representing the American Sociological Association; 
Dr. Howard Rome, President, World Psychiatric Association; 
Dr. Augustus Rose, representing the American Neurological 
Association; Dr. Albert Silverman, President-Elect, American 
Psychosomatic Association; Dr. Colin M. Smith, President, 
American Society for Adolescent Psychiatry; Dr. Earl Witen- 
berg, President, American Academy of Psychoanalysis; and Dr. 
Claus Wectrin, representing the Swedish Psychiatric Associa- 
tion. 

Dr. Spiegel then introduced the California University Singers 


from the University of California, Fullerton, under the direc- 
tion of Mr. David Thorsen, who presented choral selections. 

Official greetings were extended by the Honorable Mervyn 
M. Dymally, Lieutenant Governor of the State of California, 
and by the Honorable Ralph A. Diedrich, Chairman of the Or- 
ange County Board of Supervisors. 

Dr. Spiegel introduced Denis Leigh, M.D., General Secretary 
of the World Psychiatric Association, who extended an in- 
vitation to the VI Werld Congress of Psychiatry to be held in 
Honolulu, Hawaii, August 29-September 3, 1977. Dr. Spiegel 
then introduced H. Keith H. Brodie, M.D., Chairperson of the 
Program Committee (who resigned this position after this 
meeting); Paul V. Gustafson, M.D., Chairperson of the Ar- 
rangements Committee; and Vice-Presidents June Jackson 
Christmas, M.D., and Jules H. Masserman, M.D. Vice-Presi- 
dent Christmas then introduced Dr. Spiegel, who gave the 
presidential address, "Psychiatry—A High-Risk Profession." 
Vice-President Masserman then introduced Judd Marmor, 
M.D., who gave the response of the President-Elect. (The texts 
of these addresses are published elsewhere in this issue of the 
Journal.) 

The opening session closed with a duet on organ and piano 
performed by Bertram Brown, M.D., Director of the National 
Institute of Mental Health, and John E. Fryer, M.D. Dr. Spie- 
gel adjourned the meeting with an invitation to a reception held 
by the officers of the Association immediately thereafter. 


SCIENTIFIC SESSIONS 


The scientific sessions began Monday afternoon, May 5. 
There were 266 papers presented in regular sessions as well as 
27 papers on new research that were presented in 3 sessions 
throughout the week. There were 8] morning panels and 58 eve- 
ning panels, 7 videotaped continuing education sessions related 
to the theme Focus on the Family, and 33 films in 12 sessions. 

The Solomon Carter Fuller Lecture, “Government and the 
Black Family,” was given by the Honorable Mervyn M. Dy- 
mally, Lieutenant Governor of the State of California. Jeanne 
Spurlock, M.D., Deputy Medical Director of APA, presented 
"A Psychiatrist’s Response" to the lecture. Prof. Thomas A. 
Lambo, Deputy Director General, World Health Organization, 
Geneva, Switzerland, gave the Adolf Meyer Lecture, “Psychia- 
try's New Challenges." Germán Arciniegas, writer, journalist, 
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politician, educator, and diplomat, gave the Simon Bolivar Lec- 
ture, ““The Cultural Development of Latin America: An Histor- 
ical Disequilibrium.” The Benjamin Rush Lecture, ““The Mad- 
ness of Art," was given by Joseph Leon Edel, Ph.D., Citizens 
Professor of English, University of Hawaii at Manoa, Hono- 
lulu, Hawai. The Seymour Vestermark Memorial Lecture, 
"Continuing Education of Psychiatrists," was given by Hugh C. 
Carmichael, M.D., Professor Emeritus, University of Illinois, 
Chicago, and former Director, Office of Continuing Education 
for Psychiatrists, American Psychiatric Association. 

There were four special lectures: "Clinical Significance of 
Research on Coping and Adaptation" by David A. Hamburg, 
M.D., Professor, Department of Psychiatry, and Reed-Hodg- 
son Professor in Human Biology, Stanford University, Stan- 
ford, Calif.; “The Life of Psychiatry" by Bertram S. Brown, 
M.D., Director, National Institute of Mental Health, Rock- 
ville, Md.; "Psychological Sex Differentiation in Childhood" by 
Eleanor Maccoby, Ph.D., Professor and Chairperson, Depart- 
ment of Psychology, Stanford University, Stanford, Calif.; and 
“The Current Status of Behavioral Psychotherapy: Theory and 
Practice" by Isaac M. Marks, M.D., Senior Lecturer, Institute 
of Psychiatry, Maudsley Hospital, London, England. 


CONVOCATION 


The 19th Convocation of Fellows was held in the Grand Ball- 
room of the Disneyland Hotel on Wednesday, May 7. Dr. Spie- 
gel presided. After the processional march, Dr. Spiegel called 
the convocation to order. The life fellows and fellows were in- 
ducted by Judd Marmor, M.D., President-Elect. 

Dr. Alan Stoller, Melbourne, Victoria, Australia, was desig- 
nated Distinguished Fellow of the Association. Henry H. Fos- 
ter, Jr., J.D., New York, N.Y., was designated Honorary Fel- 
low. The following were designated Corresponding Fellows: Dr. 
Tolani Asuni, Abeokuta, Nigeria; Dr. Burton Gyrth Burton- 
Bradley, Boroko, Papua, New Guinea; Dr. Brajendra Mohan 
Deb Sikdar, Maharashtra, India; Dr. Takeo Doi, Tokyo, Ja- 
pan; Dr. Hans Hippius, Munich, Germany; Dr. Jordan Harmon 
Lachman, Arjang, Sweden; Dr. George Lucien Lipton, Carlton, 
Victoria, Australia; Dr. David Clarkson Maddison, Newcastle 
University, New South Wales, Australia; Dr. Anthony Richard 
May, Copenhagen, Denmark; Dr. Dhirendra Nath Nandi, Cal- 
cutta, India; Dr. Shridhar Sharma, Panaji, India; Dr. Karam 
Singer, Pokfulam, Hong Kong; Dr. Eng-Seong Tan, Kuala 
Lumpur, Malaysia; and Dr. Sritham Thanaphum, Bangkok, 
Thailand. 

Life fellows and life members who have been in the Associa- 
tion for 50 years (1925-1975) were introduced by Dr. Spiegel. 
They are Glenn Borden Carrigan, M.D., Greenwood, S.C.; 
Percy Gatling Hamlin, M.D., Tarzana, Calif; Roletta Olga 
Jolly-Fritz, M.D., Greensboro, N.C.; Louis Joseph Karnosh, 
M.D., Cleveland, Ohio; Baldwin Longstreth Keyes, M.D., 
Philadelphia, Pa.; Alfred C. LaBine, M.D., Mullet Lake, Mich.; 
Helen Parthenay Langner, M.D., Milford, Conn.; John A.P. 
Millet, M.D., Nyack, N.Y.; Ward Winthrop Millias, M.D., 
Rome, N.Y., Amy Nivison Stannard, M.D., Walnut Creek, 
Calif; Harriet E. Twombly, M.D., San Jose, Calif.; and David 
Cole Wilson, M.D., Napa, Calif. 

The presentation of awards followed. Dr. Spiegel presented 
the Distinguished Service Award—given to APA members 
"whose distinguished careers have enobled the profession of 
psychiatry" —to Walter E. Barton, M.D., Senior Staff Physi- 
cian, Veterans Administration General Hospital, White River 
Junction, Vt., Professor of Psychiatry, Dartmouth Medical 
School, Hanover, N.H., Adviser to the Veterans Administra- 
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tion's Mental Health and Behavioral Science Division, Wash- 
ington, D.C., Medical Director of APA from 1963 to 1974, and 
Past President of the Association, 1961-1962; and to the Hon- 
orable David L. Bazelon, Chief Judge of the United States 
Court of Appeals for the District of Columbia Circuit, Wash- 
ington, D.C. 

The Lester N. Hofheimer Prize for Research, presented by 
Donald F. Klein, M.D., was given to Rudolf H. Moos, Ph.D., 
Professor, Department of Psychiatry, and Director, Social 
Ecology Laboratory, Stanford University Medical Center, 
Stanford, Calif., for his study, “Evaluating Treatment Environ- 
ments A Social Ecological Approach," published by John 
Wiley & Sons in 1974, This award is given to “U.S. research in- 
vestigators for outstanding accomplishment in psychiatry and 
mental hygiene." 

Rose D. Jenkins, M.D., presented the Agnes Purcell 
McGavin Award to Othilda.M. Krug, M.D., Professor of Child 
Psychiatry, University of Cincinnati, Cincinnati, Ohio, for her 

"outstanding contributions to the DINEBHON of mental dis- 
orders in children." 

Robert J. Campbell IH, M.D., presented the Robert T. 
Morse Writers Award in the absence of Arnold Werner, M.D., 
to Mr. Robert Anderson, Film Producer, Mental Health Film 
Board of Canada, Quebec, Canada, and to Mr. Irving Jacoby, 
Film Producer, .National Mental Health Film Board, New 
York, N.Y. 

Alexander D. Brooks, LL.B., Professor of Law, Rutgers Uni- 
versity School of Law, Newark, N.J., received the Manfred S. 
Guttmacher Award *'for an outstanding contribution to foren- 
sic psychiatry in the form of a book, monograph, or paper,” for 
his book Law, Psychiatry and the Mental Health System, pub- 
lished by Little, Brown and Co, in 1974, from Jonas R. Rappe- 
port, M.D. 

The Seymour D. veenas Prize Award for * ‘outstanding 
contributions to undergraduate and postgraduate medical edu- 
cation, to continuing education, and to the education of behav- 
ioral scientists for research" was presented by Louis A. Gotts- 
chalk, M.D., to Hugh C. Carmichael, M.D., Professor 
Emeritus, University of Illinois, Chicago, and former Director, 
Office of Continuing Education for Psychiatrists, APA. 

John K. Torrens, M.D., presented the Isaac Ray Award, 
given to “recognize psychiatrists, attorneys, and judges who 
have made outstanding contributions to legal psychiatry,” to 
Jay Katz, M.D., Professor Adjunct of Law and Psychiatry, 
Yale University, New Haven, Conn. 

The District Branch Newsletter of the Year Award "to rec- 
ognize the overall excellence of outstanding newsletters pub- 
lished by the District Branches of the Association from the 
standpoint of editorial content, attractiveness of format, and 
usefulness in furthering communication within the profession," 
was presented by Robert J. Campbell III, M.D., to the Tennes- 
see Psychogram, John H.L. Marshall, M.D., Editor. 

Dr. Spiegel then announced that the Association is adminis- 
tering a training program for ethnic minority group psychiatric 
residents utilizing an NIMH-funded grant. To date, 16 such 
APA/NIMH fellowship awards have been granted, with the 
purpose of increasing *'the supply of well-trained psychiatrists 
from minority groups and maintaining a broad-based in- 
novative commitment to mental health issues of minority group 
populations. ...” 

Following the presentation of awards, Dr. Spiegel introduced 
Margaret Mead, Ph.D., Curator Emeritus of Ethnology, Amer- 
ican Museum of Natural History, New York, N.Y., who gave 
the William C. Menninger Memorial Convocation Lecture, 
"Psychiatrists' Relationship to Cultural Change." The Con- 
vocation then recessed. 


BUSINESS SESSION 


The business session was convened as a meeting of the As- 
sembly of District Branches acting for the membership in re- 
ceiving reports of the officers and actions of the Board of 
Trustees. The meeting was held on Wednesday, May 7, in the 
Arena of the Anaheim Convention Center. Dr. Spiegel pre- 
sided. After a memorial to deceased members and fellows, Don- 
ald McKnew, Jr., M.D., member of the Committee of Tellers, 
presented the results of the election of officers and trustees and 
of the vote on the proposed amendments to the Constitution 
and By-Laws (Eugene A. Hargrove, M.D., Committee Chair- 
person, was unable to attend). Robert W. Gibson, M.D., is the 
new President-Elect; the Vice-Presidents are Daniel X. Freed- 
man, M.D. (to serve a term of two years), and Jack A. Wolford, 
M.D. (to serve a term of one year). Jules Masserman, M.D., is 
the Secretary (to serve a term of two years), and the Treasurer 
is Jack Weinberg, M.D. (to serve a term of one year). Lewis L. 
Robbins, M.D., is Trustee-at-Large; Louis Linn, M.D., is the 
Area I] Trustee; and Bruce Alspach, M.D., is the Area V 
Trustee. In addition, the Committee of Tellers certified the ap- 
proval of amendments to the following sections of the Constitu- 
tion and By-Laws: Article VII, Section 1; Chapter 3, Section 3; 
Chapter 9, Section 1; and Chapter 11, Section 1. Following each 
report, the floor was opened for questions. All reports were ac- 
cepted. 

The reports of the officers to the membership followed. Rob- 
ert W. Gibson, M.D., gave the Secretary's report, which in- 
cluded actions of the Board of Trustees and of the Executive 
Committee. Jack Weinberg, M.D., gave the report of the Trea- 
surer. Robert B. Neu, M.D., gave the report of the Speaker of 
the Assembly of District Branches, and Miltiades L. Saphiro- 
poulos, M.D., gave the report of the Speaker-Elect. The Medi- 
cal Director, Melvin Sabshin, M.D., presented his report. Rob- 
ert W. Gibson, M.D., gave the report on the proposed 
amendments to the By-Laws (Winfred Overholser, Jr., M.D., 
Chairperson of the Committee on Constitution and By-Laws, 
was unable to attend). 

Dr. Spiegel then presented memorials to Dr. Neu, the retiring 
Speaker, and to Jules Masserman, M.D., and June Jackson 
Christmas, M.D., the retiring Vice-Presidents. Alfred M. 
Freedman, M.D., presented the President’s Badge to Dr. Spie- 
gel. 

The Annual Forum followed the business session. Topics dis- 
cussed included issues of confidentiality and potential dan- 


OFFICIAL ACTIONS 


gerousness of patients (related to the case of Tarasoff v. the Re- 
gents of the University of California), A motion to voice 
support of the proposal to establish a permanent council on 
children, youth, and the family was passed by the required ma- 
jority of the voting members in attendance. Four petitions pro- 
posing amendments to the Constitution and By-Laws to be in- 
cluded on the ballot for the 1976 general election were read. The 
meeting closed with a standing ovation for Dr. Spiegel. 


MEETINGS OF THE BOARD OF TRUSTEES 


The Board of Trustees met in regular sessions on Sunday, 
May 4, and Thursday, May 8. 


SPOUSES’ ACTIVITIES, ENTERTAINMENT 


The Local Arrangements Committee, chaired by Paul V. 
Gustafson, M.D., planned a schedule of entertainment that in- 
cluded a tour of Universal Studios, youth tours of Lion Country 
Safari and Knotts Berry Farm, a tour of the Queen Mary, a 
tour of California homes, and a visit to the Los Angeles Music 
Center. There was also a buffet dinner and a cruise on Newport 
Bay on the Pavillion Queen sponsored by the Residents’ Com- 
mittee. A “family fun night" at Disneyland was offered on 
Tuesday evening, May 6, for the enjoyment of members, their 
families, and friends. A "farewell fiesta" was held at the Dis- 
neyland Hotel, Greenbelt area, on Friday, May 9. 


ALLIED MEETINGS 


The following prcfessional associations also held meetings in 
or near Anaheim during the week of May 5-9: the American 
Academy of Child Psychiatry, the American Association of 
Chairmen of Departments of Psychiatry, the American College 
of Psychoanalysts, tae American Society for Phenomenological 
Psychotherapy, the American Society for Adolescent Psychia- 
try, the Association of Mental Health Clergy, and the Behavior 
Therapy and Research Society. 


RoBERT W. GiBSON, M.D. 
Secretary, American Psychiatric Association 


+ 
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Commission on Certification in Administrative Psychiatry 


The following are those ane successfully completed the Commission’s examination given in Anaheim, Calif., May 4, 1975, and 


- are now certified Mental Health Administrators. 


Dublis, Robert A., M.D., Fort Lauderdale, Fla. 
Hudson; Charles J., M.D., Cooperstown, N.Y. 
Lehrman, Nathaniel S., M.D., Roslyn, N.Y. 
McCaw, William W., Jr., M.D., Denver, Colo. 
Osyaman, Ismail Yaman, M.D., Poughkeepste, N.Y. 
Stadter, Richard Perry, M.D., Fargo, N.D. 


* 
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MOBAN 


(molindone HCI) 


THE FIRST OF A NEW CLASS OF 
ANTIPSYCHOTICS TO TREAT THE MANIFESTATIONS 
OF SCHIZOPHRENIA 
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CHEMICALLY UNIQUE: MOBAN* is completely unrelated structurally 
or chemically to any of the three main categories of major anti- 
psychotics currently available* MODAN'" represents a new class of ° 
antipsychotic...the dihydroindolones, oxygenated indole derivatives. 


*Please see list of reference literature on comparative studies 


MOBAN (molindone HCI) PERMITS PATIENT 
PARTICIPATION AND COOPERATION IN A PROGRAM 
OF ON-GOING REHABILITATION 





ONTROLS SCHIZOPHRENIC 
YMPTOMS AS IT MOBILIZES 
THE PATIENT TOWARD 
PRODUCTIVE ACTIVITY 


the start of therapy, MOBAN* can often 
ntrol schizophrenic symptoms. MOBAN* 
ts rapidly—usually within 2 to 4 weeks 


attaining maximum therapeutic bene- 


by the third treatment month. Once 


ntrol is achieved, it can often be main- 


ined with MOBAN*. MOBAN* produces 
creased functional activity which may 
low a gradual return to the world the 


jtient has left behind: his family, his job, 


Yd his social activities. (Of course, in 


tain instances where increased activ- 


' is contraindicated, caution should be 
cercised. ) 


In controlled pre-introductory stud- 





RAPIDLY AIDS ARREST OF ACUTE 
OR CHRONIC PSYCHOTIC SYMPTOMS 
OF SCHIZOPHRENIA 


ies, MOBAN* produced significant improve- 
ment of thought, affective, motor, and 
behavioral disorders. 


HELPS KEEP PATIENTS 
ALERT AND RESPONSIVE TO 
PSYCHOTHERAPY 


Because MOBAN® has been shown to pro- 
duce an increased sense of alertness in 
some patients, it may be especially use- 
ful in those who are withdrawn and 
apathetic. 

MOBAN* (molindone HCI) does not 
produce the prolonged dulling effects 
observed with earlier antipsychotics. 
This lack of continued sedation should 
make for a more cooperative, better 
functioning patient...one who will be 
able to assume a more active role in his 
over-all rehobilitation, and one less likely 





ACTIVATES MANY WITHDRAWN AND 
APATHETIC PATIENTS 


to discontinue the needed maintenance 
medication. A beneficial sense of well- 
being occurs in some patients (others 
may experience an abnormal, exagger- 
ated sense of well-being). 


AN EFFECTIVE 
THERAPEUTIC ALTERNATIVE 


When patients are unresponsive or have 
become refractory to their current medi- 
cation or suffer certain untoward side 
effects, MOBAN® offers a clear-cut thera- 
peutic alternative. MOBAN® may be effec- 
tively used for the newly diagnosed 
schizophrenic, on a long-term, in-patient 
basis, or later on when the patient has 
assumed an out-patient status. In short, 
at any step on the way horne. 


PHARMACOLOGIC PROFILE 


The pharmacologic profile of MOBAN* in 
laboratory animals resembles that of 
other major antipsychotic agents in that 
it causes the reduction of spontaneous 
locomotion and aggressiveness, sup- 
pression of conditioned psychotic 
responses and antagonism of the bizarre, 
stereotyped behavior and hyperactiv- 
ity induced by amphetamines. In addi- 
tion, MOBAN* antagonizes the depres- 
sion caused by the tranquilizing agent, 
tetrabenazine. 

In human clinical studies, tranquili- 
zation is achieved in the absence of mus- 
de relaxing or incoordinating effects. 
Based on EEG studies, MOBAN® exerts its 
effects on the ascending reticular activa- 
ting system. 

Human metabolic studies show 
MOBAN" to reach peak blood levels within 
one hour after oral administration. 

Tolerance has not developed dur- 
ing long-term (3 years) therapy in 
limited pre-introductory studies. 

PLEASE NOTE: Lenticular opacities 


and skin pigmentation often seen with 
other currently-prescribed antipsychotics, 
have not been observed during pre- 
introductory studies with MOBAN®...mak- 
ing it suitable for those patients from 
whom other medication should be with- 
drawn due to those side effects. Such 
adverse effects result principally from 
long-term, high dose phenothiazine 
therapy. The possibility that similar ac- 
verse reactions may occur with MOBAN® 
should be kept in mind. 


USUAL DOSAGE RANGES 


Initial and maintenance dosages of 
MOBAN® (molindone HCI) should be in- 
dividualized, and the minimal effective 
dose should be employed. Elderly and 
debilitated patients should be started on 
lower doses. 

Mild 5 mg three or four times a day, up to 
15 mg three or four times a day. 
Moderate 10 mg three or four times a 
day, up to 25 mg three or four times 
a day. 

Severe Daily dosages up to 225 mg may 
be required. 
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AVAILABLE AS TABLETS IN THREE 
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FULL PRESCRIBING INFORMATION 


MODAN'(molindone HCl) 


DESCRIPTION MOBAN* (molindone hydrochloride) is a dihydroindo- 
lone compound which is not structurally related to the phenothia- 
zines, the butyrophenones or the thioxanthenes. 

MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4(5H)-one hydrochloride. It is a white crystalline powder, freely 
soluble in water and alcohol and has a molecular weight of 312.67. 


O N-CH2 CH2-CH3 
a 
P | CH; ®@HCl 
l 
H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN* (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN* antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 

In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN® exerts its effect on the ascending reticular activating 
system. 

Human metabolic studies show MOBAN* to reach peak blood levels 
within one hour after oral administration. 


INDICATIONS MOBAN* (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 


CONTRAINDICATIONS MOBAN* (molindone hydrochloride) is con- 
traindicated in severe central nervous system depression (alcohol, 
barbiturates, narcotics, etc.) or comatose states, and in patients 
with known hypersensitivity to the drug. 


WARNINGS Usage in Pregnancy Studies in the pregnant patient 
have not been carried out. Animal reproductive studies have not 
demonstrated a teratogenic potential. The anticipated benefits must 
be weighed against the unknown risks to the fetus if used in these 
patients. 


Nursing Mothers Data is not available on the content of MOBAN* 
(molindone hydrochloride) in the milk of nursing mothers. 


Usage in Children Use of MOBAN* (molindone hydrochloride) in 
children below the age of twelve years is not recommended because 
safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN* (molindone hydro- 
chloride) may note drowsiness initially and they should be advised 
against activities requiring mental alertness until their response to 
the drug has been established. 

Increased activity has been noted in patients receiving MOBAN* . 
Caution should be exercised where increased activity may be 
harmful. 


ADVERSE REACTIONS Transient initial drowsiness was noted most 
frequently. Noted less frequently were Parkinsonian reactions (aki- 
nesia characterized by rigidity, immobility and reduction of volun- 
tary movement and tremor), akathisia, restlessness, insomnia, 
depression, feeling of dizziness, blurred vision, hyperactivity, 
euphoria, dry mouth, headache, nausea and tachycardia. Upon 
abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 

Others which were observed included weight gain, weight loss, 
suicidal thinking, postural hypotension, initial heavy menses, amen- 
orrhea, lactation, rash, spasticity, dystonia, akinesia, oculogyric 
crisis, gastrointestinal upset, increased libido, leukopenia, and 
nonspecific EKG changes. 


ADVERSE REACTIONS NOTED WITH OTHER ANTIPSYCHOTIC AGENTS 
The following adverse reactions have been observed with phenothi- 
azine antipsychotic drugs. MOBAN* (molindone hydrochloride) dif- 
fers chemically and to some degree pharmacologically from 
phenothiazines, but the possibility that similar adverse reactions 
may occur with MOBAN* (molindone hydrochloride) should be kept 
in mind. 


Drowsiness Usually mild to moderate, may occur, particularly during 
the first or second week, after which it generally disappears. If trou- 
blesome, dosage may be lowered. 


Jaundice Over-all incidence has been low, regardless of indication 
or dosage. Most investigators conclude it is a sensitivity reaction. 
Most cases occur between the second and fourth weeks of therapy. 
The clinical picture resembles infectious hepatitis, with laboratory 
features of obstructive jaundice, rather than those of parenchymal 
damage. It is usually promptly reversible on withdrawal of the medi- 
cation; however, chronic jaundice has been reported. There is no 
conclusive evidence that pre-existing liver disease makes patients 
more susceptible to jaundice. Alcoholics with cirrhosis have been 
successfully treated with phenothiazine, without complications. 
Nevertheless, the medication should be used cautiously in patients 
with liver disease. Patients who have experienced jaundice with a 
phenothiazine should not, if possible, be re-exposed to 
phenothiazines. 

If fever with grippe-like symptoms occurs, test for increased biliru- 
bin or for bile in urine. If tests are positive, stop treatment. 

Liver function tests in jaundfce induced by the drug may mimic 
extrahepatic obstruction; withhold exploratory laparotomy until 
extrahepatic obstruction is confirmed. 





Hematological Disorders Including agranulocytosis, eosinophilia, 
leukopenia, hemolytic anemia, thrombocytopenic purpura, and pan- 
cytopenia, though rare, have been reported. 


Agranulocytosis Observe patients regularly for sudden appearance 
of sore throat or other signs of infection. If white blood counts and 
differential smears indicate cellular depression, stop treatment and 
start antibiotic and other suitable therapy. 

Most cases have occurred between the 4th and 10th weeks of ther- 
apy; patients should be watched closely during that period. 


Moderate suppression of white blood cells is not an indication for 
stopping treatment unless accompanied by the symptoms described 
above. 

Cardiovascular: 

Hypotensive Effects Postural hypotension, simple tachycardia, 
momentary fainting and dizziness may occur after the first injection; 
occasionally after subsequent injections; rarely after the first oral 
dose. Usually recovery is spontaneous and symptoms disappear 
within 1⁄2 to 2 hours. Occasionally, these effects may be more severe 
and prolonged, producing a shock-like condition. 


EKG Changes Particularly nonspecific, usually reversible Q and T 
wave distortions —have been observed in some patients receiving 
phenothiazine tranquilizers. Their relationship to myocardial dam- 
age has not been confirmed. 

Note: sudden death, apparently due to cardiac arrest, has been 
reported, but there is not sufficient evidence to establish a rela- 
tionship between such deaths and the administration of the drug. 


C.N.S. Effects: 

Neuromuscular (Extrapyramidal) Reactions Closely resembling 
parkinsonism, and motor restlessness have occurred most 
frequently in psychiatric patients receiving high dosages. Dystonic 
reactions have been reported occasionally. Such symptoms usually 
disappear soon after dosage is lowered, the drug temporarily with- 
drawn, and/or concomitant administration of an anti-parkinsonism 
agent. (Note: Levodopa has not been found effective in relief of 
these neuromuscular reactions.) In severe cases suitable supportive 
measures such as maintaining a clear airway and adequate hydra- 
tion should be used. When phenothiazine is reinstituted, it should be 
at a lower dosage. 

Hyperreflexia has been reported in the newborn. 


Persistent Tardive Dyskinesia As with all antipsychotic agents, 
tardive dyskinesia may appear in some patients on long-term ther- 
apy or may appear after drug therapy has been discontinued. The 
risk appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be accompanied by 
involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia; anti- 
parkinsonism agents usually do not alleviate the symptoms of this 
syndrome. It is suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be necessary to reinsti- 
tute treatment, or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may be masked. 

It has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


Adverse Behavioral Effects Psychotic symptoms and catatonic-like 
states have been reported rarely. 


Other C.N.S. Effects Cerebral edema has been reported. 

Convulsive seizures (petit mal and grand mal) have been reported, 
particularly in patients with EEG abnormalities or history of such 
disorders. 

Abnormality of the cerebrospinal fluid proteins has also been 
reported. 


Allergic Reactions Of a mild urticarial type of photosensitivity are 
seen. Avoid undue exposure to sun. More severe reactions, including 
exfoliative dermatitis, have been reported occasionally. 


Endocrine Disorders Lactation and moderate breast engorgement 
may occur in females on large doses. If persistent, lower dosage or 
withdraw drug. False positive pregnancy tests have been reported, 
but are less likely to occur when a serum test is used. Amenorrhea 
and gynecomastia have also been reported. Hyperglycemia, hypogly- 
cemia and glycosuria have been reported. 


Autonomic Reactions Occasional dry mouth; nasal congestifn; con- 
stipation; adynamic ileus; urinary retention; miosis and myiasis. 


Special Considerations in Long-Term Therapy Skin pigrhentation 
and ocular changes have occurred in some patients taking substan- 
tial doses of phenothiazines, for prolonged periods. 


Skin Pigmentation Rare instances of skin pigmentation have been 
observed in hospitalized mental patients, primarily females who 


have received the drug usually for three years or more in higher dos- 
ages. The pigmentary changes, restricted to exposed areas of the 
body, range from an almost imperceptible darkening of the skin to a 
slate gray color, sometimes with a violet hue. Histological examina- 
tion reveals a pigment, chiefly in the dermis, which is probably a 
melanin-like complex. The pigmentation may fade following discon- 
tinuance of the drug. 


Ocular Changes Ocular changes have occurred more frequently 
than skin pigmentation and have been observed both in pigmented 
and nonpigmented patients receiving phenothiazines, usually for 
two years or more. Eye changes are characterized by deposition of 
fine particulate matter in the lens and cornea. In more advanced 
cases, star-shaped opacities have also been observed in the 
anterior portion of the lens. The nature of the eye deposits has not 
yet been determined. A small number of patients with more severe 
ocular changes have had some visual impairment. In addition to 
these corneal and lenticular changes, epithelial keratopathy and 
pigmentary retinopathy have been reported. Reports suggest that 
the eye lesions may regress after withdrawal of the drug. 

Since the occurrence of eye changes seems to be related to dosage 
levels and/or duration of therapy, it is suggested that long-term 
patients on moderate to high dosage levels have periodic ocular 
examinetions. 


Etiology The etiology of both of these reactions is not clear, but 
exposure to light, along with dosage/duration of therapy, appears to 
be the most significant factor. If either of these reactions is ob- 
servec, the physician should weigh the benefits of continued ther- 
apy against the possible risks and, on the merits of the individual 
case, determine whether or not to continue present therapy, lower 
the dosage, or withdraw the drug. 


Other Adverse Reactions Mild fever may occur after large I.M. 
doses. Hyperpyrexia has been reported. Increases in appetite and 
weight sometimes occur. Peripheral edema and a systemic lupus 
erythematosus-like syndrome have been reported. 

Note: There have been occasional reports of sudden death in 
patients receiving phenothiazines. In some cases, the cause 
appeared to be asphyxia due to failure of the cough reflex. In others, 
the cause could not be determined. There is not sufficient evidence 
to establish a relationship between such deaths and the adminis- 
tration of phenothiazines. 

DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN* (molindone hydrochloride) should be individualized, and 
the minimal effective dose should be employed. Elderly and debili- 
tated patients should be started on lower dosage. 


Dosage schedule, based on severity of symptomatology 

1. Mild —5 mg three or four times a day; an increase to 15 mg three 
or four times a day may be required. 

2. Moderate— 10 mg three or four times a day; an increase to 25 mg 
three or four times a day may be required. 

3. Severe— daily dosage as high as 225 mg may be required. 


DRUG INTERACTIONS Potentiation of drugs administered concur- 
rently with MOBAN* (molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not shown increased 
toxicity when MOBAN* is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 
Gastric lavage is indicated for the reduction of absorption of 
MOBAN* (molindone hydrochloride) which is freely soluble in water. 
Since the absorption of MOBAN* (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 
Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN* in animals, 
this blocking effect has not been determined in humans. 
A significant increase in the rate of removal of unmetabolized 
MOBAN* from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN* is excreted unmetabolized in the urine.) However, poor 
response of the patient may justify use of these procedures. While 
the use of laxatives or enemas might be based on general princi- 
ples, the amount of unmetabolized MOBAN* in feces is less than 1%. 
Extrapyramidal symptoms have responded to the use of diphenhy-. 
dramine (Benadryl *) and the synthetic anticholinergic antiparkinson 
agents, (i.e., Artane*, Cogentin" , Akineton" ). 
HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 
5 mg orange * Benadryl — Trademark, Parke Davis and Co. 

10 mg lavender | 'Artane— Trademark, Lederle Labzratories 
25 mg light green| " Cogentin — Trademark, Merck Sharp & Dohme 

* Akineton — Trademark, Knoll Pharmaceutical Co. 


Endo Laboratories, Inc. 


Subsidiary of E.I. du Pont de Nemours & Co. (Inc.) 
Garden City, N.Y. 11530 
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\MORE THAN 30 YEARS... | 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 
pedine ekaa biaha 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 










The SOS has also been used universally for 
s Convulsive Therapy, Non-Convulsive Therapies, 
i Electro-Sleep Therapy, Focal Treatment, 
| Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC ll—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 


EE — —— À— À— 
For more detailed information, and bibliography of over 200 references, write to: œ 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 







patient is 
taki ng 
one of these... 












Primary medications 


anticoagulants cardiac glycosides vasodilators 
antacids diuretics anticholinergics 


Psychotropics/CNS depressants 


alcohol barbiturates MAO inhibitors 
phenothiazines hypnotics minor tranquilizers 
narcotics antidepressants 


Anticonvulsants 








this about 
Valium (diazepam) 








Valium is frequently used with most classes of these primary medications. Clinically significant 
drug interactions have not been reported to date. 





Potentiation may occur with other CNS depressants. Careful consideration should be given to 
the pharmacology of these compounds when used concomitantly with Valium. 





As with other agents which have anticonvulsant activity, the possibility of increase in frequency 
and/or severity of grand mal seizures may require an increase in dosage of standard anticonvulsants. 


Valium (diazepam) 
2-mg, 5-mg, 10-mg scored tablets 


Before prescribing, please see following page for a summary of product information. 


att Nt a as a a a n i y 


Valium (diazepam) 


2-mg, 5-mg, 10-mg scored tablets 


can relieve psychoneurotic anxiety 
and its associated depressive symptoms 


Prompt, effective action. Valium works 
rapidly to relieve pronounced psychic tension 

in patients overreacting to stress and in psycho- 
neurotic patients. 


Wide margin of safety. Valium is 
generally well tolerated and in usual dosages 
rarely produces significant adverse reactions. 


Dosage flexibility. Scored Valium 2-, 5-, 
10-mg tablets give you dosage flexibility no 
tranquilizer capsule can match. 


Before prescribing, please consult complete 
product information, a summary of which follows: 
Indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional fac- 
tors; psychoneurotic states manifested by tension, anxi- 
ety, apprehension, fatigue, depressive symptoms or 
agitation; symptomatic relief of acute agitation, tremor, 
delirium tremens and hallucinosis due to acute alcchol 
withdrawal; adjunctively in skeletal muscle spasm due 
to reflex spasm to local pathology; spasticity caused by 
upper motor neuron disorders; athetosis; stiff-man syn- 
drome; convulsive disorders (not for sole therapy). 
Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute narrow 
angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate therapy. 
Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations requiring com- 
plete mental alertness. When used adjunctively in con- 


vulsive disorders, possibility of increase in frequency and/ 


or severity of grand mal seizures may require increased 
dosage of standard anticonvulsant medication; abrupt 
withdrawal may be associated with temporary increase 
in frequency and/or severity of seizures. Advise against 
simultaneous ingestion of alcohol and other CNS de- 
pressants. Withdrawal symptoms (similar to those with 
barbiturates and alcohol) have occurred following 
abrupt discontinuance (convulsions, tremor, abdominal 
and muscle cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful surveillance 
because of their predisposition to habituation and depen- 


dence. In pregnancy, lactation or women of childbear- 
ing age, weigh potential benefit against possible hazard. 

Precautions: If combined with other psycho- 
tropics or anticonvulsants, consider carefully pharma- 
cology of agents employed; drugs such as phenothiazine: 
narcotics, barbiturates, MAO inhibitors and other anti- 
depressants may potentiate its action. Usual precautions 
indicated in patients severely depressed, or with latent 
depression, or with suicidal tendencies. Observe usual 
precautions in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly and debil- 
itated to preclude ataxia or oversedation. 

Side Effects: Drowsiness, confusion, diplopia; 
hypotension, changes in libido, nausea, fatigue, depres- 
sion, dysarthria, jaundice, skin rash, ataxia, constipation, 
headache, incontinence, changes in salivation, slurred 
speech, tremor, vertigo, urinary retention, blurred 
vision. Paradoxical reactions such as acute hyperexcited 
states, anxiety, hallucinations, increased muscle spas- 
ticity, insomnia, rage, sleep disturbances, stimulation 
have been reported; should these occur, discontinue 
drug. Isolated reports of neutropenia, jaundice; periodic 
blood counts and liver function tests advisable during 
long-term therapy. | 

Dosage: Individualize for maximum beneficial 
effect. Adults: Tension, anxiety. and psychoneurotic ` 
states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. 
or q.i.d. in first 24 hours, then 5 mg t.i.d. or q.i.d. as 
needed; adjunctively in skeletal muscle spasm, 2 to 10 
mg t.i.d. or q.i.d.; adjunctively in convulsive disorders, 2 
to 10 mg b.i.d. to q.i.d. Geriatric or debilitated patients: 
2 to 22 mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) Children: 1 to 
215 mg t.i.d. or q.i.d. initially, increasing as needed and 
tolerated (not for use under 6 months). 

Supplied: Valium? (diazepam) Tablets, 2 mg, 

5 mg and 10 mg—bottles of 100 and 500; Tel-E-Dose® 
packages of 100, available in trays of 4 reverse-num- 
bered boxes of 25, and in boxes containing 10 strips of 
10; Prescription Paks of 50, available singly and in 
trays of 10. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


a national mia of 
general hospital psychiatry — 
and private psychiatrie hospitals 


with a foreword by ZIGMOND LEBENSOHN 





Please send me copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 





Send coupon to: O bill me [] remittance enclosed 

Publications Service Division 

American Psychiatric Association 

1700 18th St. N.W., Washington, 
D.C. 20009 


Name 
Address 


ar E 
775AJP 


— A. 


ALC qae 











—‘iteansavetime, — 
it can save money, and it can 
even save people - 





by reducing readmissions. 


ES 
Time Prolixin Decanoate (Fluphenazine Decanoate 
Injection), with duration of action that may last up to 4 
weeks or longer in patients on maintenance therapy, can 
effect important savings in nursing time. 


| 


Approximate Staff Time Required to Medicate 
18 Schizophrenic Patients* 


e? ^q a 
8 a.m. 3, hr 1 injection every 
1.p.m nr 28 days for most 


patients 


4 minutes required 
for each injection 


— 1 hr., 10 minutes nursing 
time in 28 days 







61 hours and 50 minutes or 
more than 7% eight-hour 
working days 


om Alatt R. Br J Social Psychiatry 2: 187-191, 1968. 
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another report?. 


unemployed‘. 


Money Martin and Townend’, who found from their 


study of Prolixin Decanoate that 15 of 39 patients could 
be maintained on 25 mg. every 4 weeks, also note that on 
this basis “a years maintenance on chlorpromazine 
represents the order of 110 grams of phenothiazine as 
opposed to 0.33 gram of fluphenazine.” Translating this 
into dollars shows the following potential hospital savings 
on the basis of patient population: 














Cost/500 
Agent and Cost/patient/ patients/ 
amount/year Form year year 
Chlorpromazine 8 oz. concen- $48.75* $24,375 
(SKF brand) trate 100 mg./ml.t 
110 grams 
Prolixin Decanoate 5 ml. vials "40 Y doa 11.585 
.33 grams 25 mg./ml. 
SAVINGS $25.58 $12.790 


patient, year 500 pts/yr. 


* Calculated from prices published in 1975 Red Book 
** Calculated from Squibb 1975 price catalogue 
t With tablets, the annual cost is even greater 





| People The controlled drug delivery system of Prolixin Decanoate helps get 
y schizophrenic patients out of the hospital and helps them stay out. It promotes 
continuity of therapy—reducing outpatient drug defaulting from approximately 
50% with oral medications according to one report? to about 16% according to 


It reduces the number and length of rehospitalizations. In one study of 103 patients 
maintained on injections of long-acting fluphenazines, total hospital readmissions 
for a year were cut from 191 to 50 and inpatient time from 8,713 days to 1,335 days‘. 


It facilitates return to a productive life. A 12-month followup of 103 discharged 
patients revealed 77% in full-time employment or household duties and only 23% 


~PROLIXIN DECANOATE 


(Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks 
or longer in patients on maintenance therapy. 


® 
S UIB 'The Priceless Ingredient of every product 
is the honor and integrity of its maker’ ™ 
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PROLIXIN DECANOATE j 


(Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks or longer in patients on maintenance therapy. 


Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 
25 mg. fluphenazine decanoate per ml. in a sesame oil vehicle with 
1.2% (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established sub- 
cortical brain damage. In patients who have a blood dyscrasia, liver 
damage or renal insufficiency, or who are receiving large doses of 
hypnotics, or who are comatose or severely depressed. In patients who 
have shown hypersensitivity to fluphenazine; cross-sensitivity to phe- 
nothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car 
or operating heavy machinery may be impaired by use of this drug. 
Physicians should be alert to the possibility that severe adverse re- 
actions may occur which require immediate medical attention. Potentia- 
tion of effects of alcohol may occur. Safety and efficacy in children 
have not been established because of inadequate experience in use 
in children. 


Usage in Pregnancy: Safety for use during pregnancy has not been 
established; weigh possible hazards against potential benefits if ad- 
ministering this drug to pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine 
compound caused cholestatic jaundice, dermatoses or other allergic 
reactions because ofthe possibility of cross-sensitivity. When psychotic 
patients on large doses of a phenothiazine drug are to undergo surgery, 
hypotensive phenomena should be watched for: less anesthetics or 
centralnervous system depressants may be required. Because of added 
anticholinergic effects, fluphenazine may potentiate the effects of 
atropine. 

Use fluphenazine decanoate cautiously in patients exposed to ex- 
treme heat or phosphorus insecticides; in patients with a history of 
convulsive disorders since grand mal convulsions have occurred: and 
in patients with special medical disorders such as mitral insufficiency 
or other cardiovascular diseases, and pheochromocytoma. Bear in 
mind that with prolonged therapy there is the possibility of liver damage, 
pigmentary retinopathy, lenticular and corneal deposits, and develop- 
ment of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction 
of a physician experienced in the clinical use of psychotropic drugs. 
Periodic checking of hepatic and renal functions and blood picture 
should be done. Renal function of patients on long-term therapy should 
be monitored; if BUN becomes abnormal, treatment should be dis- 
continued. Silent pneumonias’ are possible. 


ADVERSE REACTIONS: Central Nervous System —Extrapyramidal 
symptoms are most frequently reported. These include pseudoparkin- 
sonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
and hyperreflexia; most often these are reversible, but they may be 
persistent. One can expect a higher incidence of such reactions with 
fluphenazine decanoate than with less potent piperazine derivatives 
or straight-chain phenothiazines. The incidence and severity will de- 
pend more on individual patient sensitivity, but dosage level and patient 
age are also determinants. As these reactions may be alarming, the 
patient should be forewarned and reassured. Thesereactionscan usually 
be controlled by administration of antiparkinsonian drugs such as benz- 
tropine mesylate or intravenous Caffeine and Sodium Benzoate Injec- 
tion U.S.P., and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, per- 
sistent and sometimes irreversible tardive dyskinesia may appear in 
some patients on long-term therapy or may occur after discontinuation 
of drug. The risk seems greater in elderly patients, especially females, 
on high dosages. The syndrome is characterized by rhythmical involun- 
tary movements of tongue, face, mouth, or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and may be accompanied by involuntary movements of extremities. 
There is no known effective therapy for tardive dyskinesia; usually the 
symptomsare notalleviated by antiparkinsonism agents. Ifthe symptoms 
appear, discontinuation of all antipsychotic agents is suggested. The 
syndrome may be masked if treatment is reinstituted, or drug dosage 
increased, or a different antipsychotic agent used. Reports are that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause restlessness, 
excitement, or bizarre dreams; reactivation or aggravation of psychotic 
processes may be encountered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, far in excess of the recom- 
mended amounts, may ihduce a catatonic-like state. 


Autonomic Nervous System — Hypertension and fluctuations in blood 
pressure have been reported. Although hypotension is rarely a prob- 
lem, patients with pheochromocytoma, cerebral vascular or renal in- 
sufficiency or severe cardiac reserve deficiency such as mitral insuf- 


ficiency appear to be particularly prone to this reaction and should be 
observed carefully. Supportive measures including intravenous 
vasopressor drugs should be instituted immediately should severe 
hypotension occur; Levarterenol Bitartrate Injection U.S.P. is the most 
suitable drug; epinephrine should not be used since phenothiazine 
derivatives have been found to reverse its action. Nausea. loss of 
appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing ortemporarily discontinuing the dos- 
age will usually control these effects. Blurred vision, glaucoma, bladder 
paralysis, fecal impaction, paralytic ileus, tachycardia, or nasal con- 
gestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine —Weight change, peripheral edema, ab- 
normal lactation, gynecomastia, menstrual irregularities, false results 
on pregnancy tests, impotency in men and increased libido in women 
have occurred in some patients on phenothiazine therapy. 


Allergic Reactions —Itching, erythema, urticaria, seborrhea, photo- 
sensitivity, eczema and exfoliative dermatitis have been reported with 
phenothiazines. The possibility of anaphylactoid reactions should be 
borne in mind. 


Hematologic —Blood dyscrasias including leukopenia, agranulocy- 
tosis, thrombocytopenic ornonthrombocytopenic purpura, eosinophilia, 
and pancytopenia have been observed with phenothiazines. If sore- 
ness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular 
depression, therapy should be discontinued and other appropriate 
measures instituted immediately. 


Hepatic —Liver damage manifested by cholestatic jaundice, particu- 
larly during the first months of therapy, may occur; treatment should 
be discontinued. A cephalin flocculation increase, sometimes accom- 
panied by alterations in other liver function tests, has been reported 
in patients who have had no clinical evidence of liver damage. 


Others—Sudden deaths have been reported in hospitalized patients 
on phenothiazines. Previous brain damage or seizures may be pre- 
disposing factors. High doses should be avoided in known seizure 
patients. Shortly before death, several patients showed flare-ups of 
psychotic behavior patterns. Autopsy findings have usually revealed 
acute fulminating pneumonia or pneumonitis, aspiration of gastric 
contents, or intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants such 
as opiates, analgesics, antihistamines, barbiturates, and alcohol may 
occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe 
enough to cause fatal cardiac arrest, altered electrocardiographic and 
electroencephalographic tracings, altered cerebrospinal fluid proteins, 
cerebral edema, asthma, laryngeal edema, and angioneurotic edema; 
with long-term use, skin pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. Local tissue reactions 
occur only rarely with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic* single dose preassembled syringes 
and cartridge-needle units, and 5 ml. vials. 


FILMS ON PSYCHIATRIC MANAGEMENT 
AVAILABLE FROM SQUIBB 


e A Chance for Change 
e A Way Out 
e Community Treatment of the Psychotic Patient 


e A New Concept in Psychiatric Management 
e Psychiatric Services in General Hospitals 
e The Quality of Care 


For further information contact your Squibb Representative 
or write: Squibb, P.O. Box 4000, Princeton, N.J. 08540 
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| A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore's Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects. served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Bevond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children... . A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psvchiatric Services for Children 


Please send me : copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 





Send coupon to: 





Publications Services Division bod EET 
American Psychiatric Association Name u 
1700 18th St., N.W., 
Washington, D.C. 20009 Address " 
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Agitated and hyperactive? 





: Consider the advantages of 
starting him on HALDOL (haloperidol) 


Acts promptly to 
control agitation 
HALDOL haloperidol appears 


to be particularly effective in 
calming mania and psychomotor 
agitation" "Symptom control is 
achieved rapidly, with many 
patients showing distinct 
improvement in a few days to a 
week'?— frequently within a few 
hours when the intramuscular 
form is used for initial control of 


acutely agitated psychotic states^^* 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
haloperidol is rare. In fact, this 
drug has been reported to increase 
activity in some underactive 
patients, while in hyperactive 
patients it usually reduces activity 
to a normal level without 
somnolence. HALDOL 
haloperidol has been found to 
“normalize” behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community 


Reduces 
likelihood of 


certain adverse 
reactions 
HALDOL haloperidol, a 


butyrophenone, avoids or 
minimizes many of the problems 
associated with the 
phenothiazines. The most 
commonly noted side effects of 
HALDOL haloperidol — 
extrapyramidal reactions— are 
usually dose-related and readily 
controlled with antiparkinson 
drugs. 


Transient hypotension occurs 
rarely; severe orthostatic 
hypotension has not been 
reported. HALDOL haloperidol 
is also unlikely to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity 
reactions and skin rashes. C:cular 
damage and pigmentation 
changes have not been reported. 


References: 1. Palestine, M.L., and Alatorre, E.: Quart. J. Stud. Alcohol 34:185 (Mar.) 1973. 2. Rees, L., and Davies, B.: Int. J]. Neuropsychiat. 
1:263 (June) 1965. 3. Sugerman, A.A., et al.: Amer. J. Psychiat. 120:1190 (June) 1964. 4. Rapp, M.S.: Canad. Psychiat. Ass. J. 15:73 (Feb.) 1970. 
5. Towler, M.L., and Wick, P.H.: Int. J. Neuropsychiat. 3: Suppl. 1,62 (Aug.) 1967. 6. Man, P.L., and Chen, C.H.: Psychosomatics 14:59 
(Ian.-Feb.) 1973. 7. Reschke, R.W.: Dis. Nerv. Syst. 35:112 (Mar.) 1974. 8. Haward, L.R.C.: Clin. Trials ]. 2:135 (May) 1965. 


HALDOL 


(haloperidol) 


at ines pis injection 


highly specific control of disordered and disruptive behavior 


For information relating to Indications, Contraindications, Warnings, . 
Precautions and Adverse Reactions, please turn page. 


* 


IMPORTANT: Full directions for use should be read before HALDOL haloperidol is administered. or prescribed. 


McNeil Laboratories, Inc., 1975 
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HALDOL 


(haloperidol) 


tablets/concentrate/injection 


highly specific control of 
disordered and disruptive behavior 


A Dosage Form for Every Need: 


5 tablet strengths for convenience in individualizing dos- 
age: Ve mg., 1 mg.,2mg.,5mg. and 10 mg. 








An undetectable, tasteless liquid concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 





A rapid-acting injection for psychiatric 


emergencies: 5 mg. per cc., with 0.5 mg. 
s methylparaben and 0.05 mg. propylparaben 
per k and lactic acid for pH adjustment to 

4+0.2. 


Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette’s syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this vi. 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 

A on ainst the potential hazards. A case of phocomelia in an infant 

ose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related pup 
mortality (presumably due to lack of maternal care reflecting é 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperidol should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders, 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressureemay occur. (2)— receiving anticonvulsant medica- 
tion, because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3) — with known allergies, or with a history of allergic 
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reactions to drugs. (4)— receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 

If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs, including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperido! is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reportec 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage. or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision, urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. 

Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL haloperidol is administered or prescribed. 9 [74 


McNeil Laboratories, Inc. 
McNEIL Fort Washington, Pa. 19034 
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THE NATION'S PSYCHIATRISTS— 


1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 


and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


l. 


Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years' training. It gives data on 
their age, sex, citizenship, race and work status. 


. The Education and Training of Psychiatrists provides data on the number in the 


sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and what they do. 


. Geographic Distribution of Psychiatrists presents state totals for the identified 


manpower pool, along with ratios per 100,000 population. 


The Economic Issues looks at such issues as the source of professional income and 
hours donated. 


38 pages single copy $3.25 
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Please send me —— — copy(ies) of order #233, The Nation's Psychiatrists— 1970 Survey, 
@ $3.25 per copy. (10% discount for 10 copies or more, and 20% for 50 or more). 


[] Bill Me O Check Enclosed 
(Please Print) 


Name 


Address 


City State Zip 


Send Coupon to: American Psychiatric Association 


Publication Sales 
1700 Eighteenth St., N.W. : 
Washington, D.C. 20009 7T5AJP 


The familiar refrain of depression: 


—- * 


morning fatigue... sadness... 
anorexia... insomnia 


Now, Merrell offers Norpr amin (desipramine hydrochloride tablets N.F.) 
to effectively relieve these common manifestations 


of depression. 


Norpramin also provides additional benefits in treatment 


of your patients. 


O effectively relieves physical, 
psychological and emotional 


symptoms of depression 


O minimal daytime sedation — 
important for patients who must be 
alert to perform daytime activities 


[ side effects rarely require 


discontinuation of therapy 
[ increases interpersonal 


responsiveness 


psychotherapy 


O relief that may begin in 2 to 5 
days — but full therapeutic effect is 


seldom seen before 2 weeks 


Prescribe Norpramin to change the familiar refrain of 


depression in your practice. 


Norpramin® 
(desipramine hydrochloride tablets N.F.) 


Brief Summary 

Indications: Norpramin (desipramine hydrochloride 
tablets N.F.) is indicated for the relief of depressive 
symptoms. Endogenous depressions are more likely 
to be alleviated than others. 

Contraindications: Desipramine hydrochloride should 
not be given within two weeks of treatment with a 
monoamine oxidase inhibitor. Contraindications in- 
clude the acute recovery period following myocardial 
infarction and hypersensitivity to the drug. Cross sen- 
sitivity with other dibenzazepines is a possibility. 
Warnings: 1. Extreme caution should be used in pa- 
tients: (a) with cardiovascular disease. (b) with a his- 
tory of urinary retention or glaucoma. (c) with thyroid 
disease or those on thyroid medication. (d) with a 
history of seizure disorder. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use in Pregnancy: 
Safe use during pregnancy and lactation has not been 
established. 4. Use in Children: Norpramin is not 
recommended for use in children. 5. This drug may 
impair the mental and/or physical abilities required 
for the performance of potentially hazardous tasks 
such as driving a car or operating machinery. There- 
fore, the patient should be cautioned accordingly. 
Precautions: This drug should be dispensed in the 
least possible quantities to depressed outpatients, 
since suicide has been accomplished with drugs of 
this class. If possible, dispense in child-resistant 
containers. It should_be kept out of reach of children. 
Reduce dosage, or after treatment, if serious adverse 
effects occur. Norpramin therapy in patients with 
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manic-depressive illness may induce a hypomanic 
state after the depressive phase terminates and may 
cause exacerbation cf psychosis in schizophrenic 
patients. Use cautiously with anticholinergic or sym- 
pathomimetic drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent administration 
of ECT and antidepressant drugs one should consider 
the possibility of increased risk relative to benefits. 
Discontinue as soon as possible prior to elective 
surgery because of possible cardiovascular effects. 
Hypertensive episodes.have been observed during 
surgery in patients on desipramine hydrochloride. 
Leukocyte and differential counts should be per- 
formed in any patient who develops fever and sore 
throat during therapy: the drug should be discon- 
tinued if there is neutropenia. 

Adverse Reactions: Cardiovascular: hypotension, 
hypertension, tachycardia, palpitation, arrhythmias, 
heart block, myocardial infarction, stroke. Psychiatric: 
confusional states (especially in the elderly), hallu- 
cinations, disorientation, delusions; anxiety, restless- 
ness, agitation; insomnia and nightmares; hypomania; 
exacerbation of psychosis. Neurological: numbness, 
tingling, paresthesias of extremities; incoordination, 
ataxia, tremors; peripheral neuropathy; extrapyramidal 
symptoms; seizures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and rarely associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, paralytic 
ileus; urinary retention, delayed micturition, hypotonic 
bladder. Allergic: skin rash, petechiae, urticaria, itch- 
ing, photosensitization, edema (of face and tongue 
or general), drug fever, cross sensitivity with other 
tricyclic drugs. Hematologic: bone marrow depres- 
sions including agranulocytosis, eosinophilia, pur- 


O can help facilitate 


pura, thrombocytopenia. Gastrointestinal: anorexia, 
nausea and vomiting, epigastric distress, peculiar 
taste, abdominal cramps, diarrhea, stomatitis, black 
tongue. Endocrine: gynecomastia, breast enlargement 
and galactorrhea in the female; increased or decreased 
libido, impotence, testicular swelling; elevation or 
depression of blood sugar levels. Other: jaundice 
(simulating obstructive), altered liver function; weight 
gain or loss, perspiration, flushing; urinary frequency, 
nocturia; parotid swelling; drowsiness, dizziness, 
weakness and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative of addiction, 
abrupt cessation after prolonged therapy may pro- 
duce nausea, headache and malaise. 

Dosage and Administration: The usua! adu/t dose: 
50 mg. three times daily; increase if necessary after 
7 to 10 days to maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recommended. Main- 
tenance: At a lower dose adequate to maintain remis- 
sion. Adolescent and geriatric patient dose: 25 to 

50 mg. daily; increase to 100 mg. daily if necessary. 
Overdosage: There is no specific antidote for desip- 
ramine, nor are there specific phenomena of diagnos- 
tic value characterizing poisoning by the drug. The 
principles of management of coma and shock by 
means of the mechanical respirator, cardiac pace- 
maker, monitoring of central venous pressure and 
regulation of fluid and acid-base balance are well 
known in most medical centers. If heart failure is 
imminent, digitalize promptly. 


MERRELL-NATIONAL LABORATORIES 
Division of Richardson-Merrell Inc. 


Cincinnati, Ohio 45215 5.8008 (7156) 


lightens and brightens 
the days of your 
depressed patients 


Merrell 





SINEQUAN 


100-mg., 50-mg., 25-mg. Capsules and ORAL CONCENTRATE 10 m 


MAY D€ AN APPROPRIATE 


CHOICE FOR YOUR NEXT 
PATIENT WITH CLINICAL 


D€PRESSION/ANXIET Y 







SINEQUAN .- 


DOXEPIN HCI 


g., 50-mg., 25-mg. Capsules and 
ORAL CONCENTRATE 10 mg./ml., 120-ml. (4-0z.) bottles 


Proved efficacy in 
the treatment of clinical 
depression /anxiety 


In the five years since its introduction, 
Sinequan (doxepin HCl) has objectively 
demonstrated its value in the treatment 
of clinical depression/anxiety. Clinical 
studies have shown Sinequan to be unsur- 
passed in effectiveness when compared to 
other tricyclic antidepressants. 

In addition, Sinequan may offer certain 
advantages not generally seen with some 
other drugs of its class: 


Marked antianxiety activity 


In addition to its significant antidepressant 
activity, which is usually seen two to three 
weeks after initiation of therapy, Sinequan 
possesses marked antianxiety activity. 

In double-blind comparisons between 
doxepin and amitriptyline;? the antidepres- 
sant effects of both drugs were comparable; 
however, more notable antianxiety effects 
were seen with doxepin. Superior anti- 
anxiety activity was reported among 
depressed patients treated in a crisis 
intervention clinic.* 


Prompt sedative activity 


Of the tricyclic antidepressants, Sinequan 
has been found to have one of the most 
prominent sedative effects.° This sedative 
property can be taken advantage of by 
administering the major portion of the daily 
dose h.s. Since clinically depressed/ 
anxious patients frequently have accom- 
panying sleep disturbances, this may be a 
valuable benefit. 


Generally does not affect 
the activity of guanethidine 
at usual clinical doses® 


“A new tricyclic antidepressant, doxepin, 
was evaluated for its ability to block the 
amine uptake mechanisms of the peripheral 
adrenergic neuron and blood platelet in 
man. At low doses, there was no evidence of 
inhibition of the amine pump.’ At clinical 
dosages up to 150 mg. per day, Sinequan 
can be given to man concomitantly with 
guanethidine and related compounds with- 
out blocking the antihypertensive effect? 


Cardiovascular side effects 
reported infrequently 


In aseries of double-blind comparative 
studies, 1706 doxepin-treated patients 
were evaluated for side effects. Incidence 
of tachycardia was associated with only 
45 (2.6%) clinically depressed/anxious 
patients? 


REFERENCES: 

1. Grof, P. et al.: Curr. Ther. Res. 16:470, May 1974. 

2. Hackett, E. and Kline, N. S.: Psychosomatics 10:21, May-June 
(Section II) 1969. 

3. Pitts, N. E.: Psychosomatics 10:164, May-June 1969. 

4. Kiev, A. and Slavin, J. R.: Scientific Exhibit, Presented at the 126th 
Annual Meeting of the American Psychiatric Association, Honolulu, 
Hawaii, May 7-11, 1973. 

5. Claghorn, J.L., in Claghorn, J. L. et al.: Patient Care 5:108, Oct. 15, 1971. 

6. Fann, W. E. et al.: Psychopharmacologia 22:111, 1971. 


See Brief Summary on last page of advertisement 
for information on adverse reactions, 
contraindications, warnings and precautions. 
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Date and Place of Birth Age______ Marital Status 
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Business Address Telephone 


Spouse or Nearest Relative Relationship 


Address Telephone 
Referred by 


CHIEF COMPLAINT: 


PRESENT ILL NES Ee) 


| 
PAST HISTORY: 9 
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FAMILY HISTORY: 


MAY BE AN APPROPRIATE CHOICE FOR YOUR 
NEXT CLINICALLY DEPRESSED/ANXIOUS PATIENT 


SINEQUAN 


DOXEPIN HCI 


100-mg., 50-mg., 25-mg. Capsules and 
ORAL CONCENTRATE 10 mg./ml., 120-ml. (4-oz.) bottles 


BRIEF SUMMARY 

Sinequan (doxepin HCl) Capsules/Oral Concentrate 
Contraindications. Contraindicated in individuals who have 
shown hypersensitivity to the drug, and in patients with glau- 
coma or a tendency to urinary retention. 

Warnings. Usage in Pregnancy: This drug has not been 
studied in the pregnant patient. It should not be used in 
pregnant women unless, in the judgment of the physician, it 
is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: Usage in children under 12 years of age 
is not recommended, because safe conditions for its use have 
not been established. 

MAO Inhibitors: Serious side effects and even death have 

been reported following the concomitant use of certain drugs 
with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation 
of therapy with this drug. The exact length of time may vary 
and is dependent upon the particular MAO inhibitor being 
used, the length of time it has been administered, and the 
dosage involved. 
Precautions. Since drowsiness may occur with the use of this 
drug, patients should be warned of that possibility and cau- 
tioned against driving a car or operating dangerous machinery 
while taking this drug. 

Patients should also be cautioned that their response to 
alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient 
and may remain so until significant improvement has occurred, 
patients should be closely supervised during the early course 
of therapy. 

Although Sinequan has significant tranquilizing activity, the 
possibility of activation of psychotic symptoms should be kept 
in mind. 

Other structurally related psychotherapeutic agents (e.g., 
iminodibenzyls and dibenzocycloheptenes) are capable of 
blocking the effects of guanethidine and similarly acting com- 
pounds in both the animal and man. Sinequan, however, does 
not show this effect in animals. At the usual clinical dosage, 
75 to 150 mg. per day, Sinequan can be given concomitantly 
with guanethidine and related compounds without blocking the 
antihypertensive effect. At doses of 300 mg. per day or above, 
Sinequan does exert a significant blocking effect. In addition, 
Sinequan was similar to the other structurally related psy- 
chotherapeutic agents as regards its ability to potentiate 


norepinephrine response in the animal. However, in the human 
this effect was not seen. This is in agreement with the low 
incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred 
vision, and constipation have been reported. They are usually 
mild, and often subside with continued therapy or reduction 
of dose. 

Central Nervous System Effects: Drowsiness has been ob- 
served. This usually occurs early in the course of treatment, 
and tends to disappear as therapy is continued. 

Cardiovascular Effects: Tachycardia and hypotension have 
been reported infrequently. 

Other infrequently reported side effects include extrapy- 
ramidal symptoms, gastrointestinal reactions, secretory effects 
such as increased sweating, weakness, dizziness, fatigue, 
weight gain, edema, paresthesias, flushing, chills, tinnitus, 
photophobia, decreased libido, rash, and pruritus. 

Dosage. For most patients with illness of mild to moderate 
severity, a starting dose of 25 mg. t.i.d. is recommended. 
Dosage may subsequently be increased or decreased at ap- 
propriate intervals and according to individual response. The 
usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. 
may be required with subsequent gradual increase to 300 mg./ 
day if necessary. Additional therapeutic effect is rarely to be 
obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional 
symptoms accompanying organic disease, lower doses may 
suffice. Some of these patients have been controlled on doses 
as low as 25-50 mg./day. 

Although optimal antidepressant response may not be ev- 

ident for two to three weeks, antianxiety activity is rapidly 
apparent. 
Supply. Available as capsules containing doxepin HCI equiv- 
alent to 10 mg., 25 mg., 50 mg., and 100 mg. of doxepin in 
bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 
Sinequan (doxepin HCl) 25 mg. and 50 mg. also available in 
bottles of 5000. Sinequan Oral Concentrate (10 mg./ml.) is 
available in 120 ml. bottles with an accompanying dropper 
calibrated at 5 mg., 10 mg., 15 mg., 20 mg., and 25 mg. 

More detailed professional information available on request. 
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In clinically significant depression 
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TABLETS, 5 mg and 10 mg 


Vivactil ( 
(Protriptyline HCl vD 









When you want an antidepressant 
that is characteristically nonsedating for 
the patient under close medical supervisioi 
(Symptoms such as anxiety or agitation 
may be aggravated.) MSD 


For a brief summary of prescribing information please see following page. OHM 


Inclinically significant depression 


TABLETS, 5 mg and 10 mg 


Vivactil 
Protriptyline HCI|MSD 


Contraindications: Known hypersensitivity; acute 
recovery phase following myocardial infarction. Should 
not be given concomitantly with an MAOI; hyperpyretic 
crises, severe convulsions, and deaths have occurred in 
patients receiving tricyclic antidepressant and MAOI 
drugs simultaneously. When it is desired to substitute 
protriptyline HCI for an MAOI, a minimum of 14 days 
should be allowed to elapse after the latter is discon- 
tinued. Protriptyline HCI should then be initiated 
cautiously with gradual increase in dosage until op- 
timum response is achieved. 


Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 
mental and/or physical abilities required for the perform- 
ance of hazardous tasks, such as operating machinery 
or driving a motor vehicle. Should be used with caution in 
patients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency to urinary 
retention or increased intraocular tension. 


Tachycardia and postural hypotension may occur more 
frequently than with other antidepressant drugs. Should 
be used with caution in elderly patients and patients 
with cardiovascular disorders; such patients should be 
observed closely because of the tendency of the drug to 
produce tachycardia, hypotension, arrhythmias, and 
prolongation of the conduction time. Myocardial infarc- 
tion and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiv- 
ing thyroid medication may develop arrhythmias when 
this drug is given. 


Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 


Usage in Pregnancy: Safe use in pregnancy and lacta- 
tion has not been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 


Precautions: When protriptyline HC! is used to treat 
the depressive component of schizophrenia, psychotic 
symptoms may be aggravated; likewise, in manic- 
depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase; paranoid delu- 
sions, with or without associated hostility, may be exag- 
gerated. In any of these circumstances, it may be advisa- 
ble to reduce the dose of protriptyline HCI or to use a 
major tranquilizing drug concurrently. Symptoms, such 
as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 


When given with anticholinergic agents or sym- 
pathomimetic drugs, including epinephrine combined 
with local anesthetics, close supervision and careful ad- 
justment of dosages are required. May enhance 
response to alcohol and effects of barbiturates and other 
CNS depressants. Possibility of suicide in depressed pa- 
tients remains during treatment and until significant 
remission occurs; this type of patient should not have 
easy access to large quantities of the drug. Concurrent 


several days before elective surgery, if possible. Both 
elevation and lowering of blood sugar levels have been 
reported. 


Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported 
with this specific drug. However, the pharmacologic 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is 
more likely to aggravate agitation and anxiety and pro- 
duce cardiovascular reactions such as tachycardia and 
hypotension. 


Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart 
block, stroke. 


Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation; insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 


Neurological: numbness, tingling, and paresthesias of 
extremities; incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; altera- 
tion in EEG patterns, tinnitus. 


Anticholinergic: dry mouth and rarely associated 
sublingual adenitis; blurred vision, disturbance of ac- 
commodation, mydriasis; constipation, paralytic ileus; 
urinary retention, delayed micturition, dilatation of the 
urinary tract. 


Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (general, or of face and tongue), drug fever. 


Hematologic: bone marrow depression; agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. 


Gastrointestinal: nausea and vomiting, anorexia, 
epigastric distress, diarrhea, peculiar taste, stomatitis, 
abdominal cramps, black tongue. 


Endocrine: gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence; testicular swelling; eleva- 
tion or depression of blood sugar levels. 


Other: jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 


Withdrawal Symptoms: though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may procuce nausea, headache, and malaise. 


Overdosage: Hospitalize as soon as possible all pa- 
tients suspected of having taken an overdose. Treatment 
is symptomatic and supportive. In addition, the in- 
travenous administration of 1 to 3 mg physostigmine 
salicylate has been reported to reverse the symptoms of 
other tricyclic antidepressant poisoning. 


How Supplied: Tablets, containing 5 mg and 10 mg 
protriptyline HCI each, in single-unit packages of 100 
and bottles of 100 and 1000. 


For more detailed information, consult your MSD repre- 


administration with electroshock therapy may increase sentative or see full prescribing information. MSD 
hazards of therapy; such treatment should be limited to Merck Sharp & Dohme,Division of Merck & Co. INC., MERCK 
. patients for whom it is essential. Discontinue drug West Point, Pa. 19486. SHAR 
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The Prince George 
Regional Hospital 


is urgently requesting applications from a 
1) Psychiatrist 
2) Internist 
3) Neurologist 
4) Anaesthetist 
5) General Practitioners 


The hospital currently expanded to a 370-bed, 
fully-accredited active treatment Regional 
referral hospital, located in Central B.C., is 
situated in the City of Prince George which has 
a population of 65,000 (G.P. drawing area) and 
serves an area of 150,000 (Specialist drawing 
area). There are 70 practicing physicians, 36 of 
whom are Specialists. Prince George is one of 
the fastest growing Communities in the 
province and offers excellent educational and 
recreational facilities with easy access to Van- 
couver and other parts of Canada. 


Please direct enquiries to: 
Dr. P. J. Konkal, Chairman 
Medical Manpower Committee, 


Prince George Regional Hospital, 


Prince George, B.C. 
V2M 1S2 Canada 


BERMUDA HOSPITALS BOARD 


MEDICAL DIRECTOR 
ST. BRENDAN'S HOSPITAL 


The Bermuda Hospitals Board requires a Medical Director 
for St. Brendan's Hospital, a 170-bed hospital for the care 
and treatment of the psychiatrically ill and mentally 
retarded. Extensive re-orginisation and up-grading of the 
physical plant have been completed and facilities are 
available for the treatment of all forms of psychiatric illness. 


The Medical Director will be responsible for the clinical 
direction of the Hospital and associated outpatient ser- 
vices, will act as advisor to the Minister of Health and Social 
Services on community aspects of psychiatry, and will have 
opportunity for private practice. 


The position carries senior consultant status. Applicants 
must be fully qualified medical practitioners as approved 
by the Bermuda Medical Board and, in addition, must hold 
a qualification at least equivalent to one of the following: 
M.R.C.Psych. (U.K.); C.R.C.P. (Canada); Diplomate of 
American Board of Psychiatry (U.S.A.) 


Candidates must have had a wide experience in clinical 
psychiatry, and preferably some administrative respon- 
sibility in a psychiatric hospital. 


Application, including personal background, professional 
training and experience and the names of the three 
referees, should be submitting in writing to: 


The Executive Director 
Bermuda Hospitals Board 


King Edward VII Memorial Hospital 
Paget 6 


BERMUDA 
SALARY: $29,970, subject to review in October, 1975. 





PSYCHIATRIC 
VENTER 
! 


HEIDELBERG 
NOW HIRING. 


Positions open for psychiatrists, 
psychologists, psychiatric nurses, 
social workers, psychiatric tech- 
nicians. 





Please send vitaes and/or resumes to 
Dr. C. C. Judd 

69 Heidelberg 

Uferstrasse 20 

Germany 





PSYCHIATRISTS 


Board eligible and board certified to 
fashion positions within innovative 
programs. New medical school affilia- 
tion with medical students and 
residents training within clinical 
programs. Research and formal 
teaching opportunities are available. 
Positions in the Triage-Crisis Interven- 
tion, Acute Psychiatry and Intermediate 
Psychiatry, Out-patient Psychiatry 
Programs. Salaries from $29,846 to 
$36,000 based upon qualifications. No 
discrimination in employment. Apply to 
Chief of Psychiatry, VA Hospital, 
Downey, Illinois 60064. 
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YOU'RE 
WHISTLING 


THINK 

HEART AT TACK 
AND STROKE 

HIT ONLY THE 
OTHER FELLOWS 


FAMILY. 


Helo your 
Heart... 

Help your 3. 
Heart Fund U 


Contributed by the Publisher 


Akineton hydrochloride 
(biperiden hydrochloride) 
Tablets Á Ampules 


Contraindications: The only known 
contraindication is sensitivity to 
Akineton hydrochloride. 


Warnings: Isolated instances of mental 
confusion, euphoria, agitation and dis- 
turbed behavior have been reported 
in susceptible patients. 


Precautions: Caution should be ob- 
served in patients with manifest glau- 
coma, though no prohibitive rise in 
intraocular pressure has been noted 
following either oral or parenteral ad- 
ministration. Patients with prostatism 
or cardiac arrhythmia should be given 
this drug with caution. Occasionally, 
drowsiness may occur. 


Adverse reactions: Adverse reactions 
encountered are primarily dry mouth 
and blurred vision. These side effects 
are usually slight and can be over- 
come by judicious reduction of dos- 
age. If gastric irritation occurs, it can 
be avoided by administering during or 
after meals. 


Dosage and Administration: Doses re- 
quired to achieve therapeutic goal 
are variable and must be individually 
and gradually adjusted. 

Parkinson's disease: 1 tablet, 2 mg. 
three or four times daily. 
Drug-induced extrapyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 


How Supplied: 

Akineton hydrochloride tablets, 
2 mg. each, bisected—bottles of 
100 and 1000. 

Akineton lactateampules, 1ml. each 
containing 5 mg./ml. in an aque- 
ous 1.4 percent sodium lactate 
solution. No added preservative. 
Boxes of 10. 7 

Additional literature available upon 
request. 


Knoll Pharmaceutical Company 
Whippany, New Jersey 07981 


® 





STABILIZE 


EXTRAPYRAMIDAL REACTIONS 


e Early control of drug-induced 
extrapyramidal reactions 

often without reduction in 
dosage or discontinuance oí the 
psychotropic agent 


e Efficacy demonstrated in 
more than a decade of clinical 
experience 


e Minimal anticholinergic side 
effects 





May be the start ofa - 





About nine out of ten epileptics suffer their first 

seizure in childhood.’ Certain physical and psychic 

postseizure evidence—a badly bitten tongue, bro- 
ken or dropped objects, amnesia, exhaustion—may 

suggest grand mal. Once the diagnosis of epilepsy 

has been established, MYSOLINE (primidone) may 

mean the start of a seizure-free life. 


Early therapy for control of grand 
mal, focal and psychomotor epilepsy. 
Used alone or as concomitant therapy, MYSOLINE 
may reduce the frequency and severity of major 


better | life for the epileptic 


motor seizures —or even eliminate them. Based on 
years of clinical success, MYSOLINE has earned 
the reputation of being an exce//ent drug for con- 
trol of grand mal epilepsy.?^ But its usefulness is 
not confined to this type alone: MYSOLINE has 
proved to be valuable for control of psychomotor?’ 
and focal epilepsy? as well. 


Improves response to concomitant 
therapy. When other anticonvulsants prove to 
be inadequate, adding MYSOLINE to the regimen 
can improve seizure control in grand mal and psy- 























chomotor epilepsy. A double-blind comparative “34m 
study? shows that the combined use of phenobar- — 
bital, diphenyIhydantoin, and MYSOLINE may have 
additive anticonvulsant effects without additive 
side effects. 


Effective changeover therapy. Unsat- 
isfactory performance or important side effects 
may force discontinuation of the patient's existing 
anticonvulsant therapy. For more effective control, 
MYSOLINE may be added to the patient's present 
regimen, then gradually substituted for the origi- 
nal medication. The changeover to MYSOLINE 1s 
frequently warranted when grand mal is refractory 
to phenobarbital, with or without diphenylhy- 
dantoin.' 


Mysoline 


See last page of 


$ 
primidone)*".... 
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ysoline’ (primidone) 
May be the start of a better 
life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 


BRIEF-SUMMARY 
(For full prescribing information, see package circular.) 


MYSOLINE ‘brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system to raise seizure thresh- 


old or alter seizure pattern. The mechanism(s) of action of anticonvulsant drugs is 
not known. 

Primidone has anticonvulsant activity per se. In addition, its two metabolites possess 
anticonvulsant qualities. The major metabolite is phenylethylmalonamide (PEMA): 
the other is phenobarbital. In addition to its own anticonvulsant potential, PEMA 
potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used concomitantly with other 
anticonvulsants, is indicated in the control of grand mal, psychomotor, and focal 


epileptic seizures. It may control grand mal seizures refractory to other anticonvul- 


sant therapy. 


CONTRAINDICATIONS: Primidone is contraindicated in: 1) patients 


with porphyria and 2) patients whoare hypersensitive to phenobarbital (see ACTIONS). 
WARNINGS: The abrupt withdrawal of antiepileptic medication may precipi- 


tate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an association between the 
use of anticonvulsant drugs by women with epilepsy and an elevated incidence of birth 
defects in children born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other anticonvulsants; but its 
teratogenicity has not been conclusively demonstrated. The possibility exists that other 
factors, e.g., genetic factors or the epileptic condition, may contribute to the higher 
incidence of birth defects. The data also indicate that the great majority of mothers 
receiving anticonvulsant medication deliver normal infants. 


Anticonvulsant drugs should not be discontinued in patients in whom the drug is 
administered to prevent major seizures because of the strong possibility of precipitating 


status epilepticus with attendant hypoxia and risk to both mother and the unborn child. 


Whenthe nature, frequency, and severity of the seizures do not pose a clear threat to the 


patient, good medical practice requires that the physician weigh the expected thera- 
peutic benefit of anticonvulsant therapy against possible risk on an individual basis. 


Neonatal hemorrhage, with a coagulation defect resembling vitamin K deficiency, has 


been described in newborns whose mothers were taking primidone and other anticon- 


vulsants. Pregnant women under anticonvulsant therapy should receive prophylactic 
vitamin Kı therapy for one month prior to, and during, delivery. 

The physician should weigh all of the foregoing considerations when treating and 
counseling epileptic women of childbearing potential. 


PRECAUTIONS: The total daily dosage should not exceed 2 Gm. Since 
MYSOLINE therapy generally extends over prolonged periods, a complete blood count 
and a sequential multiple analysis-12 (SMA-12) test should be made every six months. 


In nursing mothers: There is evidence that in mothers treated with primidone, 
the drug appears in the milk in substantial quantities. Since tests for the presence of 
primidone in biological fluids are too complex to be carried out in the average clinical 
laboratory, it is suggested that the presence of undue somnolence and drowsiness in 
nursing newborns of MYSOLINE-treated mothers be taken as an indication that nurs- 
ing should be discontinued. 


ADVERSE REACTIONS: The most frequently occurring early side effects 


are ataxia and vertigo. These tend to disappear with continued therapy, or with re- 
duction of initial dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional disturbances, sexual impo- 
tency, diplopia, nystagmus, drowsiness, and morbilliform skin eruptions. Occasionally, 
persistent or severe side effects may necessitate withdrawal of the drug. Megaloblastic 
anemia may occur asa rare idiosyncrasy to MYSOLINE (primidone) and to other anti- 
convulsants. The anemia responds to folic acid, 15 mg. daily, without necessity of dis- 
continuing medication. 


DOSAGE AND ADMINISTRATION: The average adult dose is 0.75 


to 1.5Gm. per day. The initial dose is 250 mg. Increments of 250 mg. are added, usually 
at weekly intervals, to tolerance, or therapeutic effectiveness, up to daily doses not 
exceeding 2.0 Gm. A typical dosage schedule for the introduction of MYSOLINE 
is as follows: 


Adults and Children Over 8 Years of Age 














2nd Week 
250 mg. b.i.d. 


1st Week 
250 mg. daily at bedtime 






3rd Week 
250 mg. t.i.d. 


4th Week 
250 mg. q.i.d. 





In children under 8 years of age, maintenance levels are established by a similar 
schedule, but at one-half the adult dosage. It is best to begin with 125 mg., with gradual 
weekly increases of 125 mg. a day, toa daily total usually between 500 mg. and 750 mg. 


In patients already receiving other anticonvulsants: MYSOLINE (primidone) 
should be gradually increased as dosage of the other drug(s) is maintained or gradually 
decreased. This regimen should be continued until satisfactory dosage level is achieved 
for combination, or the other medication is completely withdrawn. When therapy 
with this product alone is the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advantage when small fractional 
adjustments( upward or downward) may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
* for added protection in periods of stress or stressful situations that are likely to 
precipitate seizures ( menstruation, allergic episodes, holidays, etc.) 


HOW SUPPLIED: MYSOLINE Tablets—No. 430—Each tablet contains 
250 mg.of primidone( scored), in bottles of 100 and 1,000. Also in unit dose package of 
100. No. 431— Each tablet contains 50 mg. of primidone (scored), in bottles of 100 
and 500. MYSOLINE Suspension —No. 3850—Each 5 cc. (teaspoonful) contains 
250 mg. of primidone, in bottles of 8 fluidounces. 


References: 1. Livingston, S., and Pruce, I.: Pediatr. Ann. 2:10 (Aug.) 1973. 
2. Livingston, S., and Pruce, I. M.: Drug Therapy for Epilepsy, Springfield, Ill., Charles 
C Thomas, 1966, p. 23. 3. Scholl, M. L., in Conn, H. F.: Current Therapy 1973, Phila- 
delphia, Saunders, 1973, pp. 675-7. 4. Metrick, S.: C.M.D. 37:49 (Jan.) 1970. 
5. Forster, F. M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White, P. T.: Wis. 
Med. J. 68:178 ( Apr.) 1969. 7. Millichap, J. G.: Drug Ther. 1:15 (Oct.) 1971. 
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FULL TIME DIRECTOR 
MENTAL HEALTH UNIT 


Newly established 18 bed mental 
health unit of 212 bed community 
general hospital is seeking a full-time 
Psychiatrist Director. Principal ac- 
tivity will involve administration of 
the unit and the coordination of all 
programs of mental health services 
within the hospital. Must be board 
certified or eligible. Please send 
resume to: William J. Parks, M.D., 
Chairman - Search Committee, 
Leonard Morse Hospital, 67 Union 
St., Natick, MA 01760 


LF / Leonard Morse Hospital -Natick 


mh 


An Equal Opportunity Employer 


MEDICAL DIRECTOR 


CoMPREHENSIVE COMMUNITY 
MENTAL HEALTH CENTER 


Board certified psychiatrist to direct 
treatment programs of community mental 
health center serving population of 156,000 in 
greater Knoxville-Oak Ridge area. Strong com- 
munity orientation required. 

Center is a free-standing comprehensive 
facility undergoing major physical and service 
expansion. The Center is accredited by JCAH. 
Located in TVA lake country near a major uni- 
versity. Oak Ridge is a scientific research com- 
munity with excellent schools and high stan- 
dards of living. 

Salary is open, excellent fringes offered. 


CONTACT: John F. Byrne, Ph.D. 
Executive Director 
Regional Mental Health Center 
of Oak Ridge 
240 West Tyrone Road 
Oak Ridge, Tennessee 37830 
Tel: 1-615-482-1706 





PSYCHIATRISTS 


COMPREHENSIVE COMMUNITY 
MENTAL HEALTH CENTER 


To carry treatment and supervisory 
responsibilities in comprehensive community 
mental health center. 

Free-standing comprehensive center 
located in greater Knoxville-Oak Ridge area, 
serves varied population and offers multiple 
treatment modalities. 


Strong community interest a must. Center is 
accredited by JCAH and is undergoing major 
physical and service expansion. 

Located in TVA lake country, near major un- 
iversity in a scientific research community with 
excellent schools. 

Board eligible or Board certified. Salary 
open, excellent fringes. 


Contact: John F. Byrne, Ph.D. 
Executive Director 
Regional Mental Health Center 
of Oak Ridge 
240 West Tyrone Road 
Oak Ridge, Tennessee 37830 
Tel: 1-615-482-1076 





VA CENTER 


MARTINSBURG, WV 
HAS OPENING FOR 


PSYCHIATRIST 


Board certified or eligible for staff of 22-bed Psychiatry 
Service and establish a Mental Health Clinic. 


This Center has 690 hospital beds and 550 domiciliary 
beds. Complete staff of Allied Medical Services. Scheduled 
tour of duty 40 hours per week; limited emergency duty. All 
programs of the medical staff are approved by AMA for 
Continuing Medical Education; affiliation with three 
Washington, DC, Medical Schools. Active participation in 
clinical research is encouraged. Living quarters available. 


30 days annual leave and 15 days sick leave per year. 
Liberal health and life insurance benefits. Salary depends 
on qualifications but generally ranges from $28,993 to 
$33,794. Current license and registration in a State, Terri- 
tory or Commonwealth of the United States or the District of 
Columbia is required. Nondiscrimination in employment. 


The community of Martinsburg has a population of ap- 
proximately 15,000, and is located 75 miles west of both 
Washington and Baltimore at the northern entrance to the 
Shenandoah Valley. Medical schools in Washington, 
Baltimore and Morgantown provide additional opportunity 
for continuing professional education. Mild climate and 
abundant sports, Potomac River and other recreational ac- 
tivities. If interested, write Henry Lee Butler, MD, Chief of 
Staff, VA Center, Martinsburg, WV 25401, or call collect to 
304-263-0811, Ext. 288. All inquiries kept in strict con- 
fidence. Pre-employment interview and allowable moving 
expense paid. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 
ORGANIZATION 
OIMEEI 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Publications Services Division 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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A new name in 
tricyclic antidepressant: 
from A.H.Robins... 


Imavate 


imipramine hydrochloride 





tablets, USP 
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100 Table 
0031-5650-63 og 
Imavate 4 
! brand of ` brand ol d 
mipramine imipramine 
"m Hydrochloride 
brand of proe i Tablets, USP 
in each tablet Imipramine 50 mg v 
AUTION Federal law gf Hyd rochloride in each tablet probis 14d 
"SIE without prescrig Tablets. USP — «hou prescria 
AROBINS i 
pame sA 
25 mg . jam RO” 


in each tablet : 
CAUTION: Federal law prohibits à 
'SPENsing without prescription 


A+H+POBINS 







and three reasons 
for remembering it... 


See last page for prescribing information. 
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The cost of Imavate 
Tablets to the pharma- 
cist is 20-25% lower 
than the leading brand. 


ANTIDEPRESSANT 





B brandof B 


imipramine hydrochloride 
tablets USP........ 


See last page for prescribing information. 
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Imavate tablets meet 
all the standards of 
identity, purity and 
strenath stipulated in 
the United States 
Pharmacopeia (U.S.P.) 
for imipramine hydro- 
chloride tablets. 
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B brandof 8 


imipramine hydrochloride 
tablets,USP.......... 


See last page for prescribing information. A-H[20 Bl N S 
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Your Robins Repre- 
sentative will provide 
you with a supply of 
prepaid prescriptions. 
These enable your pat- 
ients to receive a week's 
therapy at no cost. 


Also, for selected 
depressed patients 
this booklet "Under- 
standing Depression" 
may be helpful in sup- 
porting your therapy 
and reassuring the 
patient. 


m 


E brandof B In 


imipramine hydrochloride 
tablets USP........ 





A-H-ROBINS 


icribing Information: 

cations: «For the relief of symptoms of depression. En- 
mous depression is more likely to be alleviated than 
r depressive states. 

traindications: The concomitant use of monoamine 
ase inhibiting compounds is contraindicated. Hyper- 
tic crises or severe convulsive seizures may occur in 
mts receiving such combinations. The potentiation of 
rse effects can be serious or even fatal. When it is 
'ed to substitute imipramine hydrochloride, in patients 
ving a monoamine oxidase inhibitor, as long an interval 
dd elapse as the clinical situation will allow, with a 
mum of 14 days. Initial dosage should be low and 
'ases should be gradual and cautiously prescribed. 
The drug is contraindicated during the acute recovery 
od after a myocardial infarction. Patients with a known 
»rsensitivity to this compound should not be given the 
. The possibility of cross-sensitivity to other diben- 
pine compounds should be kept in mind. 

nings: Usage in Pregnancy: Safe use of imipramine 
ochloride during pregnancy and lactation has not been 
dlished; therefore, this drug should be administered to 
Yen who are or who might become pregnant, or to 
ing mothers, only when the potential benefits clearly 
¿eigh possible hazards. There have been clinical reports 
yngenital malformation associated with the use of this 
, but a causal relationship has not been confirmed. 
nal reproduction studies with imipramine HCI have 
ed inconclusive results. Oral studies in rats and mice at 
s up to 2% times, and in rabbits at doses up to 25 times 
naximum human dose, showed no clear evidence of 
ogenic potential, but subcutaneous studies showed a 
ogenic effect in rabbits and equivocal teratogenicity in 
‘at respective doses up to 5 and 6'2 times the maximum 
an dose. Increased resorptions and stillbirths and de- 
sed neonatal weights were seen in the oral as well as 
utaneous studies. 

»me caution should be used when this drug is given to: 
itients with cardiovascular disease because of the possi- 
of conduction defects, arrhythmias, myocardial infarc- 
strokes and tachycardia; 


itients with increased intraocular pressure, history of 
iry retention, or history of narrow-angle glaucoma be- 
2 of the drug’s anticholinergic properties; 

iperthyroid patients or those on thyroid medication be- 
e of the possibility of cardiovascular toxicity; 


itients with a history of seizure disorder because this 
has been shown to lower the seizure threshold; 


atients receiving guanethidine or similar agents since 
ramine hydrochloride may block the pharmacologic ef- 
of these drugs. 

Usage in Children: Pending evaluation of results from 
:al trials in children, this drug is not recommended for 
in patients under twelve years of age. 

Since this drug may impair the mental and/or physical 
jes required for the performance of tasks such as opera- 
of an automobile or hazardous machinery, the patient 
ild be cautioned accordingly. 

autions: Itshould be kept in mind that the possibility of 
de in seriously depressed patients is inherent in the 
is and may persist until significant remission occurs. 
1 patients should be carefully supervised during the early 
e of treatment with imipramine hydrochloride and may 
ire hospitalization. Prescriptions should be written for 
imallest amount feasible. 

Hypomanic or manic episodes may occur, particularly 
tients with cyclic disorders. Such reactions may necessi- 
jiscontinuation of the drug. If needed, imipramine hyd- 
loride may be resumed in lower dosage when these 
xdes are relieved. Administration of a tranquilizer may 
seful in controlling such episodes. 

Prior to elective surgery, imipramine hydrochloride 
ld be discontinued for as long as the clinical situation will 
V. 

An activation of the psychosis may occasionally be 
rved in schizophrenic patients and may require reduc- 
of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 


anticholinergic drugs (including antiparkinsonism agents) in 
addition, the atropine-like effects may become more pro- 
nounced (e.g. paralytic ileus). Close supervision and careful 
adjustment of dosage is required when this drug is adminis- 
tered concomitantly with anticholinergic or sympathomime- 
tic drugs. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine hydroch- 
loride with electroshock therapy may increase the hazards; 
such treatment should be limited to those patients for whom 
it is essential, since there is limited clinical experience. 
Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not been 
reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs require 
that each of the reactions be considered when imipramine 
hydrochloride is administered. 

Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart 
block, stroke, falls. 

Psychiatric: Confusional states (especially in the el- 
derly) with hallucinations, disorientation, delusions; anxiety, 


Imavate 


Imipramine 
Hydrochloride 
Tablets, USP 


veis 
dg 


10 mg, 25 mg, 50 mg 








restlessness, agitation; insomnia and nightmares; 
hypomania; exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, alterations 
in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated 
sublingual adenitis; blurred vision, disturbances of accom- 
modation, mydriasis; cnstipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross-sensitivity 
with desipramine. 

Hematologic: Bone marrow depression including ag- 
ranulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever or sore throat during 
therapy: the drug should be discontinued if there is evidence 
of pathological neutrophil depression. 

Gastrointestinal: Nausea and vomiting, anorexia, 
epigastric distress, diarrhea; peculiar taste, stomatitis, ab- 
dominal cramps, black tongue. 


e 
E 

Endocrine: Gynecomastia in the male; breast en- 
largement and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altered liver 
function; weight gain or loss, perspiration; flushing; urinary 
frequency; drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of ad- 

diction, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache and malaise. 
Dosage and Administration: Lower dosages are recom- 
mended for elderly patients and adolescents. Lower dosages 
are also recommended for outpatients as compared to hos- 
pitalized patients who will be under close supervision. Dos- 
age should be initiated at a low level and increased gradu- 
ally, noting carefully the clinical response and any evidence 
of intolerance. Following remission, maintenance medica- 
tion may be required for a longer period of time, at the lowest 
dose that will maintain remission. 
Oral: Usual Adult Dose: Hospitalized patients— Initially, 
100 mg/day in divided doses gradually increased to 200 
mg/ day as required. If no response after two weeks, increase 
to 250-300 mg/day. 

Outpatients—Initially, 75 mg/day increased to 150 
mg/day. Dosages over 200 mg/day are not recommended. 
Maintenance, 50-150 mg/day. 

Adolescent and geriatric patients— Initially, 30-40 
mg/day; itis generally not necessary to exceed 100 mg/day. 
Overdosage: Symptoms: These include drowsiness, 
stupor, tachycardia, ataxia, vomiting, cyanosis, hypoten- 
sion, shock/coma, restlessness, agitation, hyperpyrexia, se- 
vere perspiration, hyperactive reflexes, muscle rigidity, 
athetoid movements, convulsions, mydriasis. There may be 
cardiac arrhythmia, EKG evidence of impaired conduction 
and signs of congestive heart failure. 

Treatment: There is no specific antidote. Induced 
emesis and gastric lavage are recommended. It may be 
helpful to leave the tube in the stomach, with irrigation and 
continual aspiration of stomach contents, possibly promot- 
ing more rapid elimination of the drug from the body. The 
room should be darkened, allowing only a minimal amount 
of external stimulation, to reduce the tendency to convul- 
sions. 

l. Hyperirritability and convulsions have been suc- 
cessfully treated with parenteral barbiturates in several in- 
stances. However barbiturates should not be employed if 
drugs that inhibit monoamine oxidase have also been taken 
by the patient in overdosage or in recent therapy. Similarly, 
barbiturates may induce respiratory depression, particularly 
in children. It is therefore advisable to have equipment avail- 
able for artificial ventilation and resuscitation when barbitu- 
rates are employed. Paraldehyde has been used effectively 
in some children to counteract muscular hypertonus and 
convulsions without causing respiratory depression. Animal 
data indicate that an internuncial neuron blocker, such as 
methocarbamol, may be an effective treatment for convul- 
sions and muscular hypertonus. 

2. Shock (circulatory collapse) should be treated with 
supportive measures such as intravenous fluids, oxygen, 
and corticosteroids. 

3. Hyperpyrexia should be controlled by whatever 
means available, including ice packs, if necessary. 

4. Signs of congestive heart failure have been satisfac- 
torily treated by rapid digitalization. 

5. If an extremely large overdose has been ingested, 
use of the artifical kidney may be helpful in eliminating the 
drug from the body. However, due to low plasma levels of 
the drug and a high rate of secretion in the stomach, it is felt 
that a more efficient technique is continuous gastric lavage. 
How Supplied: Imavate Tablets, brand of Imipramine 
Hydrochloride Tablets, USP (film-coated), 10 mg (white) in 
bottles of 100 (NDC 0031-5610); 25 mg (coral) in bottles 
of 100 and 1000 (NDC 0031-5625); and 50 mg (fuchsia) in 
bottles of 100 and 1000 (NDC 0031-5650). June 1974 
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patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy nof established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because o^ cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
weakness and inability -<o move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after thetapy with these drugs has been dscontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptons. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoFolic, those who have central nervous system disease, those who 
do manual labor in a Fot environment, and those with disturbances in sweating. If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 





TABLETS: 0.5 mg, 1 mg, and 2 mg 
INJECTION: 1.0 mg/ml 


COGENTIN 
(Benztropine Mesylate | MSD) 


helps alleviate most 
phenothiazine-induced 





extrapyramidal symptoms 


In a recent study of 71 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
pyramidal symptoms. Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 


1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the treatment of 
extrapyramidal side effects: single or multiple daily doses? Curr Ther Res 14:246, 
May 1972. 


impaired. Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but occa- 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin patients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. When benztropine mesylate is used with levodopa the usual dose of 
each may need to be reduced. Certain extrapyramidal disorders that develop slowly, such 
as tardive dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 


containing 1.0 mg benztropine mesylate and 9.0 sodium chloride per ml, in 2-ml ampuls. 


For more detailed information, consult your MSD representative or see full prescribing infor- 
mation. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 





Facts about dosage 
schedules of 

COGENTIN 

(Benztropine Mesylate| MSD) 
in treating drug-induced 
extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are 
likely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Certain extrapyramidal disorders 
that develop slowly, such as tardive 
dyskinesia, usually do not respond 
to COGENTIN. 


For more detailed information, 
see full prescribing information. 
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_ Basic toolof 
Western psychiatry 


Thorazme 


brand of chlorpromazine 


Tablets: 25 mg. of the HCI 


e'"Ihorazine controls psychotic symptoms 


e Especially useful in agitated, violent or 
anxious schizophrenic patients 


e Unsurpassed clinical experience 


e 18 dosage forms and strengths 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 
Based on a review of this drug by the 
National Academy of Sciences — 
National Research Council and/or other 
information, FDA has classified the 
indications as follows: 
Effective: For the management of mani- 
festations of psychotic disorders. For 
control of the manifestations of manic- 
depressive illness (manic phase). 


Probably effective: For the control of 


moderate to severe agitation, hyper- 


activity or aggressiveness in disturbed 
children. 

Possibly effective: For control of ex- 
cessive anxiety, tension and agitation as 
seen in neuroses. 

Final classification of the less-than- 
effective indications requires further 
investigation. 


Contraindications: Comatose states, presence 
of large amounts of C.N.S. depressants, or 
bone marrow depression. 

Warnings: Avoid using in patients hyper- 
sensitive (c.g., blood dyscrasia, jaundice) to 


© 1967, 1968, 1969 SmithKline Corporation 





any phenothiazine. Caution patients about 
activities requiring alertness (e.g., operating 
vehicles or machinery) especially during the 
first few days’ therapy. Avoid concomitant use 
with alcohol. May counteract antihyper- 
tensive effect of guanethidine and related 
compounds. 

Use in pregnancy only when essential. There 
are reported instances of jaundice or pro- 
longed extrapyramidal signs in newborn 
whose mothers had received chlorpromazine. 
Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. 
Due to cough reflex suppression, aspiration 
of vomitus is possible. May prolong or in- 
tensify the action of C.N.S. depressants, organo- 
phosphorus insecticides, heat, atropine and 
related drugs. (Reduce dosage of concomitant 
C.N.S. depressants.) Anticonvulsant action of 
barbiturates is not intensified. Antiemetic 
effect may mask signs of toxic drug overdosage 
or physical disorders. Discontinue high-dose, 
long-term therapy gradually. 

Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of 
drug therapy. 


Adverse Reactions: Drowsiness. cholestatic 
Jaundice, agranulocytosis, eosinophilia, leu- 
kopenia, hemolytic anemia, thrombocytopenic 


purpura and pancytopenia; postural hypo- 
tension, tachycardia, fainting, dizziness and, 
occasionally, a shock-like condition; reversal 
of epinephrine effects; EKG changes have 
been reported, but relationship to myocardial 
damage isnot confirmed; neuromuscular (extra- 
pyramidal) reactions; pseudo-parkinsonism, 
motor restlessness, dystonias, persistent tardive 
dyskinesia, hyperreflexia in the newborn; 
psychotic symptoms, catatonic-like states, 
cerebral edema; convulsive seizures; abnor- 
mality of the cerebrospinal fluid proteins; 
urticarial reactions and photosensitivity, 
exfoliative dermatitis, contact dermatitis; lacta- 
tion and breast engorgement (in females on 
large doses), false positive pregnancy tests, 
amenorrhea, gynecomastia; hyperglycemia, 
hypoglycemia, glycosuria; dry mouth, nasal 
congestion, constipation, adynamic ileus, 
urinary retention, miosis, mydriasis; after 
prolonged substantial doses, skin pigmenta- 
tion, epithelial keratopathy, lenticular and 
corneal deposits and pigmentary retinopathy, 
visual impairment; mild fever (after large I.M. 
dosage); hyperpyrexia; increased appetite and 
weight; a systemic lupus erythematosus-like 
syndrome; peripheral edema. 

NOTE: Sudden death in patients taking 
phenothiazines (apparently due to cardiac 
arrest or asphyxia due to failure of cough 
reflex) has been reported, but no causal 
relationship has been established. 

Supplied: Tablets, 10 mg., 25 mg., 50 mg., 

100 mg. and 200 mg., in bottles of 100; in Single 
Unit Packages of 100 (intended for institutional 
use only). Spansule* capsules, 30 mg.. 75 mg., 

150 mg., 200 mg. and 300 mg., in bottles of 50; 

in Single Unit Packages of 100 (intended for 
institutional use only). Injection, 25 mg./ml.; 
Syrup, 10 mg./5 ml.; Suppositories, 25 mg. and 
100 mg.; Concentrate (intended for institutional 
use only), 30 mg. /ml. and 100 mg. /ml. 
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Smith Kline & French Laboratories 
Division of SmithKline ¢ orporation 
Philadelphia, Pa. 19101 
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A MANUAL FOR RESIDENTIAL AND DAY TREATMENT OF CHILDREN by Miltiades G. Evangelakis, South Florida 
State Hospital, Hollywood, Florida. This book deals with matters of fact and opinion, and guides in the efficient operation of 
a residential and day treatment center for children—that network of services, departments and programs, the objectives of 
which are based on the principles of planned ego development including psychotherapy, education and social living. The 
manual is an account of the author's experiences, successes, and difficulties in providing intensive residential and day 
treatment for emotionally disturbed and mentally ill children. It also calls attention to some of the lessons learned over the 
past years and to the efforts for a distillation and reduction of what are in fact real and often controversial issues in 
connection with children's programs of treatment and education. Sections of the book provide descriptions of a currently 
functioning center including background, definition, cost-staff ratio; form of organization and physical plant; general and 
basic orientation and objectives; methods of integration of services; and administrative services including policies and 
procedures. Other divisions described are the child study unit, medical-psychiatric service and the psychiatric team, school 
service, and psychology, social work and adjunctive therapies service. Paraprofessional services, psychotherapy services for the 
individual, group, or family, and nursing services are described in detail. The philosophy, orientation and objectives of the day 
treatment program are outlined along with descriptions of the physical plant, equipment and staff. '74, 392 pp., 8 iL, 11 
tables, $14.50 


FORENSIC PSYCHIATRY: A Practical Guide for Lawyers BASIC APPROACHES TO GROUP PSYCHOTHERAPY 
and Psychiatrists by Robert L. Sadoff, Univ. of Pennsyl- AND GROUP COUNSELING (2nd Ed.) edited by George 
vania, Philadelphia. With this practical text the psychiatrist M. Gazda, Univ. of Georgia, Athens. (20 Contributors) As 





will become familiar with his specific functions within the with the First Edition, this Second Edition is a convenient 
law and the attorney will receive guidance in his working reference to basic theories of group psychotherapy and 
relationship with psychiatrists. The book is designed as a group counseling. Coverage is almost doubled with the 
practical guide for lawyers and psychiatrists working addition of basic approaches that have significant impact in 
together in areas of mental competency, criminal responsi- group psychotherapy and group counseling. One revised 
bility, domestic relations, commitment procedures, trauma- chapter provides a synopsis of group research and the 
tic illnesses, drug and alcohol problems, sexual matters and effectiveness of the basic small group practices. An addi- 
juvenile crimes. Attorneys will find case citations and a tional chapter also gives direction to group practitioners on 
psychiatric glossary, and psychiatrists will find outlines of points of ethical procedures. A history time line is added to 
interviews and forensic psychiatric reports. '75, 272 pp., highlight key people and events in the history and 
$14.50 development of group psychotherapy and counseling. 75, 


560 pp., 9 il., $16.75 


LESBIANISM: A Study of Female Homosexuality by 
David H. Rosen, Univ. of California, San Francisco. 
Foreword by Evelyn Hooker. This text takes lesbianism out 
of the subjective mythical and psychoanalytic theory stages 
and brings it into an objective phenomenological and 
existential realm. Judd Marmor states: “I found it of great 
interest as part of the growing list of recent efforts to study 
homosexuals as human beings without prejudiced precon- 


will instruct the practitioner in the methods of mental ceptions concerning ‘mental illness’ or ‘mental abnormal- 


evaluation. In the author’s opinion, specialized mental ity. . . . Doctor Rosen s study of twenty-six lesbians is a 
health training is not always absolutely necessary for the valuable addition to the literature in this area. Although his 


medical examiner of those claiming disability. ’75, 132 pp., volume is a slender one it contains a great deal of useful and 
$10.50 important information.” ’74, 140 pp., 28 il., 3 tables, 


cloth-$ 7.95, paper-$4.95 
A HANDBOOK OF NON-VERBAL GROUP EXERCISES EMERGENCIES IN CHILD PSYCHIATRY edited by Gil- 


MENTAL EVALUATION OF THE DISABILITY CLAIM- 
ANT by Frank O. Volle, Denver Mental Health Center, 
Denver, Colorado. In discussing the mental evaluation of 
those claiming to be disabled in order to receive insurance 
benefits, public funds, retirement pensions, etc., this book 
describes the psychology of the disabled patient, customary 
diagnostic types and particular techniques of mental evalua- 
tion. Techniques include the clinical interview, mental 
status examination and psychological testing. This volume 


by Kenneth T. Morris, Central Michigan Univ., Mount bert C. Morrison, Univ. of California, Irvine. Foreword by 
Pleasant, Michigan, and Kenneth M. Cinnamon. Foreword Louis A. Gottschalk. (27 Contributors) Each chapter of this 
by Goodwin Watson. This manual will facilitate fresh book recognizes and defines a clinical problem, describes 
inventions and suggestions. The authors emphasize that clinical findings, defines treatment approaches, and pro- 
nonverbal exercises are not ends in themselves but tools to vides or proposes possible research methodologies. Emo- 
achieve improved behavior. This volume promotes rapid tional problems considered in detail include suicide 
discovery of specific exercises with material organized attempts and threats, acute anxiety, conversion and dissoci- 
under such headings as relaxation, trust, frustration, rejec- ative reactions, sexual promiscuity and precocious preg- 
tion and sensory awareness. All exercises are described in a nancy, acute school phobia and school refusal, runaway 
standardized format. Asterisks show the more dynamic children, homicidal threats and attacks, drug abuse and 
exercises with above-average potential for achieving goals. intoxication, pyromania, and problems resulting from an 
The importance of the subsidiary goals of an exercise is incestuous relationship or sexual assault. '75, 516 pp., 33 
stressed. 75, 324 pp., 28 il., cloth-$14.75, paper-$10.95 tables, $24.50 
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ing, chotosensitization (avoid excessive expo- 


sure -o sunlight); edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. 


Hematologic: Bone marrow depression includ- 


ing agranulocytosis; eosinophilia; purpura; 
throm bocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who cevelops fever and sore throat during | 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression. 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 


Withdrawal Symptoms: Though not indicative 


of addiztion, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 
Dosage and Administralion: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with . 
Tofranil, brand of imipramine hydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence cf intolerance. Following remission, 
mainter ance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 
Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 
Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral. 
form shoutd supplant the injectable as soon 
as possible. 
How Supplied: Tofranil, brand of imipramine 
hydrochloride: Round tablets of 25 and 
50 mg.; triangular tablets of 10 mg.; and am- 


puis, each containing: 25 mg. in 2 cc, for I.M. 


administration. 
Tofranii-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing Intermauon: 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsiey, New York 10502 


*Each capsule contains imipramine pamoate equivalent to 150, 125, 100 or 75 mg. of imipramine hydrochloride. 


. (B) 98-146-850-P (2/74) 
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THE NATION'S PSYCHIATRISTS— 
19/0 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


A. H. Kumbar 


this report, the survey data are organized under five general categories. 


Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years’ training. It gives data on 
their age, sex, citizenship, race and work status. 

















2. The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 

3. Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and whot they do. 

4. Geographic Distribution of Psychiatrists presents state totals for the identified 
manpower pool, along with ratios per 100,000 population. 

5. The Economic Issues looks at such issues as the source of professional income and 
hours donated. 

38 pages single copy $3.25 

Please send me  copy(ies) of order #233, The Nation's Psychiatrists— 1970 Survey, 

@ $3.25 per copy. (10% discount for 10 copies or more, and 2096 for 50 or more). 

O Bill Me L] Check Enclosed 

(Please Print) 

Name 

Address 

City State Zip 








Send Coupon to: American Psychiatric Association 


Publication Sales 
1700 Eighteenth St., N.W. ; 
Washington, D.C. 20009 975AJP 


A11 


SECOND INTERNATIONAL SYMPOSIUM 
AND WORKSHOP 
ON SHORT-TERM DYNAMIC PSYCHOTHERAPY 


March 29 - April 3, 1976 


Sponsored by: 
THE SHORT-TERM PSYCHOTHERAPY UNIT 

of the 

DEPARTMENT OF PSYCHIATRY 

THE MONTREAL GENERAL HOSPITAL 

and the 

DEPARTMENT OF PSYCHIATRY 

McGILL UNIVERSITY 


With the participation of: 
Dr. David Malan, Consultant, 
Tavistock Clinic, London, England 
Dr. John C. Nemiah, Professor of Psychiatry, 
Harvard Medical School, Boston 
Dr. Peter Sifneos, Professor of Psychiatry, 
Harvard Medical School, Boston 
Dr. Hans Strupp, Professor of Psychology, 
Vanderbilt University, Nashville, Tennessee 
To be held in Montreal, Quebec, Canada 
Audiovisual Facilities are used throughout the symposiums 
and workshops. The aim is to demonstrate, by use of 
videotapes, the evaluation, criteria for selection of patients, 
techniques, process, and outcome of short-term dynamic 
psychotherapy. 
For information and application forms, please write: 
H. Davanloo, M.D. 
Second International Symposium and Workshop 
On Short-Term Dynamic Psychotherapy 
P.O. Box 342 
Place Bonaventure 
Montreal, Quebec, Canada H5A 1B5 
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Milwaukee Psychiatric Hospital — Intensive, dynamic 
psychotherapy for adults and adolescents, individually- 
planned activity therapy. 


Adolescent Therapy Unit — Designed for the problems of 
today's emotionally disturbed youth. Patients attend ac- 
credited Kradwell High School on the grounds... excel- 
lent teaching staff ... credits are transferrable. 


Dewey Center — Acute detoxification and inpatient treat- 
ment for persons with dependency on alcohol and other 
drugs, daily schedules, broad supportive services. 


Milwaukee Sanitarium — Custodial services for persons 
with chronic emotional and geriatric illnesses. 


Affiliated with the Medical College of Wisconsin 
Accredited by the Joint Commission on Accreditation of Hospitals 
Non-Sectarian * Non-Profit 


units of MILWAUKEE SANITARIUM FOUNDATION 


For information contact Executive Director 
1220 Dewey Avenue * Wauwatosa, Wis. 53213 * (414) 258-2600 


Participating Member Blue Cross-Blue Shield * approved for participation under Medicare 


Akineton hydrochloride 
(biperiden hydrochloride) 
Tablets /Ampules 


Contraindications: The only known 
contraindication is sensitivity to 
Akineton hydrochloride. 


Warnings: Isolated instances of mental 
confusion, euphoria, agitation and dis- 
turbed behavior have been reported 
in susceptible patients. 


Precautions: Caution should be ob- 
served in patients with manifest glau- 
coma, though no prohibitive rise in 
intraocular pressure has been noted 
following either oral or parenteral ad- 
ministration. Patients with prostatism 
or cardiac arrhythmia should be given 
this drug with caution. Occasionally, 
drowsiness may occur. 


Adverse reactions: Adverse reactions 
encountered are primarily dry mouth 
and blurred vision. These side effects 
are usually slight and can be over- 
come by judicious reduction of dos- 
age. If gastric irritation occurs, it can 
be avoided by administering during or 
after meals. 


Dosage and Administration: Doses re- 
quired to achjeve therapeutic goal 
are variable and must be individually 
and gradually adjusted. 


Parkinson's disease: 1 tablet, 2 mg. 
three or four times daily. 
Drug-induced extrapyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 


How Supplied: 

Akineton hydrochloride tablets, 
2 mg. each, bisected—bottles of 
100 and 1000. 

Akineton lactateampules, 1ml. each 
containing 5 mg./ml. in an aque- 
ous 1.4 percent sodium lactate 
solution. No added preservative. 
Boxes of 10. i 

Additional literature available upon 
request. 


Knoll Pharmaceutical Company 
Whippany, New Jersey 07981 


® 





STABILIZE 


EXTRAPYRAMIDAL REACTIONS 


e. 


e Early control of drug-induced 
extrapyramidal reactions 

often without reduction in 
dosage or discontinuance of the 
psychotropic agent 


e Efficacy demonstrated in 
more than a decade of clinical 
experience 


e Minimal anticholinergic side 
effects 








ANTABUSE: “Social security" 
for the alcoholic who wents 
tO stop drinking... 














The temptation is resisted, ! 
ANTABUSE (disulfiram) represents 
the security alcoholics need 


in any situation. They are ^ Y 
better able to abstain from | l 
drinking because they know the 

consequences of taking “even one.’ 


until psychiatric support 


can co the rest 
| Undoubtedly it will take 
considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 

e, selected the patients 
who are s best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portiveresourcesinthecommunity SS S — Liu 
Inthe meantime, ANTABUSE can help "aee... 9 
the chronic alcoholic abstain from drinking. — ^ 
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3RIEF SUMMARY 
For full prescribing information, 
see package circular.) 


ANTABUSE  (disulfiram) in Alcoholism 


NDICATION: ANTABUSE isan aid inthe manage- 
nent of selected chronic alcoholic patients who 
want to remain in a state of enforced sobriety so 
hat supportive and psychotherapeutic treatment 
nay be applied to best advantage. (Used alone, 
without proper motivation and without suppor- 
ive therapy, ANTABUSE is not a cure for alco- 
Yolism, and it is unlikely that it will have more 
han a brief effect on the drinking pattern of the 
:hronic alcoholic.) 


ZONTRAINDICATIONS: Patients who are re- 
‘eiving or have recently received metronidazole, 
araldehyde, alcohol, or alcohol-containing 
weparations, e.g. cough syrups, tonics, and the 
ike, should not be given ANTABUSE. 


ANTABUSE is contraindicated in the presence of 
evere myocardial disease or coronary occlusion, 
»sychoses, or hypersensitivity. 









WARNINGS: ANTABUSE should never be 
administered to a patient when he is in a state 
of alcohol intoxication or without his full 
knowledge. 


The physician should instruct relatives 
accordingly. 








"he patient must be fully informed of the 
\NTABUSE-alcohol reaction. He must be strongly 
:autioned against surreptitious drinking while 
aking the drug, and he must be fully aware of 
ossible consequences. He should be warned to 
void alcohol in disguised form, i.e. in sauces, 
'inegars, cough mixtures, and even aftershave 
otions and back rubs. He should also be warned 
hat reactions may occur with alcohol upto 14 
lays after ingesting ANTABUSE. 


HE ANTABUSE-ALCOHOL REACTION: 

INTABUSE plus alcohol, even small amounts, 
'roduces flushing, throbbing in head and neck, 
robbing headache, respiratory difficulty, nausea 
opious vomiting, sweating, thirst, chest pain, 
alpitation, dyspnea, hyperventilation, tachycar- 
ia, hypotension, syncope, marked uneasiness, 
reakness, vertigo, blurred vision, and confusion. 
! severe reactions there may be respiratory 
epression, cardiovascular collapse, arrhythmias, 
Yyocardial infarction, acute congestive heart 
allure, unconsciousness, convulsions, and death. 


he intensity of the reaction varies with each 
dividual, but is generally proportional to the 
mounts of ANTABUSE (disulfiram) and alcohol 
gested. Mild reactions may occur in the sensi- 
ve individual when the blood alcohol concentra- 
on is increased to as little as 5 to 10 mg. per 

20 cc. Symptoms are fully developed at 50 mg. 
er 100 cc., and unconsciousness usually results 
hen the blood alcohol level reaches 125 to 

50 mg. 


he duration of the reaction varies from 30 to 60 
linutes to several hours in the more severe cases, 
r as long as there is alcohol in the blood. 


RUG INTERACTIONS: Disulfiram appears to 
ecrease the rate at which certain drugs are me- 
ibolized and so may increase the blood levels 
nd the possibility of clinical toxicity of drugs 
iven concomitantly. 


lisulfiram should be used with caution in those 
atients receiving diphenylhydantoin and its con- 
eners, since toxic levels of these antiepileptic 
gents have been reported during concomitant 
isulfiram therapy. 


may be necessary to adjust the dosage of oral 
nticoagulants upon beginning or stopping 
isulfiram, since disulfiram may prolong pro- 
Y ombin time. 


atients taking isoniazid when disulfiram is given 
Yould be observed for the appearance of un- 
‘eady gait or marked changes in mental status and 
Ye disulfiram discontinued if such signs appear. 


ONCOMITANT CONDITIONS: Because of the 
2Ssibility of an accidental ANTABUSE-alcohol 


reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 
the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 

a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a 
basis for permanent self-control is established. 
Depending on the individual patient, maintenance 
therapy may be required for months or even years. 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction nas 
been largely abandoned. Furthermore, such a 

test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 

and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (% oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develops, 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom- 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine sulfate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 


HOW SUPPLIED: No. 809 — Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 


AYERST LABORATORIES Ayerst 
New York, N.Y. 10017 e 
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ANTABUSE 


AND DISULARRAM 


When the*'drug vacation” shows 
that the child with MBD still needs 


medication, consider 


ylert € 


PEMOLINE = 





Cylert (pemoline) offers these benefits 





Single daily dose administration 


Minimal cardiovascular effects 


- No evidence of tolerance 





If you wish to switch 

a child to Cylert: 

Many clinicians recommend 
that drug-free periods be 
scheduled periodically to 
observe if there is still a need 
for drug therapy. These drug- 
free periods are the logical 
time to introduce Cylert if 
symptoms return. Because the 
serum half-life of other drugs 
. (methylphenidate and 
d-amphetamine) used for 
MBD is very short, if abnor- 
mal behavior returns, it is 
usually within a day or two. 


Dosage and 
administration 

Cylert is given as a single oral 
dose each morning. 


The recommended starting 
dose is 37.5 mg. per day. This 
daily dosage should be gradu- 
ally increased at one week 
intervals using increments of 
18.75 mg. until the desired 
clinical response is obtained. 


The mean daily effective dose 
ranges from 56.25 to 75 mg. 
per day. The maximum recom- 
mended daily dose of Cylert is 
112.5 mg. 


Cylert can be taken 
with meals 

You can prescribe Cylert a.c., 
p.c., or with meals. Although 
the speed of absorption is 
slightly slowed by food, the 
total absorption is not affected. 


Using the recommended 
schedule of dose titration, 
significant benefits may not 

be seen until the third orfourth 
week of drug therapy. Side 
effects may be seen prior to 
optimum clinical results. 


Qro ————— — n0 
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Times 
Dr. 
The 3 dosage strengths 
ED A — 
p" Nu 
Cylert 18.75 mg. Cylert 37.5 mg. Cylert 75 mg. 


(yellow-colored, grooved) (orange-colored, grooved)  (tan-colored, grooved) 
Tablets Shown Actual Size 





Please see last page of this advertisement for Prescribing Information. 
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Physicians; teachers; and parents’ ratings 
demonstrated Cylert (pemoline) to be effective © 


Description of 
Clinical Studies 


Multi-clinic design 
21 investigators from 10 states 
and two provinces in Canada. 


Double-blind, placebo control 
413 patients randomly assigned 
to Cylert or placebo groups. 
238 patients met all criteria for 
evaluation of efficacy. 


Patient selection 

Strict criteria were established: 
ages 6 to 12; intelligence, a 
WISC score of 90 or above; 
good health with no significant 
personal or family psycho- 
pathology; one or more of the 
general indicators of MBD; and 
a combined (parent and 
teacher) “hyperkinesis index" 
rating of 36 or more. 


Physical examination 

Included determination that 
vision and hearing were within 
normal limits to preclude their 
being major factors in disorder. 


Laboratory tests 

Obtained at beginning and end 
of study: hemoglobin, hema- 
tocrit, WBC differential and 
platelet estimate, BUN, alkaline 
phosphatase, SGOT, SGPT (or 
LDH), bilirubin, uric acid and 
urinalysis. 


Length of study 
Nine weeks. 
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Results of 
Clinical Studies 


Measurement of results 
Global (overall) ratings by 
teachers, parents and physi- 
cians were performed at weeks 
0, 3, 6 and 9. 


Overall results 

Roughly two out of three pa- 
tients were significantly im- 
proved by treatment with 
Cylert as reflected by global 
ratings. 


Behavioral changes 
Parents and teachers reported 
in general that, compared with 
the control group, children on 
Cylert: 

e Got along better with others 


e Were less subject to temper 
tantrums 

e Showed less tendency to leave 
things unfinished 

* Engaged in less fighting 

e Seemed more mature 


Psychological tests 

Children on Cylert had statisti- 
cally significantly higher scores 
than those on placebo on these 

psychological tests: 

e The Wechsler Intelligence 
Scale for Children (WISC) and 
its performance IQ Sub- 
Component 

e The Wide Range Achievement 
Test (WRAT) (reading and 
arithmetic) 





e The Lincoln-Oseretsky Motor 
Performance Test Factor II 


Laboratory tests 

No abnormalities attributed 
to Cylert. 

1. Conners, C. K., ed., Clinical Use of 


Stimulant Drugs in Children, 
Excerpta Medica, 1974, p. 98. 


2. Page, J. G., et al., J. Learning 
Disabilities, 7:498, Oct., 1974. 


Cylert (pemoline) single daily dosage 
benefits both child and adults 


For the adults: For the child: 


Control of medication «——— | No druginchild’s possession 
stays with parents while at school 


Obviates need for nurse 4———— —» Avoids situation in which 


or teacher to supervise child is repeatedly singled out 
taking of mid-day doses as being "different" 

Helps assure that the «————» Helps prevent possible variations 
prescribed dosage is in effect caused by missed, forgotten 
being given each day or delayed doses 


Cylert, alone among CNS stimulants used to treat MBD, 
is inherently long-acting, permitting once-daily dosage. 





When not to use Cylert 


Cylert should not be used for 
(and will not be effective in) 
simple cases of overactivity in 
school-age children. 


Neither should it be used in 
the child who exhibits 
symptoms secondary to envi- 
ronmental factors and/or 
primary psychiatric disorders, 
including psychosis. 


The physician should rely on 

a complete history of the child 
and a thorough description of 
symptoms from both parents 
and teacher before postulating 
a diagnosis of MBD. 


Please see last page for 
Prescribing Information. 
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Cylert (pemoline) has an impressive 
safety profile 





From Multi-Clinic Studies (9 weeks); safety data analyzed on 407 patients 





No significant difference between Cylert and placebo groups— 
—in blood pressure 
—in pulse 
—in laboratory tests 


—in neurological status 
Other criteria: 


Adverse reactions ...........-05- Insomnia and anorexia were the most frequently seen 
side effects and often improved with continuation of 
treatment or reduction of dosage. (For other side effects, 
please see Prescribing Information on last page.) 


Weight loss. eere Mean weight loss of 1.1 Ibs. was demonstrated in Cylert 
group during early weeks of treatment; long-term 
studies have shown that by 3-6 months, most children 
return to the normal rate of weight gain for their 
age group. 


From Additional Studies (Long-Term) on Cylert (up to two years and continuing) 


Meandosage.............seees. Essentially unchanged on mg./ kg. basis from original . 
effective dosage. | 
Blood pressure .......... —Q No significant changes attributed to Cylert. 
Pulse Tale 2.2202 ches P Era d No significant changes attributed to Cylert. 
. Laboratory examination . ......... Mild to moderate increase in transaminase (SGOT and 


SGPT) levels in 1-2% of patients (no clinical symptoms) 
levels returned to normal on withdrawal of medication. 
No clinically significant abnormalities in the other tests. 


Cylert (pemoline) 
© 


Description: Cylert (pemoline) is a 
white, tasteless, odorless powder which is 
relatively insoluble (less than 1 mg/ml) 
in water, chloroform, ether, acetone, 

and benzene. In 95% ethyl alcohol, the 
solubility of pemoline is 2.2 mg/ml. 


Actions: Cylert (pemoline) is a central 
nervous system stimulant. The pharma- 
cologic activity of pemoline is similar to 
that of other known stimulants but with 
minimal sympathomimetic effects. 
Pemoline is structurally dissimilar from 
the amphetamines and methylphenidate. 
Although the exact mode of pharmaco- 
dynamic action is undetermined in man, 
pemoline has been reported to increase the 
rate of synthesis of dopamine in rat brain. 

In human subjects, Cylert produces peak 
blood levels within 2-4 hours. The serum 
half-life is approximately 12 hours. Mul- 
tiple dose studies in adults at several dose 
levels indicate that serum levels plateau in 
approximately three days. Cylert and its 
metabolites are primarily excreted by the 
kidneys with approximately 75% of an 
oral dose appearing in the urine within a 
24-hour period. Approximately 43 % of 
pemoline is excreted unchanged. Metabo- 
lites include pemoline dione, conjugated 
pemoline and mandelic acid. 

Cylert (pemoline) has a gradual onset of 
action in children with minimal brain dys- 
function. Using the recommended sched- 
ule of dosage titration, significant clinical 
benefit may not be evident until the third 
or fourth week of drug administration. 


Indications: MINIMAL BRAIN DYS- 
FUNCTION IN CHILDREN-~—as adjunc- 
tive therapy to other remedial measures 
(psychological, educational, social). 


Special Diagnostic Considerations: 
Specific etiology of minimal brain dysfunc- 
tion (MBD) is unknown, and there is no 
single diagnostic test. Adequate diagnosis 
includes the use not only of medical but of 
psychological, educational, and social 
resources. 

Characteristics commonly reported 
include: A chronic history of moderate to 
severe hyperactivity, short attention span, 
distractibility, emotional lability, and 
impulsivity. Nonlocalizing (soft) neuro- 
logical signs, learning disability, and 
abnormal EEG may or may not be present. 
The diagnosis of MBD must be based 
upon a complete history and evaluation of 
the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all 
children with MBD. In the primary therapy 
of MBD, appropriate educational place- 
ment is essential and psychosocial interven- 
tion is generally necessary. When these 
measures alone are insufficient, the decision 
to prescribe stimulant medication will 
depend upon the physician's assessment of 
the chronicity and severity of the child's 
symptoms. Stimulants are not intended for 
use in the child who exhibits symptoms 
secondary to environmental factors and/or 





primary psychiatric disorders, including 
psychosis. 


Contraindication: Cylert (pemoline) is 
contraindicated in patients with known 
hypersensitivity or idiosyncrasy to the 
drug. (See PRECAUTIONS) 


Warnings: Cylert is not recommended 
for children under six years of age since 
safety and efficacy in this age group have 
not yet been established. 

Since Cylert (pemoline) and its metabo- 
lites are excreted primarily by the kidneys, 
caution should be observed in administer- 
ing the drug to children with significantly 
impaired renal function. 

Sufficient data on safety and efficacy of 
Cylert administration for periods beyond 
two years duration in children with minimal 
brain dysfunction are not yet available. 
Although a definite causal relationship 
has not been established, some temporary 
suppression of predicted growth pattern(i.e., 
weight and/or height) has been reported 
with the long-term use of stimulants in 
children. Therefore, patients requiring long- 
term therapy should be carefully monitored. 


Drug Interactions: Interactions be- 
tween Cylert and other drugs have not 
been studied in humans. As with most 
other drugs, concurrent administration 
with other agents, especially drugs with 
central nervous system activity, should be 
carefully monitored. 


Usage in Pregnancy: Safety for use in 
pregnancy has not been established. Stan- 
dard studies of fertility,teratology and repro- 
duction were conducted in rats and rabbits. 
Daily oral doses of pemoline of 18.75 

and 37.5 mg/kg beginning at conception 
produced no abnormalities in the fetuses 
and did not affect viability at birth. Further 
studies using similar dose levels with drug 
administration beginning 14 days before 
conception demonstrated an increased 
incidence of stillbirths in these animals. 


Drug Dependence: Studies of the 

drug abuse potential of Cylert (pemoline) 
in primates have not demonstrated a 
potential for self-administration. However, 
the pharmacologic similarities between 
Cylert and other CNS stimulants with 
known abuse liability suggest that drug 
dependence of the stimulant type might 
occur. There have been isolated reports of 
transient psychotic symptoms in adults 
following long-term misuse of pemoline 
taken orally in excessive quantities. There- 
fore, caution should be observed in emo- 
tionally unstable patients considered to 
have a psychological potential for drug 
dependence. 


Precautions: Delayed hypersensitivity 
reactions involving the liver have been 
reported in 1-2% of the patients receiving 
Cylert usually after several months of 
therapy. No clinical symptomatology has 
been observed, but mild to moderate 


Prescribing Information 


increases in transaminase (SGOT and 
SGPT) levels have occurred in these 

cases. These effects appear to be com- 
pletely reversible when drug treatment is 
discontinued. Transaminase levels should 
be determined periodically during therapy 
with Cylert to detect any such reactions. 


Adverse Reactions: The most fre- 
quently reported adverse reaction with 
Cylert is insomnia. Insomnia has been 
observed prior to optimum therapeutic 
response and in the majority of cases was 
transient in nature or responded to dosage 
reduction. Anorexia with weight loss during 
the first few weeks of therapy has also been 
reported. With continuing therapy, a re- 
turn to a normal weight curve usually 
occurred within three to six months. Other 
adverse reactions reported include stomach- 
ache, skin rash, irritability, mild depression, 
nausea, dizziness, headache, drowsiness, 
and hallucinations. Mild adverse reactions 
appearing early in treatment often remit 
with continuing therapy. If adverse 
reactions are of a significant or protracted 
nature, dosage reduction or discontinua- 
tion should be considered. 


Dosage and Administration: Cylert 
(pemoline) is administered as a single oral 
dose each morning. The recommended 
starting dose is 37.5 mg per day. This daily 
dosage should be gradually increased at 
one week intervals using increments of 
18.75 mg until the desired clinical response 
is obtained. The mean daily effective dose 
ranges from 56.25 to 75 mg per day. The 
maximum recommended daily dose of 
pemoline is 112.5 mg. 

Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
of dosage titration, significant benefit may 
not be evident until the third or fourth week 
of drug administration. Drug administra- 
tion should be interrupted occasionally to 
determine if behavioral symptoms sufficient 
to require continuing therapy recur. 


Overdosage: Cylert overdosage has 
been reported to produce symptoms of 
tachycardia, hallucinations, agitation, or 
restlessness. The treatment of acute massive 
overdosage with pemoline is essentially the 
same as that for overdosage with any drug 
having CNS stimulatory effects. Manage- 
ment is largely symptomatic and may 
include induction of emesis, gastric 

lavage or other measures as appropriate. 


How Supplied: Cylert (pemoline) is 
supplied as monogrammed, grooved 
tablets in three dosage strengths: 


18.75 mg. tablets (yellow-colored) in 
bottles of 100 (NDC 0074-6025-13) 


37.5 mg. tablets (orange-colored) in bottles 
of 100 (NDC 0074-6057-13) 


75 mg. tablets (tan-colored) in bottles 
of 100 (NDC 0074-6073-13) 
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LOXITANE Loxapine is the product of a decade of research 
and clinical evaluation by Lederle Laboratories. A non- 
phenothiazine, LOXITANE is also chemically distinct from the 
thioxanthenes and the butyrophenones. LOXITANE is a 
dibenzoxazepine, representing a new subclass of tricyclic 
antipsychotic agents. 








A program of 31 studies! by S E odd uu S v d s 
. Patient O Ux S KL S SS ó Oe 

18 investigators included 11 controlled Types So LIS oser SSeS 
studies in 441 adult patients to deter- : = s ed -- 
mine the efficacy of loxapine by com- Acute Schizophrenic 9 98 70 27 
paring it with two reference agents, Chronic Schizophrenict 6 123 39 84 
chlorpromazine and trifluoperazine 

Totals 11 221 109 111 
BEENDEN. dias Ee eee ee a ——— 

* Studies carried out with newly admitted patients with acute schizophrenic symptoms 

"Studies carried out with patients resident in psychiatric wards for t 


In each study, psychiatric and behavioral symptoms were 
assessed, using the Brief Psychiatric Rating Scale (BPRS) and 
the Nurses’ Observation Scale for Inpatient Evaluation 
(NOSIE), and response was measured by statistical analysis 
comparing symptom severity before and after treatment. 
Periods of treatment varied according to the clinical situation. 
The controlled studies demonstrated the efficacy of LOXITANE 
and the two reference agents. 

To provide an overview of the results in all controlled studies, 
data derived from the statistical analyses of each study were 
combined to show overall results in the 5 studies of acute 
patients, and overall results in the 6 studies of chronic pa- 
tients. Trends in the statistical analysis suggested superiority 
of LOXITANE in some types of symptomatology or in overall 
effectiveness. However, further testing and wider clinical 
experience will be required for confirmation. 


1. Data on file. Clinical Research Department, Lederle Laboratorie 


A NEW CHEMICAL ENTITY 
FOR THE MANIFESTATIONS 
OF SCHIZOPHRENIA 





A New Clinical 
Opportunity 


The graphs that follow demonstrate 
a substantial reduction in schizo- 
phrenic symptoms with LOXITANE 
as shown by the percent of Maxi- 
mum Possible Improvement* 
achieved in BPRS symptoms and 
symptom clusters. 


*Percent of Maximum Possible Improvement is the actua 
change from pretreatment base line to posttreatment for 
a given symptom as compared with Maximum Possible 


Improvement multiplied by 100% 
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SEE LAST PAGE OF THIS ADVERTISEMENT FOR FULL PRESCRIBING INFORMATION. 
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SUBSTANTIALLY REDUCES 
THE SYMPTOMS OF 
SCHIZOPHRENIA 





Loxitane 





Patients treated with LOXITANE Loxapine reached an average of 56% 
of Maximum Possible Improvement in 18 symptoms and symptom clusters 
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Severity of schizophrenic symptoms was appreciably reduced despite 
the typically lower responsiveness of the chronic patient 
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?rtain favorable trends were exhib- 
din the LOXITANE side effects 
ofile, but these require further tests 
id broader clinical experience 

r confirmation 


endocrine abnormalities have been reported with LOXITANE. 
9atotoxicity manifested by jaundice or biliary stasis has not 
in observed. Transient liver enzyme changes, however, have 
'n reported, but it has not been determined whether they are 
ited to LOXITANE administration. 


Yough a few cases of changes in ECG have been reported, 
ausal relationship to LOXITANE has not been established: 
ical experience with LOXITANE has not demonstrated ocular 
City; however, the possibility of its occurrence cannot be 

'd out at this time. Manifestations of adverse effects on the 

tral nervous system other than extrapyramidal symptoms have 
n encountered infrequently, and drowsiness, when it occurs, 
sually mild and subsides with continued therapy. Skin rashes 
ncertain etiology have been observed in a few patients 


S Symptoms 

atic Concern (SOM) 

sty (ANX) 

tional Withdrawal (EMD) 
eptual Disorganization 
ON) 

Feelings (GLT) 

ion (TEN) 

nerisms (MAN) 

diosity (GRA) 

essive Mood (DEP) 

ility (HOS) 

TIe Te] VET (SUS) 
cinatory Behavior (HAL) 
r Retardation (MOT) 
operativeness (UNC) 
sual Thought (UNU) ( 


r 


ientation (DIS) 


S Clusters 

ession (DEP) 

cing Disorder (THD) 

gia (ANE) 
ement-Disorientation (EXD) 





ing and controlled efficacy studies involving 469 patients 


during the hot summer months; therefore the possibility of 
phototoxicity and/or photosensitivity cannot be excluded. 


In general, LOXITANE presents a profile of extrapyramidal side 
effects similar to that of other agents used in the treatment of 
schizophrenia. Parkinson-like symptoms and akathisia are usually 
not severe and can be controlled by reduction in LOXITANE 
dosage or by administration of antiparkinson drugs. Dystonia 

and dyskinetic reactions, while less frequent, may be more 
severe and may require reduction or temporary withdrawal 

of LOXITANE dosage, as well as treatment with anticholinergic 
agents. As with all antipsychotic agents, tardive dyskinesia may 
appear in some patients on long-term therapy or after drug 
therapy has been discontinued. It is suggested that treatment with 
any antipsychotic agent be suspended should this reaction occur. 


Cardiovascular effects such as hypotension, hypertension, light- 
headedness and syncope have been reported. Increased pulse 
rate has been reported in a majority of patients receiving anti- 
psychotic doses. Anticholinergic effects seen with LOXITANE 
include dry mouth, nasal congestion, constipation and blurred 
vision. 


see LOXITANE package insert for warnings and precautions and 
for more detailed information concerning side effects. 
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A range of dosage forms to suit the 
patient's individual needs 














Supplied 
Capsules 10 mg 25 mg 50 mg 
Green and Green Two Green and 
Yellow Tone Blue 
Recommended Daily Dosage 
Initial Dosage MILD MODERATE SEVERE 
10 mg b.i.d 10 mg t.i.d. or q.i.d 25 mg b.i.d. 
First 7 to Increase dosage until psychotic symptoms are controlled 
10 Days Dosage should not exceed 250 mg/day 


Usua! dosage during titration 50 to 150 mg/day 
——— CREER D i M 
Maintenance Adjust to lowest effective level 
Dosage i . 
Usua! maintenance dosage 60 to 100 mg/day 
Many patients are controlled with dosages as low as 20 
to 60 mg/day 





LAST PAGE OF THIS ADVERTISEMENT FOR FULL PRESCRIBING INFORMATION. 
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PRODUCT INFORMATION 

DESCRIPTION 

LOXITANE /oxapine, a dibenzoxazepine compound, 
represents a new subclass of tricyclic antipsychotic 
agent, chemically distinct from the thioxanthenes, 
butyrophenones, and phenothiazines. Chemically, it is 
2 - chloro - 11 - (4 - methyl - 1 - piperazinyl) dibenz [b.f] 
[1.4] oxazepine. It is present in capsules as the succinate 
salt. Each 1.36 mg of loxapine succinate is equivalent to 
1 mg of loxapine. 


ACTIONS 

Pharmacologically loxapine is a tranquilizer for which 
the exact mode of action has not been established. 
However, changes in the level of excitability of subcorti- 
cal inhibitory areas have been observed in several 
animal species in association with such manifestations 
of tranquilization as calming effects and suppression of 
aggressive behavior. 


In normal human volunteers, signs of sedation were seen 
within 20 to 30 minutes after administration, were most 
pronounced within 1'% to 3 hours, and lasted through 12 
hours. Similar timing of primary pharmacologic effects 
was seen in animals. 


Absorption of loxapine following oral or parenteral 
administration is virtually complete. The drug is removed 
rapidly from the plasma and distributed in tissues. 
Animal studies suggest an initial preferential distribution 
in lungs, brain, spleen, heart, and kidney Loxapine is 
metabolized extensively and is excreted mainly in the 
first 24 hours. Metabolites are excreted in the urine in the 
form of conjugates and in the feces unconjugated. 


INDICATIONS 
LOXITANE /oxapine succinate is indicated for the 
manifestations of schizophrenia. 


CONTRAINDICATIONS 

LOXITANE is contraindicated in comatose or severe 
drug-induced depressed states (alcohol, barbiturates, 
narcotics, etc.) 


LOXITANE is contraindicated in individuals with known 
hypersensitivity to the drug. 


WARNINGS 

Usage in Pregnancy: Safe use of LOXITANE /oxapine 
succinate during pregnancy or lactation has not been 
established; therefore, its use in pregnancy, in nursing 
mothers, or in women of childbearing potential requires 
that the benefits of treatment be weighed against the 
possible risks to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or 
dogs, although with the exception of one rabbit study, 
the highest dosage was only two times the maximum 
recommended human dose and in some studies they 
were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring of rats treated 
from midpregnancy with doses of 0.6 and 1.8 mg/kg, 
doses which approximate the usual human dose but 
which are considerably below the maximum recom- 
mended human dose. 


Usage in Children: Studies have not been performed in 
children; therefore this drug is not recommended for use 
in children below the age of 16. 


LOXITANE, like other tranquilizers, may impair mental 
and/or physical abilities, especially during the first 
few days of therapy. Therefore, ambulatory patients 
should be warned about activities requiring alertness 
(eg, operating vehicles or machinery), and about con- 
comitant use of alcohol and other CNS depressants 


PRECAUTIONS 

LOXITANE loxapine succinate should be used with 
extreme caution in patients with a history of convulsive 
disorders since it lowers the convulsive threshold. Sei- 
zures have been reported in epileptic patients receiving 
LOXITANE at antipsychotic dose levels, and may occur 
even with maintenance of routine anticonvulsant drug 
therapy 


Loxapine has an antiemetic effect in animals. Since this 
effect may also occur in man, loxapine may mask signs 
of overdosage of toxic drugs and may obscure condi- 
tions such as intestinal obstruction and brain tumor. 


LATUR RARE BRR ea Were 


cardiovascular disease. Increased pulse rates have bee 
reported in the majority of patients receiving anti- 
psychotic doses; transient hypotension has been re- 
ported. In the presence of severe hypotension requiring 
vasopressor therapy, the preferred drugs may be 
norepinephrine or angiotensin. Usual doses of 
epinephrine may be ineffective because of inhibition of 
its vasopressor effect by loxapine. 


The possibility of ocular toxicity from loxapine cannot be 
excluded at this time. Therefore, careful observation 
should be made for pigmentary retinopathy and lenticu- 
lar pigmentation since these have been observed in 
some patients receiving certain other antipsychotic 
drugs for prolonged periods. 


Because of possible anticholinergic action, the drug 
should be used cautiously in patients with glaucoma or a 
tendency to urinary retention, particularly with concomi- 
tant administration of anticholinergic-type antiparkinson 
medication. 


ADVERSE REACTIONS 

CNS Effects: Manifestations of adverse effects on the 
central nervous system, other than extrapyramidal 
effects, have been seen infrequently. Drowsiness, usually 
mild, may occur at the beginning of therapy or when 
dosage is increased. 


It usually subsides with continued LOXITANE therapy. 
The incidence of sedation has been less than that of cer- 
tain aliphatic phenothiazines and slightly more than the 
piperazine phenothiazines. Dizziness, faintness, stagger- 
ing gait, muscle twitching, weakness, and confusional 
states have been reported. 


Extrapyramidal Reactions—Neuromuscular (extra- 
pyramidal) reactions during the administration of 
LOXITANE /oxapine succinate have been reported 
frequently, often during the first few days of treatment. 
In most patients, these reactions involved Parkinson- 
like symptoms such as tremor, rigidity, excessive 
salivation, and masked facies. Akathisia (motor 
restlessness) also has been reported relatively fre- 
quently. These symptoms are usually not severe and 
can be controlled by reduction of LOXITANE dosage 
or by administration of antiparkinson drugs in usual 
dosage. Dystonic and dyskinetic reactions have 
occurred less frequently, but may be more severe. 
Dystonias include spasms of muscles of the neck and 
face, tongue protrusion, and oculogyric movement. 
Dyskinetic reaction has been described in the form of 
choreo-athetoid movements. These reactions 
sometimes require reduction or temporary withdrawal 
of LOXITANE dosage in addition to appropriate coun- 
teractive drugs. 


Persistent Tardive Dyskinesia—As with all antipsychotic 
agents, tardive dyskinesia may appear in some patients 
on long-term therapy or may appear after drug therapy 
has been discontinued The risk appears to be greater in 
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females. The symptoms are persistent and in some 
patients appeartobe irreversible. The syndromeis char- 
acterized by rhythmical involuntary movement of the 
tongue. face, mouth, or jaw (eg, protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing move- 
ments). Sometimes these may be accompanied by 
involuntary movements of extremities. 


There is no known effective treatment for tardive 
dyskinesia; antiparkinson agents usually do not 
alleviate the symptoms of this syndrome. It is sug- 
gested that all antipsychotic agents be discontinued 
if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the 
agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an 
early sign of the syndrome, and if the medication is 
stopped at that time the syndrome may not develop. 


Cardiovascular Effects: Tachycardia, hypotension, 
hypertension, light-headedness, and syncope have been 
reportec. 


A few cases of ECG changes similar to those seen with 
phenothiazines have been reported. It is not known 
whether these were related to loxapine administration. 


Skin: Dermatitis, edema (puffiness of face), pruritus, and 
seborrhea have been reported with loxapine. The 
possibility of photosensitivity and/or phototoxicity occur- 
ring has not been excluded; skin rashes of uncertain 
etiology have been observed in a few patients during hot 
summer months. 


Endocrine Effects: No endocrine abnormalities have 
been reported. 


Anticholinergic Effects: Dry mouth, nasal congestion, 
constipation, and blurred vision have occurred; these are 
more likely to occur with concomitant use of antiparkin- 
son agents. 


Other Adverse Reactions: Nausea, vomiting, weight 
gain, weight loss, dyspnea, ptosis, hyperpyrexia, flushed 
facies, headache, paresthesia, and polydipsia have been 
reported in some patients. 


DOSAGE AND ADMINISTRATION 

LOXITANE /oxapine succinate is administered orally 
usually in divided doses two to four times a day. Daily 
dosage (in terms of base equivalents) should be ad- 
justed tc the individual patient's needs as assessed by 
the severity of symptoms and previous history of 
response to antipsychotic drugs. Initial dosage of 10 mg 
twice daily is recommended, although in severely dis- 
turbed patients initial dosage up to a total of 50 mg daily 
may be desirable. Dosage should then be increased 
fairly rapidly over the first seven to ten days until there is 
effective control of psychotic symptoms. The usual 
therapeutic and maintenance range is 60 mg to 100 mg 
daily. However, as with other antipsychotic drugs, some 
patients respond to lower dosage and others require 
higher dosage for optimal benefit. Daily dosage higher 
than 250 mg is not recommended. For maintenance 
therapy, dosage should be reduced to the lowest level 
compatible with symptom control; many patients have 
been maintained satisfactorily at dosages in the range of 
20 mg to 60 mg daily 


HOW SUPPLIED 

LOXITANE /oxapine succinate is supplied in the 

following base equivalent strengths: 

CAPSULES Hard Shell Printed "Lederle" 

10 mg —Green and Yellow; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5360. 

25 mg-— Green Two Tone; Bottles of 100, 1000, and 
unit dose 10 x 10's—Product Number 5361. 

50 mg-— Green and Blue; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5362. 

REV. 3/75 


LEDERLE LABORATORIES 
A Division of American Cyanamid Company 
Pearl River, N. Y. 10965 


Because schizophrenia 
is symptoms 


MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 


techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


d aI 
The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 










The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC ll— The small- 
est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 


nd AN RR a RR A TE EE ANE 
For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
See us at Booth E6 at the Annual Meeting , 
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Pa I PRE tope ess dee 
In clinically significant depression, the patient 
often becomes barricaded behind his own 
symptoms during psychotherapy. Because 
these symptoms can be so sharply defined and 
somatic in expression, he may reject the fact 
that they are psychic in origin. Sleep disturb- 
ance, gastrointestinal complaints, anorexia, 
chronic fatigue, and other psychosomatic 
symptoms may so preoccupy—or overwhelm— 
the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 
Instead of being able to concentrate on 
the core emotional problems of the 
depression itself, he may for ex- 
ample go on at length about how. 
broken his sleep is or keep 4 
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reiterating (while the therapeutic hour slips 
by) how physically miserable he feels. 





ELAVIL 


(AMITRIPTYLINE HCI, MSD) 
to help 
penetrate the 
symptom barrier 
in depression 
requiring 
medication 


ELAVIL, a highly effective tricyclic antidepres- 
sant, will often alleviate these symptoms. With 
the help of ELAVIL, sleep disturbance— 
so common in clinically depressed 
patients and often the symptom 
that distresses them most—as 


















well as other “barrier symptoms’’ may be 
lessened to the point where they no longer 
come between you and the patient. 








psychotherapy 
takes 
direction 








As these preoccupying complaints are lifted, 
psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 
sume or pursue more efficiently the necessary 
activities in their personal lives. 





meeting 
therapeutic 
goals 








And as the antidepressant activity of ELAVIL 
(Amitriptyline HCI, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
times only aminimum of actual psychotherapy 
is required. The patient may experience a 
more rapid recovery—while you conserve valu- 
able time. 


Prescribe ELAVIL then, to help 
lighten the patient’s burden 
in depression—and yours 
in its management. 


ELAVIL should not be used during the acute 
recovery phase following myocardial infarc- 
tion; in patients hypersensitive to it; in those 
who have received an MAOI within two weeks; 
or in children under 12. Patients with cardio- 
vascular disorders should be watched closely. 
Its safe use during pregnancy and lactation 
has not been established. The drug may im- 
pair mental or physical abilities required in 
the performance of hazardous tasks and may 
enhance the response to alcohol. Since sui- 
cide is a possibility in any depressive illness, 
patients should not have access to large quan- 
tities of the drug. Hospitalize as soon as pos- 
sible any patient suspected of having taken 
an overdose. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AMITRIPTYLINE HCI | MSD) 


helps increase 





















For a brief summary of prescribing 
information, please see following page. 
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In adult outpatients 


with clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HC! | MSD) 
ence | 
adau "^ 


ivided 
osage 
DAILY 





AT BEDTIME | 


25 mg (yellow) 


This tablet may prove useful 

for iritial therapy in adult out- 
patients. Starting dosage is 

usually 75 mg daily in divided doses or 50 to 
100 mg once a day at bedtime. If necessary, 
this dosage may be increased gradually to a 
total of 150 mg a day. When doses are di- 
vided, dosage increases are made preferably 
in the late afternoon or at bedtime. A sed- 
ative effect may be apparent before the 
antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 


. days to develop. 


50 mg (beige) 


The 50-mg tablet may be ad- 
vantegeous whenever higher 
dosages are required, or when 


the single daily dose is given at bedtime. 
The 50-mg tablet may also be convenient for 
many hospitalized patients who may need 
100 mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small number 
of hospitalized patients may need as much 
as 300 mg a day. 


10 mg (blue) 


és) Because lower doses are gen- 
o9 erally recommended for ad- 

olescents and elderly patients, 
the 10-mg tablets may be most serviceable. 
Ten mg three times a day with 20 mg at 
bedtime may be satisfactory in adolescent 
and elderly patients who do not tolerate 
higher doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the in- 
jectable form may be suitable 
initially. The tablets should 
replace the injection as soon 
as possible. Initial intramus- 
Bar dosage is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL is ad- 
ministered intramuscularly, the effects may 
appear more rapidly than with oral admin- 
istration. 





Contraindications:- Known hypersensitivity. Should not be given concomitantly wi 
a monoamine oxidase inhibitor or within at least 14 days following the discontir 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe" convi 
sions, and deaths have occurred. When used to replace a monoamine oxida 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase 

dosage until optimum response is achieved. Not recommended during the acu 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acti 
compounds. Should be used with caution in patients with a history of seizures 

urinary retention, or with angle-closure glaucoma or increased intraocular pressul 
in patients with angle-closure glaucoma, even average doses may precipitate 

attack. Patients with cardiovascular disorders should be watched closely; arrhy! 
mias, sinus tachycardia, and prolongation of the conduction time have been reporte 
particularly with high doses; myocardial infarction and stroke have been reporti 
with drugs of this class. Close supervision is required for hyperthyroid patients 

those receiving thyroid medication. May impair mental and/or physical abiliti 
required for performance of hazardous tasks, such as operating machinery 

driving a motor vehicle. Safe use during pregnancy and lactation has not bet 
established; in pregnant patients, nursing mothers, or women who may becon 
pregnant, weigh possible benefits against possible hazards to mother and chil 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosi 
patients with paranoid symptomatology may have an exaggeration of such sym 
toms; manic depressive patients may experience a shift to the manic phase. 

these circumstances, the dose of amitriptyline HC] may be reduced or a maj 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, includir 
epinephrine combined with local anesthetics, close supervision and careful adjus 
ment of dosages are required. Use cautiously in patients receiving large doses : 
ethchlorvynol, since transient delirium has been reported on concurrent administr 
tion. May enhance the response to alcohol and the effects of barbiturates and oth: 
CNS depressants. The possibility of suicide in depressed patients remains durit 
treatment and until significant remission occurs; this type of patient should ni 
have access to large quantities of the drug. Concurrent electroshock theray 
may increase the hazards associated with such therapy; such treatment should E 
limited to patients for whom it is essential. When possible, discontinue the drt 
several days before elective surgery. Both elevation and lowering of blood sug: 
levels have been reported. 

Adverse Reactions: Wate: Included in this listing are a few adverse reactions n 
reported with this specific drug. However, pharmacological similarities among tl 
tricyclic antidepressant drugs require that each reaction be considered whe 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tach 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CA 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; d 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmare 
numbness, tingling, and paresthesias of the extremities; peripheral neuropath 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramid. 
symptoms; tinnitus; syndrome of inappropriate ADH (antidiuretic hormone) secretio. 
Anticholinergic: Ory mouth, blurred vision, disturbance of accommodation, const 
pation, paralytic ileus, urinary retention, dilatation of urinary tract. Allergi 
Skin rash, urticaria, photosensitization, edema of face and tongue. Hematologi 
Bone marrow depression including agranulocytosis, leukopenia, eosinophilia, pu 
pura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, vomitin 
anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black tongu 
Endocrine: Testicular swelling and gynecomastia in the male, breast enlargemei 
and galactorrhea in the female, increased or decreased libido, elevation and lowe 
ing of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weigl 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsines 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pr 
longed administration may produce nausea, headache, and malaise; these are ni 
indicative of addiction. 

Overdosage: Hospitalize as soon as possible all patients suspected of having take 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenot 
administration of 1 to 3 mg physostigmine salicylate is reported to reverse th 
symptoms of tricyclic antidepressant poisoning. Because physostigmine is rapid 
metabolized, the dosage should be repeated as required, particularly if life-threatei 
ing signs such as arrhythmias, convulsions, and deep coma recur or persist afte 
the initial dosage of physostigmine, 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-un 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 m 
amitriptyline HCl, in single-unit packages of 100 and bottles of 100 and 1000; fc 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 m 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, an 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSO representative or see full prescribit 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 1948 
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Manufactured and distributed by SK&F Co., Cardiiinr P.R. 00630 
Stelazine® trademark licensed by SmithKline Corporation. 
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‘Haves’ 


If your hospital already uses Tubex, you're in good 
company. You re among more than 4200 U.S. hospitals 
now using the proven Tubex? Closed Injection System. 
You know its distinct advantages — both to hospital 
efficiency and improved patient care. Advantages like 
accuracy, accountability, convenience. 
But are you taking full advantage of the 

. Tubex system? There are 101 Tubex— 38 
(na. different drugs, 71 dosage variations. 
ll "n eoe them, a full line of narcotics, 
II! , barbiturates, antibiotics, ataraxics, 
Y PR vitamins, biologicals and more. 

T i Including many widely used 
1HE generics, such as chlorpromazine 

" HCI, U.S.P., diphenhydramine HCI, 
USP and oxytocin, U.S.P. (synthetic)* 
Tubex has proved valuable throughout 
hws 

the hospital. From surgery and recovery to 
= ICU/CCU. From emergency to obstetrics. You 
already know Tubex. Now why not expand its 
usefulness within your hospital? It's the most complete 
line of prefilled small-volume injectables in the world. 









*Chlorpromazine HCl, U.S.P.—each Tubex contains 25 mg. or 50 mg. 
chlorpromazine HCI and in each cc. 0.099 mg. disodium edetate, 0.039 mg. 
calcium chloride, not more than 2.5 mg. sodium bisulfite and 5 mg. phenol as 
preservative with sodium acetate buffer; acetic acid is present to adjust pH. 
Diphenhydramine HCI, U.S.P. — 50 mg. per Tubex with not more than 0.1 mg 
benzethonium chloride. 

Oxytocin, U.S.P (Synthetic) — 10 U.S.P. units oxytocic activity per Tubex with 
0.576 chlorobutanol (a chloroform derivative) as preservative and acetic acid 
to adjust pH 














ne.-Nots” 


If your hospital is not using Tubex, consider the fol- 
lowing: Tubex is a logical first step to unit dose drug 
distribution. Start easy, with as few or as many Tubex 
injectables as you need. Vo new equipment. No added 
personnel. 
in fact, well over half the hospitals nationwide have 
already discovered how easy-to-use Tubex* Closed 
Injection System can actually cut overall costs. Saving 
you dispensing and accounting time. Saving nurses 
preparation time. Tubex* sterile cartridge-needle units 
are prefilled, premeasured and clearly marked. So 
. medication waste and error are decreased. And 
S~. Tubex* Tamp-R-Tel* packaging helps promote 
». better narcotic/barbiturate control. 
m Tubex offers the largest line of pre- 
AS filled small-volume injectables. If 
4 you're a "have-not" when it comes 
‘Sh [AX to using Tubex, why not join 
) OE the “haves”? Adopt Tubex as 
"T d part of the narcotics control 
system in your hospital. At the same 
time, you ll be taking the first step to a unit dose 
distribution system. 











Are you making the most of the system? 


TUBEX 


Closed Injection System 


Wyeth Laboratories ÚD 


UNIT DOSE 
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Just published 
4th edition 


A 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
information. 


The new Fourth Edition marks a striking expansion of - 
definitions: 400 terms have been added and many of 


the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


M»—— $ ho b å am —— um a mo 9 n A ‘A HM a 3 a o o Ao OR SU 99 9 M A m o 9m 


Order Form: Paperback Edition 
Please send me _....._ copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea. 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 


{| bill me [ ] remittance enclosed 

Name 

Address 

Iti 1 — — ———oIBle. — ID. 
975AJP 


Send coupon to: Publications Sales 
American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 
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LIBRIUM 


(chlordiazepoxide HCl) 
5 mg, 10 mg, 25 mg capsules 


Before prescribing, please consult 
complete product information, a summary 
of which follows: 
Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 
Contraindications: Patients with known 
hypersensitivity to the drug. 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. As with all CNS-acting 
drugs, caution patients against hazardous 
occupations requiring complete mental 
alertness (e.g., operating machinery, driv- 
ing). Though physical and psychological 
dependence have rarely been reported on 
recommended doses, use caution in ad- 
ministering to addiction-prone individuals 
or those who might increase dosage; with- 
drawal symptoms (including convulsions), 
following discontinuation of the drug and 
similar to those seen with barbiturates, 
have been reported. Use of any drug in 
pregnancy, lactation or in women of child- 
bearing age requires that its potential 
benefits be weighed against its possible 
hazards. 
Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest — . 
effective dosage (initially 10 mg. or less per 
day) to preclude ataxia or oversedation, | 
increasing gradually as needed and tol- 
erated, Not recommended in children 
under six. Though generally not recom- 
mended, if combination therapy with other 
psychotropics seems indicated, carefuily 
consider individual pharmacólogic effects, 
particularly in use of potentiating drugs 
such as MAO inhibitors and phenothia- 
zines. Observe usual precautions in pres- 
ence of impaired renal or hepatic function. 
Paradoxical reactions (e;g., excitement, 
stimulation and acute rage) have been 
reported in psychiatric patients and hy- 
peractive aggressive children. Employ 
usual precautions in treatment of anxiety . 
states with evidence of impending depres- 
sion; suicidal tendencies may be present 
and protective measures necessary. Vari- 
able effects on blood coagulation have ` 
been reported very rarely in patients re- 
ceiving the drug and oral anticoagulants; 
causal relationship has not been estab- 
lished clinically. 
Adverse Reactions: proweinues. ataxia 
and confusion may occur, especially i in the 
elderly and debilitated. These aré revers- 
ible in most instances by proper dosage 
adjustment, but are also occasionally ob- 
served at the lower dosage ranges. Ina 
few instances syncope has been reported. 
Also encountered are isolated instances of 
skin eruptions, edema, minor menstrual 
irregularities, nausea and constipation, 
extrapyramidal symptoms, increased and 
decreased libido—all infrequent and gen- 
erally controlled with dosage reduction; 
changes in EEG patterns (low-voltage fast 
activity) may appear during and after treat- 
ment; blood dyscrasias (including agranu- ` 
locytosis), jaundice and hepatic dysfunction 
have been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. . 
Supplied: Librium® Capsules containing 
5 mg, 10 mg or 25 mg chlordiazepoxide 
HCl. Libritabs® Tablets containing 5 mg, 
10 mg or 25 mg chlordiazepoxide. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 





_ PERFORMANCE.IT'S 
A MATTER OF RECORD. 


Anxiety. An inevitable aspect of life. A motivating force in seeking 
medical attention. An expected reaction during psychotherapy. 

Yet when anxiety is excessive, mental processes often break down. 
The progress of psychotherapy can be impeded. And the patient’s ability to 
communicate freely in therapy can be interrupted. To meet the challenge of 
excessive anxiety, there are several alternatives, among which is the reliable 
antianxiety action of Librium. 

Psychiatrists prescribe Librium because of its specific antianxiety 
effect. During therapy, barriers to successful communication may be lifted, 
usually without compromise of mental acuity. Often patients are calmer, 
verbalize more constructively and benefit more from sessions. Also, Librium 
is used concomitantly with such drugs as cardiac glycosides, diuretics, anti- 
cholinergics and antacids. As with all CNS-acting agents, however, patients 
should be cautioned against hazardous activities requiring complete mental 
alertness. 











Librium has a wide margin of safety and a documented benefit-to- 
risk ratio. And as physicians acknowledge, and published papers confirm, 
the antianxiety actions of Librium are consistent and predictable. So when 
you need proven antianxiety therapy, remember the Librium record. 
Because performance does matter. 





PROVEN ADJUNCT IN PSYCHOTHERAPY 


LIBRIUM 


chlordiazepoxide HC! Roche 


FOR ALL THE RIGHT REASONS. 


Please see summary of product information on opposite page. 


Indication: For relief of mental depression. Contraindica- 
tions: Do not use MAO inhibitors concomitantly or within 2 
weeks of the use of this drug. Hyperpyretic crises or severe - 
convulsive seizures may occur with such combinations; 


potentiation of adverse reactions can be serious or even 
fatal. When substituting Pertofrane (desipramine HCI) in 


patients receiving an MAO inhibitor, allow an interval of at 
least 14 days. Initial dosage in such patients should be low 
and increases should be gradual and cautiously pre- | * 


scribed. The drug is contraindicated following recent myo- 
cardial infarction and in patients with a known 
hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest 
care in patients with narrow-angle glaucoma or urethral or 
ureteral spasm. Do not use in patients with the following 
conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progres- 
sive heart failure, angina pectoris, paroxysmal tachycardia 
and active seizure disorder (may lower seizure threshold). 
This drug may block the action of the antihypertensive, 
guanethidine, and related adrenergic neuron-blocking 
agents. Hypertensive episodes have been observed dur- 
ing surgery. The concurrent use of other central nervous 
system drugs or alcohol may potentiate adverse effects. 
Since many such drugs may be used during surgery, desi- 
pramine should be discontinued prior to elective proce- 
dures. Caution patients on the possibility of impaired ability 
to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant. or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitiv- 
ity to the drug, use lower than normal dosage in adolescent 
and geriatric patients. Precautions: Potentially suicidal 
patients require careful supervision and protective mea- 
sures during therapy. Prescriptions should be limited to 
small quantities. Discontinuation of the drug may be nec- 
essary in the presence of increased agitation and anxiety 
shifting to hypomanic or manic excitement. Atropine-like 
effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic 
drugs (including antiparkinsonism agents). Prescribe cau- 
tiously in hyperthyroid patients and in those receiving 
thyroid medications; transient cardiac arrhythmias have 
occurred in rare instances. Periodic blood and liver studies 
should supplement careful clinical observations in all 
patients undergoing extended courses of therapy. 
Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, head- 
ache, disturbed visual accommodation, tremor, unsteadi- 
ness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling 
and neuromuscular incoordination. A confusional state 
(with such symptoms as hallucinations and disorientation), 
particularly in older patients and at higher dosage, may 
require discontinuation of the drug. Gastrointestinal Tract: 
anorexia, dryness of the mouth, nausea, epigastric dis- 
tress, constipation and diarrhea. Skin: skin rashes (includ- 
ing photosensitization), perspiration and flushing 
sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If 
jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. Blood Elements: bone- 
marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Tran- 
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sient eosinophilia has been observed. Cardiovascular How often are you How bestto encourage a productive 
System: orthostatic hypotension and tachycardia. Care- the last resort? one-to-one relationship for 
fully supervise patients requiring concomitant vasodilating , treatment of this most difficult 


therapy, particularly during initial phases. Genitourinary N 
System: urinary frequency or retention and impotence. emotional problem‘ | 
Endocrine System: occasional hormonal effects, including Establishing rapport with the 
gynecomastia, galactorrhea and breast enlargement, and depressed patient is basic to 
decreased libido and estrogenic effect. Sensitivity: urticaria TET 

and rare instances of drug fever and cross-sensitivity with building patient confidence for 


imipramine. Dosage: All patients except geriatric and ado- productive psychotherapy. 
lescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be Pertofrane (desipramine HCl) can 
increased up to 200 mg. daily. Geriatric and adolescent bea helpful adjunctto your therapy 


patients should usually be started with lower dosage (25 to 


50 mg. daily) and may not tolerate higher doses. Dosage particularly in the early stages, to 


may be increased up to 100 mg. daily. Lower maintenance help relieve depressive symptoms. 
dosages should be continued for at least 2 months after As the depression lifts, new 
obtaining a satisfactory response. Mild anxiety and agita- pathways that permit enhanced 


tion which may accompany depression usually remit as the s ; 
depression me opel Decasiondli: however, a sedative cooperation for more effective 
or tranquilizer may be indicated. How Supplied: 25 mg. psychotherapy are opened. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. : 

capsules (maroon and pink), bottles of 100 and 1000; Please read brief summary 

single-dose blister packs, boxes of 500. of prescribing information. 
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rtofrane 
ecific for Depression 


m the report! of a clinical trial 
lesipramine in 105 depressed 
/ate patients. Usual dosage— 

) mg. per day. 

ere was a clearly parallel 
yrovement in sleep when 
yression improved and a lack of 
; improvement when depression 
5 sustained." 

|i preliminary study? of 
sipramine in 30 private-practice 
ients with depressive illnesses. 
Jal dosage—75 to 150 mg. per 
', plus psychotherapy and 
1quilizers as needed. 


“In many instances hospitalization 
was avoided because of the drug's 
[desipramine] rapid action, and 
patients were able to function 
adequately on their jobs or at home 
throughout the treatment period." 


"[Desipramine] exerted a taster 
onset of action... compared to 
previous use of imipramine.” 


1. Marshall, M.H.: Psychopharmacology of 
Depression: Perspectives in Research, 
Psychosomatics 12:49, 1971. 

2. Barringer, T.J.: Clinical Trial of Desipramine 
in the Treatment of Depression, Am. J 
Psychiatry 121:1117, 1965 





Pertofrane: 


(desipramine 
hydrochloride NF) 


Specific for Depression 


PHARMACEUTICALS 


USV PHARMACEUTICAL MFG. CORP. 
Manati, P.R. 00701 











The TRIAVIL Potential 


in the management of 


moderate to severe anxiety 





with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

_ to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 

TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 


For a brief summary of prescribing 
information, please turn to the following page. 
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when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 





| @ 
RIAVI Do perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 
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when patients exhibit moderate to marked anxiety or agitation with depression 


Iriavil 4-25 


Each tablet contains 
4 mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL* 2-10: Each tablet contains 
2mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains ! 
4 mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL* 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL * 2-10 (or TRIAVIL* 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly in high doses, have 
been reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time. Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
D pregnancy. | | 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 
its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. | 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
were treated with 1 g of ethchiorvynol and 75-150 mg of amitriptyline 
HCI. " 

Amitriptyline HCl may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. | 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. . 
Perphenazine: Side effects may be any of those reported with 
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phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements cf the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil- 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
states; disturbed concentration; disorientation; delusions; hallucina- 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb- 
ness, tingling, and paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus. Anticholinergic: 
Dry mouth; blurred vision; disturbance of accommodation; constipa- 
tion; paralytic ileus; urinary retention; dilatation of urinary tract. 
Allergic: Skin rash; urticaria; photosensitization; edema of face and 
tongue. Hematologic: Bone marrow depression including agranulo- 
cytosis; leukopenia; eosinophilia; purpura; thrombocytopenia. Gas- 
trointestinal: Nausea; epigastic distress; vomiting; anorexia; 
stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Endocrine: Testicular swelling and gynecomastia in the male; breast 
enlargement and galactorrhea in the female; increased or decreased 
libido; elevated or lowered blood sugar levels. Other: Dizziness, 
weakness; fatigue; headache; weight gain or loss; increased perspi- 
ration; urinary frequency; mydriasis; drowsiness; jaundice; alopecia. 
Withdrawal Symptoms: Abrupt cessation after prolonged administra- 
tion may produce nausea, headache, and malaise. These are not 
indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an over- 
dosage should be admitted to a hospital as soon as possible. Treat- 
ment is symptomatic and supportive. However, the intravenous 
administration of 1-3 mg of physostigmine salicylate has been 
reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be 
considered. 


For more detailed information, consult your MSD MSD 
Representative or see full Prescribing Information MERCK 
Merck Sharp & Dohme, Division of Merck & Co., INC ., SHA 
West Point, Pa. 19486. HM 
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Because the somatic and psychic complaints that accompany 
depressive neurosis can interfere with the treatment of the 
underlying psychopathology—rapid relief of these symptoms 


RESULTS OFTEN 
SEEN IN A WEEK 











is often crucial to therapy. 


In 14 double-blind studies of four weeks duration, 339 patients 
with depressive neurosis received Mellaril. In these studies, 
55% of the overall improvement was observed by the end of 
the first week, and a total of 293 patients (86%) improved 


during the four weeks. * 


Mellaril usually does not cause euphoria or undue sedation 

and is nonaddicting. Patients, therefore, generally remain alert 
and better able to respond to therapy. (The physician should, 
however, caution patients against participating in activities 
which require complete mental alertness, e.g., driving.) 


*Data on file at Sandoz Pharmaceuticals. 


MELLARIL 


(THIORIDAZINE) 








TABLETS: 25 mg and 50 mg thioridazine HCI, U. S. P. 


for the short-term treatment of moderate to 
marked depression with variable degrees of 
anxiety in patients with depressive neurosis 
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Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary. 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating cen- 
tral nervous system depressants (e.g., anesthetics, opiates, alcohol, 
etc.) as well as atropine and phosphorus insecticides; carefully con- 
sider benefit versus risk in less severe disorders. During pregnancy, 
administer only when the potential benefits exceed the possible 
risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic patients, 
anticonvulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the pos- 
sibility of its occurrence may be reduced by remaining within recom- 
mended dosage limits. Administer cautiously to patients participating 
in activities requiring complete mental alertness (e.g., driving), and 
increase dosage gradually. Orthostatic hypotension is more common 
in females than in males. Do not use epinephrine in treating drug- 
induced hypotension since phenothiazines may induce a reversed 
epinephrine effect on occasion. Daily doses in excess of 300 mg. 
should be used only in severe neuropsychiatric conditions. 

Adverse Reactions: Central Nervous System — Drowsiness, espe- 
cially with large doses, early in treatment; infrequently, pseudo- 
parkinsonism and other extrapyramidal symptoms; rarely, nocturnal 
confusion, hyperactivity, lethargy, psychotic reactions, restlessness, 
and headache. Autonomic Nervous System—Dryness of mouth, 
blurred vision, constipation, nausea, vomiting, diarrhea, nasal stuffi- 
ness, and pallor. Endocrine System — Galactorrhea, breast engorge- 
ment, amenorrhea, inhibition of ejaculation, and peripheral edema. 
Skin — Dermatitis and skin eruptions of the urticarial type, photosen- 
sitivity. Cardiovascular System — ECG changes (see Cardiovascular 
Effects below). Other — Rare cases described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions — Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions — Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias — Agranu- 
locytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. A//ergic Reactions — Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity— Jaundice, 
biliary stasis. Cardiovascular Effects — Changes in terminal portion 
of electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively, 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be revers- 
ible and due to altered repolarization, not myocardial damage. While 
there is no evidence of a causal relationship between these changes 
and significant disturbance of cardiac rhythm, several sudden and 
unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes 
while taking the drug. While proposed, periodic electrocardiograms 
are not regarded as predictive. Hypotension, rarely resulting in cardiac 
arrest. Extrapyramidal Symptoms — Akathisia, agitation, motor rest- 
lessness, dystonic reactions, trismus, torticollis, opisthotonus, 
oculogyric crises, tremor, muscular rigidity, and akinesia. Persistent 
Tardive Dyskinesia — Persistent and sometimes irreversible tardive 
dyskinesia, characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements) and sometimes 
of extremities may occur on long-term therapy or after discontinuation 
of therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all 
antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and 
syndrome may not develop if medication is stopped at that time. 
Endocrine Disturbances — Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive preg- 
nancy tests. Urinary Disturbances — Retention, incontinence. Others 
— Hyperpyrexia; behavioral effects suggestive of a paradoxical 
reaction, including excitement, bizarre dreams, aggravation of psy- 
choses, and toxic confusional states; following long-term treatment, 
a peculiar skin-eye syndrome marked by progressive pigmentation 
of skin or conjunctiva and/or accompanied by discoloration of ex- 
posed sclera and cornea; stellate or irregular opacities of anterior 
lens and cornea; systemic lupus erythematosus-like syndrome. 
Dosage: Dosage must be individualized according to the degree 
of mental and emotional disturbance, and the smallest effective 
dosage should be determined for each patient. In adults with de- 
pressive neurosis the usual starting dosage is 25 mg t.i.d. 

and the dosage ranges from 10 mg b.i.d. to q.i.d. in 

milder cases to 50 mg t.i.d. or q.i.d. for more severely 

disturbed patients; the total daily dose ranges from 

20 mg to a maximum of 200 mg. 75.5358 SANDOZ 
SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 





THE AMERICAN JOURNAL OF PSYCHIATRY 


Psychiatry and the Elderly: An Overview 


BY ROBERT N. BUTLER, M.D. 


The author notes that the elderly in our society have not 
been provided with treatment, research, and services 
commensurate with their needs. These needs are reflected 
in the increasing incidence of psychopathology, suicide, 
and poverty with increasing age. The psychiatric. 
profession’s therapeutic nihilism toward the elderly may 
reflect unresolved countertransference issues that result 
in a form of prejudice called “ageism.” Many of the 
conditions labeled “senility” are actually manifestations 
of socioeconomic or medical problems that could be 
resolved with prompt, appropriate treatment. The author 
makes several recommendations—the creation of a 
multidisciplinary nongovernmental commission on 
mental health and illness of the elderly, reexamination by 
psychiatrists of their attitudes toward the elderly, and 
proportionate representation of older individuals in 
psychiatric services, training, and research. 


PSYCHIATRISTS, INDIVIDUALLY AND COLLECTIVELY, are 
taking a fresh look at the content and procedures, theo- 
ries and applications, and strengths and weaknesses of 
their field. Although this remarkable specialty has done 
much to alleviate human suffering, there are areas where 
we must go farther. Psychiatry is currently being scruti- 
nized by consumers, legislators, and public policy 
makers. In this paper, I will explore our profession's in- 
adequate efforts in the care of older people. 

Levels of psychiatric research, training, and service 
have not been commensurate with the intrinsic theoretic 
interest or the service needs of older people. There are 
over 20 million older (i.e., 65 and above) Americans. The 
elderly are the fastest growing segment of the population, 
but they are not a homogeneous group. Rather, there are 
two major components—the healthy, vigorous aged who 
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represent an extended middle-age and the “old-cld,” 
plagued by disability and disease. Obviously, those who 
do not fall within either of these groups are on a contin- 
uum of health to illness. Since there is such great diver- 
sity in the elderly population, its medical, personal, and 
social needs must be met by an equivalently diverse set 07 
responses. 

The elderly are disproportionately subject to emotion- 
al and mental problems. The incidence of psycho- 
pathology rises with age (1). Functional disorders—nota- 
bly depressions and paranoid states—increase steadily 
with each decade, as do organic brain diseases after age 
60. One study by the National Institute of Men:al Health 
(NIMH), reported by the World Health Organization in 
1959 (2), listed the following incidences of new cases of 
psychopathology of all types per 100,000 population: un- 
der age 15, 2.3; age 25-34, 76.3; age 35-54, 93.0; and 
above age 65, 236.1. Clearly, individuals over 55 are the 
group most susceptible to mental iliness. 

Suicide also increases with age, and the rate of suicide 
is highest in elderly white men. There are several prob- 
able reasons for this: loss of status (in a society domi- 
nated largely by white males), the desire to orotect fi- 
nances for the surviving wife, and the decision to escape 
unavoidable physical helplessness and obdurate pain. 

The suicide rate curve for nonwhite women and men 
and for white women is bell shaped, with the peak during 
the earlier adul: and middle years. T wenty-five percent of 
all known suicides take place in the over-65 population, 
which represents only 10 percent of the general popu- 
lation. It is probable that the true rate is even higher, 
since families are frequently unwilling to report suicides 
because of shame or guilt. 

In addition to the major disorders, older people are af- 
fected by manv common everyday emotional problems. 
It was estimated in 1970 that about three million older 
people with significant psychiatric problems do not re- 
ceive help. According to the Biometry Branch of NIMH, 
if present trends of mental health service continue 
through 1980, about 80 percent of elderly people who 
need assistance will never be served (3). 

Despite these striking figures, academic departments 
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do not ordinarily admit older patients to the teaching 
services where medical students and residents gain their 
first crucial clinical experiences. Scientific studies and 
clinical investigations with elderly subjects are rare. State 
mental hospitals have worked to reduce the admission of 
older persons on the grounds that they are senile or social 
rather than mental cases. Only 2 to 5 percent of older 
persons are on the rolls of community mental health cen- 
ters (CMHCs) and public and nonprofit clinics. Perhaps 
no more than 2 percent of the time of psychiatrists in pri- 
vate practice is spent with older patients (1). 


COUNTERTRANSFERENCE AND AGEISM 


Why has psychiatry shown so little commitment to the 
elderly? Inadequate medical school and psychiatric train- 
ing and the resulting incomplete knowledge about older 
people, their problems, and treatment are partially re- 
sponsible. In part, this lack of commitment has been a 
matter of economics—so many older people are poor. 
However, the latter explanation does not account for the 
low treatment contact of private practitioners with af- 
fluent older people and of clinics and CMHCs with the 
low-income elderly. Moreover, Medicare has not resulted 
in the increases in psychiatric care that might have been 
anticipated with even the restricted benefits and pay- 
ments it provides for psychiatric treatment.’ 

Many psychiatrists and other mental health specialists 
share our culture's negative attitudes toward older 
people, the pervasive prejudice I have called ageism (4), 
which is the process of systematically stereotyping and 
discriminating against people because they are old. Old 
people are categorized as senile, rigid, and old-fashioned 
in morality and skills. Ageism allows those of us who are 
younger to see old people as "different." We subtly cease 
to identify with them as human beings, which enables us 
to feel more comfortable about our neglect and dislike of 
them. 

There is an added factor in ageism. Unlike racists and 
sexists, who need never fear becoming black or female, 
ageists are dimly aware that if they live long enough they 
will end up as old people—the object of their own prej- 
udice. Ageism is a thinly disguised attempt to avoid the 
personal reality of human aging and death. 

Psychiatry has shown a sense of futility and therapeu- 
tic nihilism about old age. Psychiatrists are quick to as- 
sume that the older person is too old for treatment, a 
poor investment for psychotherapy, too resistant to 
change, boring and garrulous, or untreatable because of 
age, hardening of the arteries, or senility. 

These reflections of ageism are disguised in profes- 
sional trappings—a curious disguise, given psychiatry’s 
usual sensitivity about countertransference issues. A 
Group for the Advancement of Psychiatry report (5) 
listed the following as some of the reasons for psychi- 
atrists’ negative feelings: the old arouse psychiatrists’ 
‘Outpatient coverage is especially limited. The $250 annual limit en- 


courages hospitalization, which is much more generously covered, espe- 
cially in psychiatric services of general hospitals. 
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apprehensiveness about their own old age, they incite 
conflicts about psychiatrists’ personal relationships with 
their own parents, and they induce feelings of helpless- 
ness. 


* THEY ARE ONLY SENILE" 


All too many psychiatrists use the term "'senility" in- 
discriminately, applying it to anyone over 60 with a prob- 
lem. Having invoked this magic word, they need not un- 
dertake the kind of careful diagnostic assessment that is 
necessary to determine a proper course of treatment. In- 
deed, in most cases, when the label “senility” is applied, 
no course of treatment is started. 

Senility is not, properly speaking, a medica! diagnosis 
but is instead a wastebasket term for a range of symp- 
toms that include (minimally) some memory impairment 
or forgetfulness, difficulty in attention and concentration, 
decline in general intellectual grasp and ability, and de- 
creased emotional responsiveness to others. Studies at 
the National Institutes of Health and elsewhere have 
shown that this condition is not an inevitable con- 
sequence of age per se (6). Rather, it is a cerebrovascular 
disease, destruction of central nervous system cells, or an 
emotional state such as severe depression. For example, 
the depression of an older person may be inner pre- 
occupation and constriction manifesting itself as dis- 
turbed concentration, forgetfulness, and withdrawal. 
The term "senility" should be discarded altogether in fa- 
vor of “emotional and mental disorders in old age." This 
issue involves more than semantics. Viewing disorders in 
the way I have suggested would encourage a more careful 
diagnosis and treatment plan, as well as a broader per- 
spective on the everyday problems and disorders of old 
age. 


PSEUDOSENILITY 


The disorder that is mistakenly labeled senility should 
not, however, be ignored, for it is the all too real product 
of an extraordinary list of "causes." These problems, 
summarized by Libow (7), can often be treated effectively 
if speedily recognized. I would emphasize a factor that is 
given insufficient consideration, namely, that mainutri- 
tion is often a basis for conditions labeled senility. Such 
malnutrition is frequently due to poverty, which affects 
about 35 percent of older Americans, and to poor eating 
habits, which can result from grief and loneliness as well 
as inadequate knowledge of nutrition—the “tea and toast 
syndrome." The second underrecognized cause is long- 
term or recent alcoholism. Persons with long-term alco- 
holism now survive longer because of more effective 
treatments, e.g., intravenous feeding and antibiotics. Al- 
coholism can also appear for the first time in old age as a 
result of loss and grief, which are almost invariant ac- 
companiments of the later years. A third group of causes 
presents as ''confusion" and other senile symptoms 
which, when scrutinized, prove to be serious and revers- 





ible physical conditions—unrecognized incipient con- 
gestive heart failure, infection, heart attack, nonketotic 
hyperosmolarity diabetic syndrome, excessive tranquil- 
ization, etc. The presentation of such symptoms—even in 
someone with a history of chronic (essentially irrevers- 
ible) brain syndrome—necessitates immediate, indeed 
emergency, diagnostic evaluation and prompt care and 
treatment. Unfortunately, this is rarely the case with the 
older person. Patients with reversible ("acute") brain 
syndromes are usually turned away from both private 
and public hospital emergency rooms, even though 
prompt treatment of their underlying physical conditions 
could produce good chances for recovery (8). 


A SOCIAL OR MEDICAL PROBLEM? 


One of the main reasons people are turned away from 
hospital care is that they are typically seen as "'social 
problems." A sterile theoretical dispute in modern psy- 
chiatry centers around two positions: 1) that human be- 
havior is socially determined and the medical model is 
therefore ill advised, and 2) that psychiatric "illnesses" 
are best conceptualized and treated exclusively within the 
medical model. 

A consequent and invalid notion, increasingly shared 
by psychiatrists, lawyers, and politicians, is that the emo- 
tional and mental disorders of old age are not bona fide 
"mental illnesses" and that psychiatric diagnosis and 
treatment are therefore unnecessary. It is argued that 
forms of social assistance and ultimately custodial care 
are what is needed. But human behavior is complex. 
multiply determined, changeable, and profoundly influ- 
enced by socioeconomic circumstances, cultura] condi- 
tioning, personality development, physiological process- 
es, and mental diseases. Thus we must respect and follow 
a broad “model” and humbly seek the research help of a 
wide variety of intellectual and scientific disciplines rang- 
ing from the humanities, criminology, psychoanalysis, 
and sociology to molecular biology, physiology, and 
pathology. 

Admittedly, the psychodynamic and medical contri- 
butions to the treatment of emotional and mental dis- 
orders in old age often appear to be overridden by the se- 
vere social and economic conditions under which so 
many older Americans live. Older people in 1974 had a 
median income of about $75 a week. Thus half of them 
try to pay for their food, shelter, transportation, medical 
care, etc., on less (usually much less) than $10 a day. 

Older people are disproportionately frequent victims 
of street crime and fraudulent consumer practices. Thirty 
percent of them live (exist) in substandard housing. The 
elderly do not have the services they need—home-health 
services, social dining, home-delivered meals, legal repre- 
sentation, social work aid, etc.—available to them in the 
community. Because of inflation and new restrictions on 
Medicare benefits, the elderly now pay more for their 
medical care than they did before Medicare became law 
in 1965. They have every reason to fear being placed in 
nursing homes that have a collective record of scandal, 
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inadequate personal care, fires, poor sanitation, fiscal 
mismanagement, and corruption (9-13). Since older 
people know al! too well the manifold problems of the 
later years, it is not surprising that we see a kind of 
"dread and despair" syndrome that overshadows but 
does not eliminate the standard clinical psychiatric con- 
ditions affecting them. They require treatment that can 
help in their struggle against the socioeconomic as well as 
emotional and mental problems that affect them. 


CAN OLDER PEOPLE BE HELPED? 


Do treatment results for the elderly justify the ex- 
penditure of time and money for their care by the psy- 
chiatric profession? As I have noted, the many older 
people who develop acute reversible brain syndromes 
can be effectively helped if diagnosis and treatment are 
prompt and skillful and the collective and intricate im- 
port of social, personal, and medical factors is recog- 
nized. Those suffering from a variety of other conditions 
can also be aided, and the full range of treatment modali- 
ties is useful. Persons experiencing the common emc- 
tional problems of the later years—depression and 
anxiety—can be given considerable relief, and those suf- 
fering from the severe functional disorders such as majer 
depressions can be assisted. Even people with chronic 
brain syndromes or chronic physical illnesses can benefit, 
since associated anxiety and depressive symptoms are 
responsive to treatment. 

Research and clinical evidence confirm that older 
people benefit from mental health care. Gibson (14) re- 
ported on 6,400 patients admitted to 49 private psychiat- 
ric hospitals between 1960 and 1964 and found that as 
many as 75 percent of patients over 65 are returned im- 
proved to their own homes within 2 months. Outpatient 
work in clinics and private offices also reveals capacities 
for change and recovery. Even severely brain-damaged 
patients respond in a prosthetic (artificial) milieu with 
well-planned programs for orientation, activities, and so- 
cialization in beth day-care and institutional settings. 
The judicious use of psychoactive drugs—tranquilizers, 
antidepressanis, and lithium salts—has been effective in 
the treatment of both inpatients and outpatients. Elec- 
troconvulsive therapy also has its place. As with any age 
group, a combination of resources and genuinely moti- 
vated interest on the part of professionals is essential. 

One function of mental health specialists that has di- 
rect application to work with older people is the art of lis- 
tening. The “zarrulousness”’ of old people and their wish 
to tenaciously hold onto someone’s attention is cften a 
social symptom related to loneliness. Patience, listening, 
and simply spending meaningful time with them are of 
great therapeutic value—but this is not all. Older people 
use reminiscence to review their lives and resolve prob- 
lems, much as is done in classical psychoanalysis. Indi- 
vidual psychotherapy—insight oriented as well as sup- 
portive and short term as well as long term—can be 
effective. Psychotherapy is often helpful in a surprisingly 
brief time, perhaps because of the older person's predilec- 
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tion to review his life and his realization that he has little 
time left. 

One approach, life review therapy (15), capitalizes on 
this interest in reminiscence. It includes taking an exten- 
sive autobiography from the older person and from other 
family members. Family albums, scrapbooks and other 
memorabilia, genealogies, and pilgrimages back to places 
of emotional import evoke crucial memories, responses, 
and understanding in patients. In writing his philosophi- 
cal late life reflections in Beast or Angel (16), René 
Dubos returned to his native tongue of French after 50 
years to reexperience kis past, recapturing earlier moods 
and spontaneity. A summation of one’s life work by some 
means is useful. The consequences of taking these steps 
in the presence of a therapist or listener include expiation 
of guilt, exorcism of problematic childhood identifica- 
tions, resolution of intrapsychic conflicts, reconciliation 
of family relationships, and transmission of knowledge 
and values to following generations. 

The following brief case history presents one of my ex- 
periences illustrating these concepts. 


Case I. A 72-year-old retired Southern businessman and law- 
yer entered intensive psychotherapy with chief complaints of 
great tension and restlessness, guilt over cowardly acts in his 
past, and current episodes of anxiety about death. He was en- 
couraged to recount acts oz omission as well as commission that 
troubled him (e.g., failing to stand up for a black man who was 
subjected to verbal abuse), to work through his long-term an- 
tagonism toward a sister to whom he had not spoken in 20 
years, to visit his home town, to make out his will and explore 
his feelings about his death, and to commit himself to signifi- 
cant public service. 


Group therapy is especially useful to older people be- 
cause it helps to overcome their loneliness and offers the 
possibility of sharing common worries. It is also more 
practical than individual therapy for those with limited 
incomes. Older people benefit especially from partici- 
pation in groups composed of individuals of all ages. 
Family therapy can resolve serious and long-standing 
conflicts involving siblings and children, catalyzing emo- 
tionally vital reconciliations. It can also deal with more 
immediate conflicts that have prevented the older per- 
son from living with or simply enjoying his/her chil- 
dren. Couples therapy can be invaluable in the treatment 
of marital and sexual problems in the later years, mitigat- 
ing or eliminating various types of sexual dysfunction (in- 
cluding impotence). Of course, there is a great need for 
continuing research into psychological, behavioral, phar- 
macological, and other treatment approaches. 


THE *DUMPING'' SYNDROME 


Public mental hospitals in general do not have active 
treatment programs that recognize the capacity of older 
people to change. There are exceptions, of course. In 
many hospitals, particularly those that have been unit- 
ized or decentralized, older people are integrated into 
regular treatment units. In other institutions, elderly 
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patients are segregated in geriatric units that rarely pro- 
vide active treatment. When patients are physically in- 
firm, they are placed in what amounts to nursing units. 
Clearly, flexibility is advisable if we are to meet the 
varied needs of the heterogeneous older population. We 
need studies of the effects of age integration and age seg- 
regation, including measures of process (e.g. inter- 
generational relationships), treatment results, and physi- 
cal dangers (e.g., accidents and assaults). In many states, 
older people are “excluded at the gate" or, if admitted, 
are rapidly transferred. Recently admitted older patients 
are joined by thousands of elderly and chronic mental 
patients who are transferred out into what has been eu- 
phemistically called "the community." This includes 
nursing homes, foster care facilities, and welfare hotels 
where psychiatric services are virtually nonexistent. 
Much of the current massive transfer of elderly patients 


1s motivated by interests unrelated to their needs. Finan- 


cial incentive was provided by the enactment of the Medi- 
care and Medicaid amendments to the Social Security 
Act of 1965. State governors and legislators were pleased 
to be relieved of much of the financial burden of care as a 
result of federal funds. The number of aged patients in 
state mental hospitals decreased by 40 percent between 
1969 and 1973, from 133,364 to 81,912 (2). Another fi- 
nancial! incentive is that of the nursing home operators. 
At hearings before Senators Charles Percy (R-Ill.) and 
Adlai Stevenson, III (D-III.), of the U.S. Senate Special 
Committee on Aging, the following exchange occurred 
between Jack Weinberg, M.D., and Senator Percy: 


Dr. Weinberg: | criticized ... the idea of transferring in- 
ordinately large numbers of people into nursing homes from 
mental hospitals. I was amazed when... the new Governor 
of the State of Illinois .. . announced that he was going to re- 
lease 7,000 elderly patients into the community. I didn't 
know who made the important clinical decision that these 
7,000 people were not mentally ill. 

Senator Percy: Don't you imagine that there is the possi- 
bility that the operators of these nursing homes organized 
into an association and an officer... put pressure on the state 
and other government officials to release patients so they 
want to fill beds? They have got stockholders' reports to 
show. They have got empty beds and they are going to fill 
them with bodies and maybe those bodies are going to have 
to come out of the mental hospitals. Don't you think that sets 
the pressure up then to fill those beds. | 

Dr. Weinberg: It certainly does. May I reveal something 
personally, that when I was asked to supervise this program 
and it was announced, someone in my family was approached 
by a nursing home operator, asking my brother, to be exact, 
to approach me to direct patients into his home and that he 
would offer me a stipend of $100 per head. This actually hap- 
pened and appalled both my family and me. (3, p.14) 


There is no doubt that many older patients would pre- 
fer and should be in various facilities other than the state 
mental hospital. If they cannot be at home, they may pre- 
fer a residential setting such as a hotel for older people; 
others may prefer a nursing home. In some states, some 
nursing homes may be superior to state hospitals. Unfor- 
tunately, there are only a few high-quality studies of vari- 
ous types of aftercare in nursing homes and the effects of 





transfer (17, 18). The usual nursing home situation is 
more nearly that described in the December 1974 report 
of the U.S. Senate Special Committee on Aging. 


There are numerous examples of cruelty, negligence, dan- 
ger from fires, food poisoning, virulent infections, lack of hu- 
man dignity, callousness and unnecessary regimentation, and 
kickbacks to nursing home operators from suppliers. . . . (13, 
p.7) 


There are 23,000 commercial nursing homes in the 
United States with over one million patients. These insti- 
tutions are outside the mainstream of psychiatry and of 
the health care system in general. Despite data indicating 
the high incidence and prevalence of psychopathology 
among nursing home patients (19), psychiatrists are 
rarely available and social services are uncommon in 
nursing homes. The report continues, 


Of 815,000 registered nurses in the U.S., only 56,235 serve 
in nursing homes (usually in administrative positions) al- 
though there are more patients in nursing homes than hospi- 
tals. From 80 to 90 per cent of care is provided by over 
280,000 aides and orderlies, a few of them well-trained, but 
most literally hired off the streets. Most are gravely over- 
worked and paid at, or near, the minimum wage. With such 
working conditions, it is understandable that their turnover 
rate is 75 per cent a year. (13, p.3) 


In New York State about $10,000 per patient bed per 
year is paid to nursing homes under Medicaid (1974 fig- 
ures). These patients do not receive psychiatric care—in 
fact, they often receive only minimal physical care. This 
money, $833 per month, could better be spent in giving 
an older person and his/her family a choice of various fa- 
cilities and services in the community. With financial 
help, many could remain in their own homes or with their 
families. The crucial issue is choice, and the most impor- 
tant goal is to make it possible for older people to stay at 
home as long as they choose to. The availability of alter- 
native community services, including outpatient psychi- 
atric services, can mean the difference between institu- 
tionalization and living in one's own home. 


THE IMPORTANCE OF HOME 


I would like to expand on the concept of home and its 
meaning to the elderly, since this is an important factor in 
maintaining their mental health. The place where one 
lives is profoundly connected with who one is and how 
one expresses this sense of self. Home is where all of us 
feel most comfortable to be ourselves and to drop social 
facades. Many older people also associate home with au- 
tonomy and control. The home provides an expression of 
one’s personality through furnishings, decorations, mem- 
orabilia, ambience, plants, and pets. It is a familiar place 
in what may be a changing and unsteady world. Ties to 
the past are maintained through personal possessions, 
household routines learned and carried out through the 
years, and associated memories. For an older person to 
have a home of his or her own is to have the opportunity 
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to socialize, to give and receive invitations, to have pri- 
vacy with chosen companions, or to be alone. 

Older people may strongly resist the thought of having 
to leave their own home, particularly to move to totally 
strange surroundings or, worse, to an institution. Seme 
insist on remaining in their homes at all costs to their 
physical security. Many factors produce such tenacious- 
ness, including pride, desire for freedom and indepen- 
dence, anxiety about change and the unknown (which can 
be especially frightening in old age), and a need to be in 
contact with familiar people, places, and things. 

There are, of course, actual physical and emotional 
dangers associated with uprooting older people from fa- 
miliar surroundings (1). Many studies have shown that 
moves, particularly abrupt ones, result in increased ill- 
ness and death in the elderly. This problem can be alle- 
viated somewhat by preparing the person carefully and 
making the move in a gradual, thoughtful manner, but 
the threat of increased morbidity and mortality remains. 
Resettling in an unfamiliar place has its own physical 
perils. For example, the older person may forget which 
way to turn on the way to the bathroom at night and fall. 
There is also the stress of learning to cope with a com- 
pletely new environment, which can lead to exhauszion 
and depression. 

Psychiatrists and other mental health specialists, often 
operating as a team, should be willing to travel to the 
homes of older people. It is not a sign of "'resistarce" 
when a chairfast or bedfast patient cannot visit the psy- 
chiatrist’s office or a CMHC. These patients may be 
mentally alert but may seek psychotherapy to deal with 
depression that has developed, for example, following a 
paralyzing stroke. A home visit is not only indicated but 
essential in such cases. 

It is foolish, of course, to fail to recognize the necessity 
for an older person to live in a protected environment 
when it exists, as was the case in the following instance. 


Case 2. An 83-vear-old woman was brought in by her daugh- 
ter, age 64 and retired, for an evaluation of whether she could 
continue to remain in her own home or should live with her 
daughter. The mother had nervous depression and forgetful- 
ness. She had sucdenly developed extreme fear of living alone 
and imagined that strange men had come into the house at 
night. She had lived in the same home since 1930. Her husband 
had died in 1965. Most of her old friends and acquaintances had 
moved or died. She had one friend in her 90s and another ir. her 
80s, both of whom were incapacitated and housebound. No one 
visited. 

Her physical health was good. She was a quiet, reserved per- 
son who had always been cheerful and friendly. She had fuil in- 
sight into her situation, but was troubled by her fading in- 
tellectual abilities and her loneliness. She was extremely 
conscious of her inadequate hearing, memory impairment, diffi- 
culty following conversations, and difficulty in maintaining her 
own thought. She became upset in the presence of others and 
withdrew, even from company she had enjoyed in the past. 


It would be Pollyannaish denial to think that all older 
people can be maintained at home indefinitely, even if a 
rich panoply of services including psychiatric house calls 
were available. Institutional care in nursing homes and 
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mental hospitals may be mandatory on both a short-term 
and long-term basis. At any one moment in time, only 5 
percent of older people are in institutions of any type—a 
significant, if small, minority. However, according to cur- 
rent practices, approximately 20 percent of older people 
will need some institutional care at some point in time. 


DO WE NEED GERIATRIC MEDICINE AND GERIATRIC 
PSYCHIATRY? 


Specialties in geriatric medicine and psychiatry may be 
necessary because of neglect and because of the popu- 
lation explosion of the over-65 age group (with zero pop- 
ulation growth, older people will soon constitute 15 per- 
cent of the population). However, I would argue that the 
care and treatment of the elderly should and can be ulti- 
mately absorbed within psychiatric research, service, and 
practice. There must, of course, be greater attention in 
medical school and psychiatric and postgraduate educa- 
tion. Insofar as practice is concerned, there has been seri- 
ous criticism of psychiatry’s commitment to a variety of 
different neglected groups—children, minorities, drug 
addicts, and alcoholics. If we cannot or will not do the job 
ourselves, we may witness the emergence of a “new pro- 
fession" that would compete with psychiatry as we 
presently know it by accepting responsibility for the 
groups we have neglected. 

In the area of psychotherapy, for example, the idea of 
training a new “fifth profession" was proposed by Henry 
and associates (20) in 1971. 


Out of these four early professional routes [psycho- 
analysts, psychiatrists, psychologists and social workers] . . . 
there emerges ... a fifth profession, the psychotherapist. . . . 
(p. 6) 

It is important to query the social utility of having four 
highly organized, well-equipped, self-sufficient training path- 
ways, each of which praduces psychotherapists. (p. 181) 


In 1957, Kubie (21) suggested creating a new profes- 
sion called medical psychology to combine psychology, 
the humanities, and pertinent aspects of medicine into 
one discipline. The proposals for a new subdiscipline and 
a fifth profession, if implemented, might provide various 
services to the elderly and other groups that have not 
been forthcoming from our profession. (Of course, such 
emergent professions might also neglect these dis- 
advantaged groups.) 


A COMMISSION ON MENTAL HEALTH AND ILLNESS OF 
THE ELDERLY 


I hope that psychiatry will become increasingly effec- 
tive in the care and treatment of the elderly patient, help- 
ing him or her to remain at home as long as possible and 
to secure the best institutional care when necessary. To 
do this, we will need to deepen our knowledge and better 
organize our resources. I believe it will be necessary to 
catalyze the public and private sectors connected with 
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psychiatry through the mechanism of a Presidentially ap- 
pointed, congressionally approved commission on mental 
health and illness of the elderly. 

The 1961 report of the Joint Commission on Men- 
tal Health and Illness, entitled Action for Mental 
Health (22), called for the creation of a network of 
CMHCs and an end to the traditional dependence on the 
massive state mental hospitals. Although many of the 
recommendations for other age groups were sound, the 
Commission failed the elderly mental patient. No organi- 
zations, agencies, or individuals specifically concerned 
with the elderly participated in the Commission’s work. 

The establishment of a commission on the elderly 
would help ensure that the mental health needs of older 
people are clarified and planned for (2). This would af- 
ford an opportunity for various public and private orga- 
nizations and private individuals in the field of aging to 
prepare a body of major recommendations for a public 
policy on the mental health of the aged. Certainly, we al- 
ready have more knowledge than is applied, but a com- 
mission would be a valuable tool to give national visibil- 
ity to the mental health problems of the aged and to build 
up a record for use in Congress. Such an action-oriented 
commission would 1) study and evaluate the mental 
health needs and resources of the elderly; 2) specify the 
requirements for manpower, facilities, and research; 3) 
clarify for older people what they themselves can do to 
prevent mental illness; 4) estimate the cost now and in the 
future of carrying out necessary programs; and 5) suggest 
methods of meeting these costs. Moreover, the commis- 
sion would conduct feasibility studies on mental health 
care delivery. 

The commission should be nongovernmental and 
multidisciplinary including professional and lay groups 
interested in the elderly. Of course, older people should 
also participate. There should be adequate funds under 
the joint administration of NIMH and the Administra- 
tion on Aging. Senator Edmund Muskie (D-Me.), Chair- 
man of the Subcommittee on Health of the Senate's Spe- 
cial Committee on Aging, first introduced a bill to 
establish such a commission in December 1971. A ver- 
sion of this bill was passed by Congress in December 
1974 but was vetoed bv President Ford. 


WHY STUDY OLDER PEOPLE? 


It is quite possible to engage the interest of students by 
making evident the value of studying older people. Only 
the old can inform us of the possible final courses of hu- 
man life, providing us with the vital natural histories of 
mental and emotional disorders, offering us the outcomes 
of various personalities, and teaching us the elements of 
survival as they have accomplished it. Older people can 
acquaint us with the personal meanings of loss—of sta- 
tus, loved ones, and bodily health—and with the impact 
of grief (23-25). Much of what we learn from older people 
can also be helpful in our work with younger patients. 

Studies of the nature of late life are necessary for the 
understanding of the life cycle. Old age has become in- 
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creasingly visible since the seventeenth century. Longer 
life spans have “unfolded” the life cycle, making its 
stages or phases prominent. Aristotle, Cicero, Shake- 
speare, Rousseau, and other philosophers and writers 
have considered the total life cycle as a concept and have 
proposed various methods of dividing and describing it. 
In the United States social psychologists, sociologists, 
and psychologists have shown some interest in studies of 
the life cycle. The first major American book on the psy- 
chology of old age was written by G. Stanley Hall in 
1922 (26). William James, George Mead, Charlotte Buh- 
ler, Robert Havighurst, Theresa Benedek, Erik Erikson, 
Sidney Pressey, Raymond Kuhlen, Bernice Neugarten, 
and Marjorie Fiske Lowenthal are among recent writers 
who have given attention to this subject, with some par- 
ticular emphasis on old age and the transitional middle- 
age period. 

In the 1950s, lay child psychoanalyst and teacher Erik 
Erikson awakened psychoanalysts, psychiatrists, and 
other mental health workers to the fact of adulthood and 
the idea that humankind is not irrevocably molded in the 
first 5 years of life. Erikson’s concepts of the life cycle 
and his notions of crucial stages in antipodal form are ar- 
guable and difficult to test experimentally. However, his 
influence has been deserved and considerable and it is dis- 
maying that in spite of his work the life cycle—especially 
its later stages—has not received significant attention 
from psychiatry. Rothschild, Gitelson, Grotjahn, Gold- 
farb, Weinberg, Linden, Busse, Simon, Greenleigh, 
Thompson, Berezen, Eisdorfer, and Pfeiffer are among 
the several American psychiatrists whose work has begun 
to stimulate some research into the psychodynamics of 
aging as well as the development of treatment approach- 
es (27). However, psychiatry as a whole has not yet devel- 
oped its own theories of late life, nor has it absorbed fully 
the studies of human development made by other profes- 
sions, a problem I have discussed in detail elsewhere (28). 


NIMH STUDIES OF HUMAN AGING 


Studies of human aging were begun by NIMH in 1955, 
to take a new look at some of the prevailing ideas and 
previously reported findings concerning the processes of 
human aging and the nature of aging persons (23, 25). 
Medically healthy elderly individuals living in the com- 
munity were selected for study so that we might maxi- 
mize the opportunity of assessing the effects of time and 
chronological aging and minimize the effects of sickness, 
institutionalization, and social adversity. 

Some of the specific questions we had in mind were as 
follows: 

l. Are the changes in cerebral blood flow and metabol- 
ic rate described in the literature a result of aging of the 
nervous system, or are they the result of disease? 

2. To what extent is the postulated slowing in speed of 
reaction time with age the result of a general process of 
change in the central nervous system? . 

3. What personality factors contribute to the adapta- 
tion and maladaptation of the healthy community resi- 
dent to the crises of late life? 
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4. How do the environmental factors of cultural back- 
ground and immediate circumstances contribute to 
adaptation and maladaptation of the aged? 

To our surprise, we found that psychological flexibili- 
ty, resourcefulness, and optimism, rather than the stereo- 
type of rigidity, characterized the group we studied. 
Many of the manifestations heretofore attributed to ag- 
ing per se clearly reflected medical illness, personality 
factors, and sociocultural effects. The belief that cerebral 
(brain) blood flow and oxygen consumption necessarily 
decreased as a result of chronological aging was not con- 
firmed. It was found, rather, that when such changes oc- 
curred, they probably resulted from vascular disease. The 
men in our sample who were over 65 (N «47, mean 
age=71) were found to have cerebral physiological and 
intellectual functions that compared favorably with a 
young control group. Intellectual abilities declined not as 
a consequence of the mysterious process of aging but 
rather as the result of specific diseases. Therefore, senility 
is not an inevitable outcome of aging. Studies at Duke 
University and elsewhere point in the same direction. All 
the usual psychiatric disorders found among the elderly 
seemed to be similar in their genesis and structure to 
those affecting the young. 

There was evidence of slowing of speed of response as a 
function of aging. However, such slowing—which on the 
surface appears so characteristic of old age— was also 
found to be statistically related to environmental depriva- 
tion and depression as well as to declining health. 

We repeatedly observed the importance of the immedi- 
ate environment for adaptation. For example, education. 
occupation, and other lifelong social factors were not as 
critical to adaptation as was the degree of current envi- 
ronmental deprivazion. 

The original NIMH sample was followed from 1955 ta 
1966. The group was readmitted and reevaluated at the 
end of 5 years. Much of the report of the 5-year follow-up 
centered on aspects of survival and adaptation. Non- 
Survivors compared with the survivors showed statistical- 
ly significantly greater incidences of arteriosclerosis and 
chronic cigarette smoking. Nonsurvivors also tended to- 
ward other statistically significant differences: they had 
not adapted as well psychologically, were more likely to 
have lost their spouses, and had been more dissatisfied 
with their living situations. They also had less clearlv 
defined goals. Thus survival was associated with the indi- 
vidual’s self-view and a sense of continued usefulness in 
addition to good physical health. At the end of 11 years, 
as at the 5-year follow up, good physical status and ab- 
sence of cigarette smoking were related to survival. 
Structured and varied new contacts and self-initiated ac- 
tivities and involvement (referred to as “organization of 
behavior") werz also strongly associated with survival, an 
observation counter to the disengagement theory (29). 


SEX AFTER 60 


One example of the value of basic investigations to the 
life cycle perspective in psychiatry is understanding the 
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changes in sexuality in the course of life. The data of Kin- 
sey, Masters and Johnson, Newman and Nichols, Busse, 
Pfeiffer, and others show the continuation of sexual activ- 
ity into advanced old age. 

There is also a developmental potential in sex- 
uality (30). Sex in young people tends to be urgent and 
explosive, involved largely with physical pleasure and/or 
the conception of children. This “first language of sex” is 
biological and instinctive. It often becomes a way of as- 
serting independence, strength, prowess, and power in the 
process of discovering one's abilities to be sexually desir- 
able and sexually effective. The first language of sex has 
been much discussed and written about because it lends 
Itself to study— one can measure physical response, fre- 
quency of contact, forms of outlet, sexual positions, and 
physical skills in lovemaking. There 1s, however, a sec- 
ond language of sex, which is largely learned rather than 
instinctive and is often vastly underdeveloped because it 
depends upon the ability to recognize and share feelings 
in words and actions and to achieve a mutual tenderness 
and thoughtfulness. In its richest form, the second 
language becomes highly creative and imaginative, with 
bountiful possibilities for enough new emotional experi- 
ences to last a lifetime. Yet it is an art that must be de- 
veloped slowly and painstakingly through years of ex- 
perience in giving and receiving. This second language 
expresses the developmental potential of sexuality and 
needs further study from the life cycle perspective. 


COMMENT 


I propose that psychiatrists undertake the soul search- 
ing necessary in order to resolve the countertransference 
issues that have interfered with their treatment of the 
aged. Further, I feel that psychiatrists who have worked 
through these personal obstacles could contribute direct- 
ly to altering negative cultural attitudes toward the el- 
derly. 

I urge that psychiatrists reexamine their efforts in the 
care of the older population, their performance under 
Medicare, and their diagnostic and treatment work in of- 
fices, CMHCs, and hospitals. Psychiatrists could seek 
special courses in their continuing education and expand 
their reading in gerontology and geriatrics. I also propose 
that academic departments reassess their teaching and 
research programs from the perspective of the life cycle 
as a whole. 

I do not mean to imply that psychiatrists should sud- 
denly become geriatricians, but they will be amply re- 
warded for at least the proportionate representation of 
the elderly in their services, training, and research. There 
will be satisfaction both in therapeutic results and in fur- 
ther understanding of the complex life of humankind. 
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The Cost of Schizophrenia 


BY JOHN G. GUNDERSON, M.D., AND LOREN R. MOSHER, M.D. 


The cost of schizophrenia has been estimated at $11.6 to 
$19.5 billion annually. About two-thirds of this cost is 
due to lack of productivity by schizophrenic patients and 
about one-fifth to treatment costs. The estimate might be 
considerably higher if better figures were available on the 
cost of maintaining patients in the community. In the 
absence of more effective treatment, the savings from the 
current trend toward shorter hospitalization cannot be 
expected to decrease—and may actually increase—the 
overall cost of schizophrenia to society. The authors 
make recommendations aimed at reducing the cost by 
helping schizophrenic patients to be more productive 
through a system of community alternative-care 
facilities, increased rehabilitation services, aftercare, and 
research. 


THERE IS LITTLE DOUBT that the 1970s are the decade of 
cost effectiveness in medicine. Our newest acronyms re- 
flecting this trend are PSRO (professional standards re- 
view organizations) and NHI (National Health In- 
surance). In examining some approaches to this difficult 
area, we have been impressed that cost and effectiveness 
are frequently too narrowly defined in studies of psychi- 
atric services because estimates of cost are based on cost 
of treatment and estimates of effectiveness are based on 
decreased costs of this treatment. These estimates are al- 
most never expanded to include the patient's post- 
treatment disability, ability to generate income and tax 
revenues, and the multiplier effect of purchasing power. 
Yet, as we will show in this paper, most of the cost of 
schizophrenia—the most common severely incapaci- 
tating mental disorder—stems from its effects on produc- 
tivity, a variable that, as noted earlier, is usually excluded 
from cost estimates. We are sensitive to the fact that by 
focusing on economic costs we can overlook the more im- 
portant costs in human suffering, to which, as clinicians, 
we see continual testimony. 


Revised version of Dr. Gunderson’s keynote address to the Conference 
on the Personal, Social, and Economic Cost of Schizophrenia, Minne- 
apolis, Minn., October 20-21, 1973. 
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SOURCES OF THE COST OF SCHIZOPHRENIA 


Four sources for the cost of schizophrenia may be 
identified, as follows: treatment, loss of productivity, 
public assistance, and a miscellaneous category including 
mental health facility construction and research costs. 


Treatment 


The estimated cests for schizophrenia are based in part 
on a 1968 National Institute of Mental Health (NIMH) 
report on the cost of all mental illness (1). That report es- 
timated the cost of all forms of treatment at $3.7 billion. 
At the time, 50 percent of the inpatient treatment, 25 per- 
cent of all admissions, and 10 percent of all outpatient 
visits were for schizophrenia (2). Considering the major 
portion of treatment cost that is devoted to the care of in- 
patients, it seems reasonable to estimate that 40 percent 
of all expenditures are directed to the treatment of schiz- 
ophrenics; based on this figure, the cost for direct services 
of all kinds to schizophrenics in 1968 was roughly $1.5 ` 
billion. 

A second approach to estimating the cost of inpatient 
care of schizophrenics uses a 1971 daily census of 150,000 
schizophrenic inpatients in state and county hospitals (3) 
multiplied by a $30-per-day bed cost, which gives an esti- 
mate of $1.7 billion. Patients in state and county facilities 
comprise about one-half to two-thirds of the schizo- 
phrenic inpatients in all types of facilities (2). Using a 
compromise figure of 60 percent, there would be another 
100,000 schizophrenic inpatients in Veterans Administra- 
tion hospitals, private and general hospitals, and commu- 
nity mental health centers (CMHCs). Using a con- 
servative estimate of $60 per day, the cost of treating 
schizophrenics in these facilities would be $2.1 billion per 
year. Thus in 1971 the estimated cost of care for the 
250,000 schizophrenic inpatients was $3.8 billion. 

There were about 140,000 outpatient terminations ior 
schizophrenia in 1971 (2). Making the conservative as- 
sumption that each of these was as costly as the averege 
termination ($434) (4), the cost of outpatient care for 
schizophrenia in 1971 was about $57 million. Main- 
tenance on psychotropic drugs added about $200 to $200 
per year per patient to outpatient costs. Although 80 per- 
cent of all discharged schizophrenics receive maintenance 
drugs, our estimate does not include these costs since they 
are sometimes included in estimates of cost of outpatient 
care (especially in clinics that have their own pharmacies 
and serve largely indigent populations) and actual usage 
is unknown. A maximum estimate, including them, could 
double the figure of $57 million. 
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Our estimate for the cost of halfway houses for schizo- 
phrenics is based on 1973 cost figures from the state of 
"^ Massachusetts (5). Figures for 210 residents of 16 Massa- 
chusetts halfway houses of all types yield an average 
yearly cost per patient of $4,315. In 1971 there were 7,700 
residents of the. 196 adult psychiatric halfway houses in 
the United States (6, 7). Between one-third and one-half 
of all halfway house residents are diagnosed as schizo- 
phrenic. Extrapolating from these figures results in a na- 
tional cost of $11 to $16 million for this care. 

Thus, realistically, it appears the best overall estimate 
of the cost of direct services for schizophrenics in 1971 
would be $2 to $4 billion. Our estimate of $1.5 billion 
based on the 1968 cost data is clearly too conservative. 
Although the number of schizophrenic inpatients in pub- 
lic mental hospitals continues to decrease each year (8), 
the number of admissions and patient care episodes is in- 
creasing. Moreover, the shift to more expensive facilities 
(1.e., private), the increase in the number of day-care and 
halfway house placements, the rising cost of inpatient 
care, and the complete absence of data regarding the cost 
of private outpatient visits all assure that this estimate 1s 
conservative for current costs. 


Loss of Productivity 


In 1968 the estimated cost of all mental illness was 
placed at $21 billion, of which $17 billion was attributed 
to loss of productivity (1). Of this $17 billion, $2 billion 
was attributed to inpatients and $15 billion to patients 
living in the community. Schizophrenic patients undoubt- 
edly contribute a disproportionately large proportion of 
this estimate because of the disorder's early onset and the 
fact that it is associated with a greater degree of disability 
than any other mental illness (e.g., only 15 to 40 percent 


of all discharged schizophrenic patients work, compared | 


to 40 to 75 percent of all discharged patients with other 
diagnoses)(9) It seems safe to estimate that schizo- 
phrenics living in the community account for 50 percent 
of the loss of productivity each year, or about $7.5 billion 
in 1968. 

A second method for estimating the cost of loss in pro- 
ductivity multiplies the degree of work disability by the 
number of people possessing it by the average expectable 
yearly income. Taking a prevalence rate of 2 to 3 percent 
for schizophrenia, the 75 percent of all schizophrenics 
who are unemployed contribute 3 to 4 million to the total 
number of unemployed. Taking the lowest of these fig- 
ures (1.e., 3 million) and subtracting one-third for house- 
wives who ordinarily would not work still leaves 2 million 
unemployed. With a yearly income of even $5,000 (the 
national average of about $10,000 per employed four- 
member family is corrected downward to include the ex- 
pected unemployment by women and adolescents and the 
higher likelihood of schizophrenia in lower socioeconom- 
ic groups), these unemployed schizophrenic patients are 
not earning $10 billion yearly. This estimate does not in- 
clude loss in productivity due to inefficiency, absenteeism, 
or periods of hospitalization. 

Loss of productivity during hospitalization can be esti- 
mated by multiplying the number of schizophrenic 
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patients in residence in 1971 (250,000) by the average ex- 
pectable income ($5,000), yielding a figure of $1.25 bil- 
lion. A similar figure is obtained from the 1968 esti- 
mate (1), in which loss of productivity by inpatients of all 
kinds was estimated at $2 billion. Since half of the in- 
patients are schizophrenics, $1 billion of this cost could 
be attributed to them. 

In summary, using several methods of estimating the 
yearly cost of loss of productivity from schizophrenia 
yields a figure of $1 to $1.4 billion for schizophrenic 
patients in hospitals and $7.5 to $10 billion for those in 
the community. 


Public Assistance 


The estimated expenditure for public assistance for all 
forms of mental illness was $1.25 billion in 1968 (1). As- 
signing 50 percent of this estimate to schizophrenic 
patients yields a figure of $625 million. In 1968 Aid to the 
Permanently and Totally Disabled (APTD) spent $42.5 
million for all forms of mental illness (1). In 1973 the 
comparable figure was about $600 million, of which an 
estimated $149 million was spent on schizophrenics (10). 
Thus the cost for schizophrenia alone was nearly fourfold 
the cost for all mental illness to that agency in 1968. This 
increase is striking— especially if it reflects the magnitude 
of a more general increase in costs of community care 
being assumed by public assistance over that five-year pe- 
riod. 

Table 1 provides estimates of welfare expenditures for 
schizophrenia by APTD and three other government 
agencies. The total expenditures for these four agencies 
alone (nearly $400 million) is similar to the estimated ex- 
penditure for all public assistance in 1968, 1.e., somewhat 
more than one-half billion dollars. This figure does not 
take into consideration such other major contributors as 
the Veterans Administration, Social Security Adminis- 
tration, and state and local governments. A conservative 
estimate of the total cost of public assistance programs 
for schizophrenia in 1973 is about $1 billion. 


Other 


1. Research. The majority of research on schizophrenia 
is funded by NIMH. If defined narrowly, i.e., as money 
being used to investigate schizophrenia directly,. the 
amount spent has stabilized at approximately $10 million 
since 1969 (11). A broader definition of research relevant 
to schizophrenia might double that figure. In addition, 
the Scottish Rite Foundation supports research on schiz- 
ophrenia totaling about one-half million dollars annually. 
No figures are available from other foundations, princi- 
pally because they do not report expenditures by diagnos- 
tic category. Finally, some research on schizophrenia is 
supported by general university research or training. It is 
almost impossible to make an estimate of the amount, 
but it is not likely to be very large. If defined very broad- 
ly, research costs could reach $25 million. However, a fig- 
ure of $14 to $15 million appears to be more realistic. 

2. Construction and staffing. The estimate given for 
construction of mental health facilities in 1968 was $64 
million, over half of which ($37 million) was spent on 


TABLE ! 
Estimates of Welfare Expenditures for Schizophrenia by Selected 
Agencies 


Estimated 
Number of Total Cost 
Schizophrenic per Year 
Agency Year* Recipients (Millions) 
Aid to Permanently and 
Totally Disabled 1973 113,475 $149 
Aid to Families with 
Dependent Children 1971 97,836** 228 
Old Age Assistance 1971 50,000* * 18 
Aid to the Blind 1971 2,103 2 


*The year in which the surveys were made from which these statistics come. 
** When mentally ill recipients were not analyzed by subtype, a fraction of one- 
third was assigned. 


CMHCs. Since 1968 the number of operating CMHCs 
has expanded rapidly (11). Based on increased construc- 
tion costs plus the increasing construction of private 
mental health facilities, construction costs have probably 
more than doubled since 1968. Using the 40 percent fig- 
ure derived earlier (see section on Treatment) the cost of 
construction attributable to schizophrenic patients is 
roughly $45 million. Federal expenditures for staffing of 
CMHCs have also continued to expand, and that fraction 
of staffing expenditures attributable to schizophrenic 
patients in the 325 CMHCs operating in 1973 would be 
another $30 million (11). 


Comment 


In summary, the annual cost of schizophrenia in the 
United States is, by our most conservative estimate, 
roughly $11.6 billion dollars (table 2). This figure repre- 
sents over half the estimated cost of all mental illness in 
1968 (1) and before (12). It is 2 percent of the gross na- 
tional product, equivalent to a portable television set in 
every family, or roughly equal to the total yearly value in 


TABLE 2 
Estimated Cost of Schizophrenia 


Low High 
Estimate Percent Estimate Percent 
Item (Billions) of Total (Billions) of Total 
Treatment 2.06 17.70 4.01 20.50 
Inpatient 2.00 17.20 3.90 20.00 
Outpatient and 

aftercare 0.06 0.30 0.11 0.50 
Loss of productivity 8.50 73.00 11.40 58.50 
During treatment 1.00 8.60 1.40 7.20 
In community 7.50 64.40 10.00 51.30 
Public assistance 1.00 8.60 4.00 20.50 
Other 0.08 0.70 0.10 0.50 
Research 0.01 0.09 0.02 0.10 
Staffing 0.03 0.26 0.03 0.15 
Construction 0.04 0.35 0.05 0.25 
Total 11.64 100.00 19.51 100.00 
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services and products of a city the size of Chicago. Our 
less conservative but probably more nearly accurate esti- 
mate for 1971 or 1972 is $19.5 billion (table 2). 

Most striking about the $11.6 billion figure 1s that 
most of it is the result of loss of productivity and that 
only one-fifth of :he cost of schizophrenia is derived from 
the direct delivery of services. The important implica- 
tions of this division of costs will be discussed in the en- 
suing sections of this paper. 


CURRENT TRENDS IN TREATMENT COSTS 


To fully comprehend the cost of schizophrenia one 
must look at the average expectable prognosis for some- 
one afflicted with the disorder at this time in history. It is 
certainly safe to say that Kraepelin's dire prediction cf a 
lifelong deterioration requiring chronic custodial care has 
proven inaccurate. Given something approximating opti- 
mal clinical care, about 10 to 15 percent of all diagnosed 
schizophrenics will require chronic institutionalization or 
comparable care in the community. Today the modal 
schizophrenic patient is likely to require several hospital- 
izations, with prolonged periods of community residence 
between them. 

Thus patterns of utilization of mental health facilities 
by schizophrenic patients have changed dramatically 
over the past two decades: The decline in the total num- 
ber of resident schizophrenic patients that began in 1963 
not only is continuing but has actually been accelerating 
since 1967 (8). The current rate of decline in the number 
of resident inpatients is roughly 7 to 10 percent per 
year (8, 13). It is estimated that there will be only 53,000 
resident schizophrenic patients in state and county psy- 
chiatric facilities in 1975 (3). However, while the number 
of resident patients has been declining, the number of 
treatment episodes has been increasing (1.7 million epi- 
sodes in 1955 compared with 3.7 million in 1969) (13). In 
terms of utilization patterns this means that stays in resi- 
dential care facilities have become much shorter. 

There has also been a change in the type of facility 
used for these stays. In the past, schizophrenic patients 
were usually treated in state and county mental hospitals. 
Now, however, many are cared for in psychiatric wards 
of general hospitals, where the length of stay averaged 
12.9 days in 1971 (14). Between 1964 and 1972 these 
patients almost doubled in number (from 467 to 815). 
The number of schizophrenic patients discharged from 
wards in general hospitals also nearly doubled between 
1967 (90,000) and 1971 (170,000) (14, 15). CMHCs and 
private psychiatric hospitals have also been involved in 
this shifting pattern of care. There were no CMHCs in 
1967; by 1973 there were 325 providing 10 percent of all 
inpatient and 20 percent of all outpatient care for schizo- 
phrenics (8, 16, 17). The number of private psychiatric 
hospitals was about constant at 150 between 1950 and 
1965; between 1965 and 1973 nearly 100 new ones were 
built. 

The reasons for these shifts in patterns of care are 
complex, but the availability of third-party payment is 
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surely one important factor. Wards in general hospitals, 
CMHCs, and private psychiatric hospitals have much 
higher per-day costs than state and county mental hospi- 
tals ($100 a day or more compared with about $30 a day). 
The expensiveness of these facilities and third-party pay- 
ment regulations generate tremendous pressure to dis- 
charge patients quickly. 

It remains an unresolved question, however, as to 
whether very short stays in these more expensive, well- 
staffed facilities are more effective over the long term 
than more extended stays (e.g., 60 days). Day hospitals, 
which are less expensive and seemingly equally effica- 
cious for some schizophrenic patients (18), are now more 
available. Between 1957 and 1972, for example, all ad- 
missions to day care hospitals increased by 184 percent 
(from 26,595 to 75,545). It is ironic that the failure of 
most insurance companies to cover day hospital costs 
may actually increase their expenditures for inpatient 
services. 

Despite the doubled utilization of outpatient care by 
schizophrenic patients between 1971 and 1973 (4, 17, 19), 
rehospitalization rates do not appear to have been af- 
fected. In 1969 readmissions accounted for 69 percent of 
all admissions of schizophrenic patients to state and 
county hospitals (2); in 1972 the figure was 72 per- 
cent (20). Thus it may not be the lack of outpatient facili- 
ties so much as their failure to provide meaningful treat- 
ment for schizophrenics that accounts for their lack of 
impact on readmission rates. 

Further research is needed into the major issues con- 
cerning the effectiveness as well as the cost of inpatient 
treatment of schizophrenia. Recent work by Glick and 
associates (21) suggests that although long-term hospital- 
ization is more expensive than short-term hospitalization, 
it may be more effective. May (22) showed that the addi- 
tion of a psychotherapist can double the cost of inpatient 
care while not necessarily increasing its effectiveness. 
Similarly, the use of nonprofessional therapists offers a 
cost-saving alternative and is being evaluated (23). Using 
another approach, Binner (24) has estimated the cost ef- 
fectiveness for treatment of a variety of subtypes of schiz- 
ophrenia. He concluded that acute subtypes are good in- 
vestments, whereas other subtypes with poorer prognoses 
show little benefit per cost of service. Such studies of ef- 
fectiveness could provide us with much wiser guidelines 
to providing services than simple cost figures for in- 
patient care. 


CURRENT TRENDS IN COMMUNITY COSTS 


Relatively little is known about the livelihoods of dis- 
charged schizophrenic patients, but it is estimated that 
only 15 to 40 percent of them function at an average lev- 
el (9). The discharged schizophrenic patient is likely to be 
chronically or periodically unemployed. Moreover, when 
he is employed his residual illness often is reflected in ex- 
cessive absenteeism and inefficiency on the job. Crude 
unemployment rates do not adequately reflect another 
important factor, i.e, that individuals become schizo- 
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phrenic during the prime productive years of life (ages 18 
to 35). The disruptive effects of illness during this impor- 
tant period make it less likely that the individual will 
complete the training required for skilled work. Thus 
when schizophrenics are able to work, they frequently are 
qualified only for low-paying jobs at levels below what 
might have been expected given their socioeconomic 
backgrounds and intellectual abilities. In summary, the 
following three factors contribute to the loss of produc- 
tivity among community-based schizophrenics: unem- 
ployment, early onset of illness, and lack of opportuni- 
ties for proper training. 

In, addition, schizophrenic patients in the community 
require medical, social, and rehabilitative services. Pro- 
viding an adequate amount of such services 1s expensive. 
Other costs, which are excluded from our estimate, are 
generated by such things as the fact that 18 percent of all 
schizophrenic patients in general hospitals are referred by 
policemen, correctional agencies, or the courts and that 
of the total psychiatric referrals to general hospitals by 
policemen, 52 percent are schizophrenic (25). 

Another “‘cost” of community-based treatment for 
schizophrenia, which is only partially a matter of dollars 
and cents, is the influence of discharged patients on their 
families and vice versa. For whatever reason (earlier on- 
set of illness, deeper regression, or pathogenic family in- 
teractions), patients who return to their biological fam- 
ilies after hospitalization are more apt to be 
readmitted (26). By inference, schizophrenic patients who 
are sent home are less likely to become productive mem- 
bers of society. Frequently a compromise seems to be 
reached in which families and their schizophrenic off- 
spring learn to coexist by his spending much of his time in 
his room while partaking of some family activities such 
as trips, meals, etc. One economic cost engendered by 
such situations, whose magnitude we are unable to esti- 
mate, is the practice of having a nonaffected family mem- 
ber stay home to “‘take care of” an ill relative. Thus; for 
example, a mother whose nest would otherwise be empty 
of children will feel that she cannot go to work because 
she should stay home to care for her ill child. | 

A number of alternative living situations such as 
halfway houses (6,7), communal lodges(27), foster 
homes (28), or cooperative apartments (29), are coming 
into more widespread use for the care of schizophrenics 
in the community. All of these alternatives reflect the'rec- 
ognition that such facilities can promote much greater 
self-sufficiency and productivity among the inhabitants 
than would be possible in a hospital setting. To the degree 
that this is possible, these alternatives represent an im- 
portant means of decreasing the cost of community- 
based care. In fact, several studies (27, 30) have shown 
that costs can be decreased by their use with long-term 
hospital patients, a group known for their unresponsive- 
ness. As prolonged hospitalization is becoming an in- 
creasingly unusual clinical phenomena, it can be antici- 
pated that these types of facilities will be even more 
effective with the new generation of less institutionalized 
patients. 

Although the direct cost of psychiatric treatment may 


actually have decreased (due to shorter stays and lack of 
chronic institutionalization), it would appear that any 
savings will be consumed by less readily identifiable uses 
of community resources such as welfare and disability 
payments and rehabilitation. In fact, it seems possible 
that the overall cost of providing a variety of services to 
schizophrenic patients in the community may be greater 
than the cost of hospital-centered treatment. Unfortu- 
nately, it is very difficult to obtain reliable estimates of 
community-based costs." However, it must be remem- 
bered that hospital-centered treatment may limit the pos- 
sibility of rehabilitation for productive work. More im- 
portant than relative cost, however, is the question of 
whether the quality of life for individual patients is en- 
hanced because their treatment is community based. For 
the most part this question remains an open one. 


RECOMMENDATIONS 


Bertram S. Brown, Director of NIMH, has stated that 
"the future of mental health and mental retardation is in 
the area of economics, taxation, and finance” (31). This 
prediction is being fulfilled as the mental health field is 
being required to justify the cost of its treatment pro- 
grams in order to qualify for government or third-party 
reimbursement. Statements about cost effectiveness with 
regard to the treatment of schizophrenia should not focus 
primarily on effectiveness in terms of symptom remission 
or length of hospitalization, since these factors are much 
less costly overall than lack of productivity. A major 
focus must be the effectiveness of treatment in enhancing 
productivity. Increases in this sphere can affect treatment 
costs rapidly. In effect, we need to demonstrate that it 
costs more not to treat someone than it does to provide 
care. If doubling the cost of treatment makes it possible 
to halve loss of productivity, about $2 billion a year 
will be saved! 

There are hints already as to the ways in which the cost 
from loss of productivity can be diminished. 

|. Increased use of halfway houses, other transitional 
facilities, and nontransitional alternative living situ- 
ations. However, there are not nearly enough facilities of 
this type available; currently, there are only 20 percent as 
many halfway houses as are needed (2, 6). 

2. Greater emphasis on vocational rehabilitation dur- 
ing all phases of treatment and smoother reentry into 
working situations from residential care. 

3. Increased federal and local efforts to support and 
coordinate rehabilitative services specifically designed for 
mental patients. 

Unfortunately, there are serious difficulties that must 
be surmounted if these ways of increasing productivity 
are to be implemented. Halfway houses and non- 
transitional living facilities face serious problems due to 
the public's unfavorable attitudes. Licenses are difficult 
to obtain, people do not want "nuts" as neighbors, etc. 
Vocational rehabilitation is not widely available, and 
when it is, it tends to be designed for the physically handi- 
capped. Funds for rehabilitation have traditionally not 
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been earmarked for training or services for the mentally 
ill. Also, because of their tendency to be chronically ill, 
mental patients tend to receive short shrift in agencies 
funded on a case-closing basis. This attitude, com- 
pounded by the minimal training most rehabilitation 
counselors receive for dealing with mental patients, 
makes schizophrenics unpopular with rehabilitation 
agencies. 

The gap in renabilitation services cannot currently be 
filled by doctors. for although their medical training pre- 
pares them to deal with mental patients, it does not train 
them to deal with their patients’ work problems. The 
steps that must be taken to coníront the problems dis- 
cussed earlier iaclude more rehabilitation training for 
psychiatrists, specialized mental health training for reha- 
bilitation workers (or perhaps even a new type of psychi- 
atric rehabilitation counselor to parallel psychiatric so- 
cial workers), etc. Moreover, there is a need to decrease 
the negative identity that arises from the stigmatization 
of the schizophrenic patient. This cycle of spiraling nega- 
tive expectations results in the patient's feeling help.ess, 
dependent, and irresponsible—a state of mind that cer- 
tainly does not promote the self-confidence needed to at- 
tempt to work and persevere under adverse conditions. 

There is, however, an overriding problem that cannot 
be overlooked; that is, the United States is not a full em- 
ployment society. This fact, taken in conjunction with the 
dominant competitive, upwardly striving ethic of our so- 
ciety, makes the employment of handicapped persons dif- 
ficult. There is ro reason for an employer to hire a former 
patient if he can find an equally qualified, lower-risk non- 
patient. Countries with highly successful rehabilitation 
programs tend to be those with relative labor shortages 
(e.g., the Union of Soviet Socialist Republics). In fact, 
Brenner (32) hzs pointed out that unemployment (as an 
index of economic instability) has been associated with 
increased rates of mental illness in this country. Thus far 
our society has chosen to deal with this problem bv de- 
nial. If mental patients are really going to be included in 
our work-oriented society, there must be either a change 
in philosophy or a program of incentives for employers; 
neither seems to be on the horizon at this time. 

Over the long term, support for research into the 
causes and treatment of schizophrenia is probably the 
best single investment that can be made. Additional re- 
search might help us elucidate ways of preventing the dis- 
order or the work disability that so frequently accom- 
panies it. This could, in turn, markedly decrease the need 
for expensive rehabilitative services. Our conservative es- 
timate of the total yearly expenditure on schizophrenia 
research is $15 million, $10 million of which comes from 
NIMH. This represents about 4 percent of the federal 
mental health budget, only .4 percent of the estimated an- 
nual cost of treatment of schizophrenia, and about .1 per- 
cent of the estima:ed annual cost of schizophrenia. This is 
a pitifully small expenditure. Despite the promise of re- 
cent research and an abundance of interest in research, 
funding is limited and there is little prospect for growth 
at this time. Among the reasons for this pessimistic ou-- 
look are the following: There is no schizophrenia advo- 
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cate in Congress, and researchers have not devoted suf- 
ficient effort to selling the importance of their effort, so 
that it is often seen as an "ivory tower” endeavor of little 
practical value. 

In conclusion, it is important to remember that the cli- 
nician’s primary responsibility is to alleviate suffering. 
The cost in human suffering to those with schizophrenia 
is inestimable. It is our expectation that, however costly 
they are, those interventions which most alleviate human 
suffering and preserve human dignity will, in the long run, 


be 


most efficacious in promoting useful and productive 


lives for our patients. 


10. 
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Acute Psychosis, Increased Water Ingestion, and Inappropriate Antidiuretic 


Hormone Secretion 


BY MURRAY A. RASKIND, M.D., HERBERT ORENSTEIN, M.D., AND T. GRAHAM CHRISTOPHER, M.D. 


The authors describe three postmenopausal women with 
agitated psychotic depression, increased water ingestion, 
and electrolyte values consistent with the syndrome of 
inappropriate antidiuretic hormone (ADH) secretion. 
They hypothesize that this clinical triad represents a 
syndrome reflecting underlying dysfunction of the 
hypothalamus and limbic system of the brain. The 
diagnosis of inappropriate ADH in one of the patients 
was directly confirmed by a recently developed serum 
radioimmunoassay. 


ALTHOUGH EMOTIONAL factors have been assumed to 
stimulate release of arginine vasopressin (1), the antidi- 
uretic hormone, few reports have suggested increased 
ADH activity in psychiatric illness. Hobson and Eng- 
lish (2) described a schizophrenic patient with polydipsia 
and water intoxication and discussed the possibility of in- 
appropriate ADH secretion. Dubovsky and associates (3) 
recently reported an acutely schizophrenic patient with 
water intoxication, massive polydipsia, and urine and se- 
rum osmolalities compatible with transient inappropriate 
ADH secretion. Raskind (4) described a case of function- 
al psychosis, polydipsia, and water intoxication in a post- 
menopausal woman, whose relatively concentrated urine 
was suggestive of inappropriate ADH. However, in none 
of these cases was an inappropriately high circulating lev- 
el of ADH directly documented. 

The three patients in this study had acute functional 
psychosis and increased water ingestion and fully satis- 
fied the clinical criteria for the syndrome of inappropriate 
ADH (5). An inappropriately high level of serum ADH 
was confirmed directly by a newly available sensitive and 
reliable radioimmunoassay (6) in patient 3. 


CASE REPORTS 


Case I. A 52-year-old woman was admitted to the University 
of Washington Hospital (Seattle, Wash.) complaining of “total 
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physical and mental exhaustion." Four weeks earlier she had 
noted fatigue, insomnia, and increasing fear that she would 
soon be bankrupt and that sinister persons would force her from 
her home. Her daughter noted that the patient slept poorly, 
paced the floor, was hostile and irritable, and began drinking 
one or two cups of water every hour, which the patient claimed 
"helped my nerves." She had been taking 1.25 mg of conjugated 
estrogens (Premarin) daily since cessation of her menses 3 years 
earlier. 

Her history revealed two widely separated affective illness- 
es—a florid manic psychosis at age 21 and a postpartum depres- 
sion at age 32. Both episodes had responded to elec- 
troconvulsive therapy. During the 20 years prior to the present 
illness she had been well and functioned adequately as a house- 
wife and waitress. 

On admission the patient was an alert, agitated woman who 
repetitively spit clear saliva into a cup. Her blood pressure was 
160/110, with no orthostatic drop. Skin turgor was normal, and 
there was no edema. General physical and neurologic exam- 
inations were unremerkable. Speech was normally associated 
but perseverative, and the patient was preoccupied with her 
“exhaustion” and fears for the future. She appeared depressed 
and stated that “everything looks hopeless.” Although oriented 
to place, month, and year, she was confused about the day and 
the sequence of recent events. Her attention span was short, and 
she had difficulty with calculations. 

Admission serum values included: sodium, 100 mEq/liter; 
potassium, 3.4 mEq/liter; choloride, 47 mEgq/liter; bicarbonate, 
34 mEq/liter; blood urea nitrogen (BUN), 8 mg/100 ml; creati- 
nine, 1.2 mg/100 ml; glucose, 156 mg/100 ml; albumin, 3.9 g/ 
100 ml; calcium 10.1 mg/100 ml; and bilirubin, 0.9 mg/100 ml. 
Urine specific gravity was 1.014, and urine sodium was 37 
mEg/liter. There was no glycosuria or proteinuria. Hematccrit 
was 4] percent, and white blood count (WBC) was 9400. Chest 
X ray and EKG were normal. Fluids were restricted over the 
next 9 days, and serum sodium and osmolality gradually re- 
turned to the lower limits of normal. Inappropriately high urine 
osmolality relative to serum osmolality was present on 4 of the 
5 days on which concurrent urine and serum osmolalities were 
obtained, and the patient continued to excrete large amounts of 
sodium in her urine despite hyponatremia (table |). Over an 8- 
day period, the patient lost 5 kg of weight despite an apparently 
adequate food intake, and her blood pressure decreased to 140/ 
80. A morning serum corticol was 23 mg/100 ml; serum thyrox- 
ine was 5.1 ug/100 ml, and urine was negative for porphobilino- 
gen. Skull X rays, EEG, and brain scan were normal. 

Ironically, the patient became more floridly psychotic as her 
electrolytes returned to normal and her delirium cleared. She 
heard voices plotting to steal her bank account, feared the staff 
would poison her, and periodically became mute and with- 
drawn, with cataton:alike posturing. Psychotropic drugs had 
been withheld until day 9, at which point 6 mg per day of halo- 
peridol was begun. Although serum sodium had returned to a 
normal value of 137 mEq/liter, the patient's mental status had 
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TABLE | 
Laboratory Values Indicative of Inappropriate ADH Secretion 





Sodium Levels (mEq/liter) 


Osmolality (mosmol/liter) 


Day Serum Urine Serum Urine 
Patient } 
l 100 37 — — 
3 122 — 2-8 397 
4 127 105 — — 
6 130 78 2€2 602 
8 132 66 265 383 
10 134 — 2€8 781 
Patient 2 
12 106 34 228 263 
Patient 3 
] 124 62 250 486 
2T 117 81 243 655 
5 129 — 260 422 


*Serum ADH, determined by radioimmunoassay, was 4.1 uU/ml. 


not improved, and electroconvulsive therapy was instituted on 
day 16. Her psychotic symptoms subsided dramatically, al- 
though she remained somewhat negativistic until her discharge 
2 weeks later. Serum electrolytes remained normal, and no ex- 
cessive drinking was observed. At I-month follow-up she was 
free of affective or paranoid symptoms, and electrolytes were 
normal. She refused further study. 


Case 2. A 53-year-old housewife was admitted to the Harbor- 
view Medical Center (Seattle, Wash.) after breaking the win- 
dows in her home to "drive away the devil and bad women." 
For | month her family had noted emotional lability and suspi- 
ciousness. During the week prior to admission she developed 
delusions of jealousy and persecution, complained of hopeless- 
ness and worthlessness, and became agitated and verbally abu- 
sive to her family. She was taking no medications. 

Mental status examination revealed a fearful, agitated, pac- 
ing woman, who spoke of adultery, occult forces punishing her, 
and the “hopelessness of going on.” She was oriented, and both 
memory and ability to calculate were intact. Blood pressure was 
118/80 and physical examination was normal. Serum sodium 
was 141 mEq/liter, and no polydipsia was noted. She left the 
hospital against medical advice the next day, and began drink- 
ing "ten glasses of water per day on a diet to lose weight.” 

At home her paranoid and depressed symptoms continued, 
and she became increasingly confused and forgetful. She was 
free of emesis, diarrhea, or excessive sweating, and took no 
medications. Twelve days after her first admission she was 
brought to the emergencv room in a comatose state. She had 
two generalized seizures and was unresponsive to any stimuli 
other than deep pain. Blood pressure was 160/90 with no ortho- 
static drop. There was no edema, skin turgor was normal, and 
except for her level of consciousness, physical and neurologic 
examinations were unremarkable. Serum values included: so- 
dium, 106 mEg/liter, potassium, 3.8 mEg/liter; chloride, 67 
mEgqg/liter; bicarbonate, 24 mEg/liter; BUN, 2 mg/100 ml; 
creatinine, 0.7 mg/100 ml; glucose, 190 mg/100 ml; calcium, 
9.0 mg/100 ml; albumin, 4.0 g/100 mil; bilirubin, 0.6 mg/100 
ml. Urinalysis revealed a specific gravity of 1.018 and was nega- 
tive for glucose or protein. Hematocrit was 40 and WBC was 
11,100. Urine sodium was 62 mEq/liter, and urine osmolality 


* 
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was 324 mosmol The latter two values clearly implied in- 
appropriate ADH secretion in this severely hyponatremic 
patient. 

Despite water restriction, little change was noted in serum so- 
dium until hour 10, at which point her urine became appropri- 
ately dilute and serum sodium began returning to normal. At 
hour 10, serum sodium was 112 mEg/liter, serum osmolality 
was 233 mosmol/liter, urine sodium was 10 mEq/liter, and 
urine osmolality was 67 mosmol/liter. By hour 24, serum so- 
dium was 131 mEg/liter, and by hour 36, it was 136 mEg/liter. 
At this point, she was alert, and her paranoid ideation and agi- 
tation were no longer present. Blood pressure had decreased to 
120/80, and the patient had lost 4 kg of weight. She continued 
to be moderately pessimistic, but was no longer seriously de- 
pressed. Her morning serum corticol was 12 mg/100 ml, serum 
thyroxine was 4.2 ug/100 ml, serologic test for syphilis was 
nonreactive, and urine was free of porphobilinogen. Lumibar 
puncture, brain scan, EKG, and chest X ray were normal. A wa- 
ter load test on day 6 was normal, confirming the return of the 
patient's ability to appropriately dilute her urine. Excessive 
drinking was not observed. Follow-up examination at | month 
revealed normal serum and urine electrolytes. Although still 
mildly depressed, the patient was functioning adequately. There 
was no evidence of organic brain deficit. 


Case 3. A 63-year-old woman was admitted to the Harbor- 
view Medical Center for treatment of depression. Five weeks 
earlier she had developed anorexia, insomnia, and fears that she 
had committed a crime for which there was no forgiveness. Five 
days prior to admission she became convinced her neighbors 
wanted to injure her, heard voices discussing her impending 
death, and believed she was “‘turning into an animal." One year 
earlier she had suffered an agitated depression, which had re- 
sponded to a 1-month course of thiothixene. She had taken no 
medications since that time except for aspirin and laxatives. 
Her husband noted that the patient had been drinking more wa- 
ter than usual since the start of her illness—up to six or eight 
glasses per day. The patient claimed she drank a glass of water 
every hour "because I get thirsty." 

Examination revealed a pacing, uncooperative woman who 
spoke coherently about her fears of being imprisoned for her 


crimes. Affect was depressed; orientation and memory were in- 
tact, and blood pressure was 150/110 without orthostatic drop. 
Skin turgor was normal, edema was absent, and general physi- 
cal and neurologic examinations were unremarkable. Admis- 
sion serum values included: sodium 124 mEq/liter; potassium, 
3.6 mEg/liter; chloride, 80 mEq/liter; bicarbonate, 28 mEq/li- 
ter; glucose, 95 mEg/liter; albumin, 4.4 g/100 ml; calcium, 9.0 
mg/100 ml; BUN, 8 mg/100 ml; creatinine, 0.8 mg/100 ml. 
Urinalysis revealed a specific gravity of 1.012 and was negative 
for glucose or protein. Inadvertently, the patient was allowed ad 
lib fluids during the night. On day 2 serum osmolality had de- 
creased further, urine osmolality was inappropriately high, as 
was the serum ADH level of 4.1 „U/ml (table 1). Water re- 
striction was begun, and serum osmolality gradually returned to 
normal. Psychotropic medications were withheld. Although her 
paranoid and depressive symptoms initially improved, paranoid 
ideation and delusional pessimism recurred 2 weeks after ad- 
mission, despite the maintenance of normal serum electrolytes 
after day 6. A water load test performed after discharge (day 
30) revealed a normal ability to produce an appropriately dilute 
urine, implying the disappearance of inappropriate ADH secre- 
tion. 


DISCUSSION 


These three patients had acute illnesses with both psy- 
chiatric and neuroendocrine features. They were all men- 
opausal or postmenopausal women in whom an agitated 
psychotic depression with schizophreniform features was 
accompanied by both inappropriate secretion of ADH 
and increased ingestion of water. We hypothesize that 
this clinical triad of depressive psychosis, inappropriate 
ADH, and excessive fluid ingestion represents a syn- 
drome reflecting an underlying disturbance of central 
nervous system function. 

Because hyponatremia alone has often been noted 
to produce an acute encephalopathy (water intoxi- 
cation) (7), it is possible that these patients' psychiat- 
ric signs and symptoms were merely secondary to elec- 
trolyte imbalance. A careful review of the clinical data, 
however, contradicts this explanation. Although patients 
| and 2 demonstrated transient signs and symptoms of 
hyponatremic encephalopathy, depressive and schizo- 
phreniform signs and symptoms were not correlated tem- 
porally with serum sodium fluctuations. Global ratings of 
illness severity actually revealed that these two patients 
were most psychiatrically ill when serum sodium was 
normal. Patient 3 did not develop hyponatremic encepha- 
lopathy at any time during her illness. Thus, none of 
these patients' psychiatric signs and symptoms were sec- 
ondary to hyponatremia. 


The Syndrome of Inappropriate ADH Secretion 


ADH secretion is exquisitely sensitive to changes in ex- 
tracellular fluid osmolality and normally is suppressed 
completely by a decrease in serum osmolality of 1 per- 
cent to 2 percent (8). Persistent ADH secretion accom- 
panied by low serum osmolality is therefore ‘‘in- 
appropriate." Bartter and Schwartz (5) suggested the 
following criteria for establishing the diagnosis: 1) hypo- 
natremia with corresponding hypoosmolality of the se- 
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rum and extracellular fluid; 2) continued renal excretion 
of sodium (generally greater than 20 mEq/liter); 3) os- 
molality of urinz greater than that appropriate for con- 
comitant tonicity of the plasma (i.e., urine less than maxi- 
mally dilute); and 4) normal renal and adrenal functicn. 

All three patients satisfied these clinical criteria for in- 
appropriate ADH. The unavailability of a reliable serum 
assay for ADH made it impossible to formulate criteria 
other than clinical. However, a sensitive and highly reli- 
able radioimmunoassay for ADH has been recently de- 
veloped (6), and the presence of an inappropriately high 
serum level of ADH in patient 3 was directly confirmed. 
Her serum ADH was measured by a specific radio- 
immunoassay with a sensitivity of 0.3-0.5 „U/ml. Anti- 
sera were produced by conjugation of ADH to bovine 
thyroglobulin. Serum ADH was 4.1 „U/ml, despite 
marked serum hypoosmolality that should have sup- 
pressed ADH below detectable limits. As an additional 
control, a sample from a normal subject, who was de- 
prived of water for 14 hours to stimulate ADH release 
and whose serum was assayed concurrently with that 
from the third patient, revealed an ADH level of only 2.3 
pU / ml. Thus an ADH level of 4.1 „U/ml was clearly 
inappropriate to our third patient's serum sodium level 
of 117 mEg/liter. 


ADH Release 


ADH is synthesized in the supraoptic and para- 
ventricular nuclei of the anteromedial hypothalamus and 
transported along the axons of the supraopticohypoph- 
yseal tract to the posterior lobe of the pituitary (9). Cen- 
tral osmoreceptors, probably located in the supraoptic 
nucleus of the hypothalamus, detect changes in body fluid 
tonicity, and regulate ADH release accordingly (1). 
There is evidence that both acetylcholine and cate- 
cholamines are involved in this process (10). Dopamine 
may be particularly important (11). Destruction of do- 
paminergic pathways with 6-hydroxydopamine abolishes 
central receptor-induced release of ADH, and micro- 
injection of dopamine into the nucleus accumbens pro- 
duces an outpouring of ADH (12). 

It might be zrgued that release of ADH in these three 
patients was merely a nonspecific response to emotional 
arousal. Although the belief that ADH is released by 
pain and other emotional stimuli is widely accept- 
ed(1,9), evidence supporting this hypothesis is in- 
conclusive. Verney's classic studies (13), in which aver- 
sive electrical stimuli decreased urine output in dogs, are 
frequently cited as evidence that emotional factors influ- 
ence ADH release. However, Verney did not measure 
ADH, and his analogy between an animal's response to 
pain and human emotional states is questionable at best. 
Both ischemic muscle pain(14) and performance 
stress (15) have been associated with decreased urine 
output, altough performance stress has also been as- 
sociated with increased urine output (16). In none of 
these studies was ADH assayed, nor were other factors, 
such as changes in renal blood flow, ruled out. In the only 
study that attempted directly to measure ADH during 
performance stress(17), a urine bioassay revealed a 
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moderate increase in ADH content above control levels. 
Paradoxically, however, urine output rose as well. Dis- 
regarding the technical problems of measuring rapid 
changes in ADH secretion via a urine bioassay, the in- 
compatibility between the urine output and ADH data 
casts doubt on the validity of the ADH assay. Thus the 
relationship between nonspecific emotional stimuli and 
the release of ADH remains unclear. 


Water Ingestion 


All three patients had moderately increased water in- 
gestion during their psychotic illnesses. Although not of 
the magnitude reported in patients with classic psycho- 
genic polydipsia (18), this increased water ingestion was 
clearly inappropriate in the face of body fluid hypotoni- 
city and volume overload and may imply a disturbance in 
central thirst regulation. 

Water ingestion in psychotic patients has received little 
recent interest, perhaps because any tendency toward in- 
creased drinking in contemporary patients is attributed 
to the dry mouth produced by the potently anticholiner- 
gic major tranquilizers and tricyclic antidepressants. In 
the prephenothiazine era, however, careful studies of a 
schizophrenic population (19, 20) revealed that increased 
water ingestion was a reliable biologic measure that dis- 
tinguished schizophrenics from normal controls. Within 
the schizophrenic group, the high water intake patients 
had a higher IQ, less emotional deterioration, and more 
affective symptoms than did those patients without high 
water intake (21). 

The lateral hypothalamus is the central facilitatory 
locus for drinking behavior, but an important role has 
also been determined for other limbic areas, especially 
the septum and preoptic area (22). Although several neu- 
rotransmitters appear to be involved in central thirst 
mechanisms, dopaminergic pathways are clearly impor- 
tant (23). When injected into the lateral ventricle, dopa- 
mine is an effective dipsogen (24). 6-Hydroxydopamine 
depletion of dopaminergic neurons in the nigrostriatal 
bundle produces adipsia, a result not obtained by selec- 
tive depletion of norepinephrine (25). Haloperidol, a drug 
with both antipsychotic and dopaminergic-blocking ac- 
tions, produces markedly decreased drinking when in- 
jected into the lateral hypothalamus or septal area and 
blocks drinking induced by water deprivation (24). 


CONCLUSIONS 


Experimental and clinical evidence has long fostered 
speculation concerning the importance of the limbic sys- 
tem of the brain in emotional behavior (26, 27) and psy- 
chotic illness (28). The hypothalamus, preoptic area, and 
septal nuclei constitute a nodal area in the integration of 
the limbic system (29). This nodal area is also the ana- 
tomic site for central regulation of drinking behavior and 
ADH release. A disturbance in limbic system function, 
perhaps involving dopaminergic hyperactivity, could ex- 
plain the clinical triad observed in these three patients, 
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Implications of the Medical Model and Its Alternatives 


BY PAUL H. BLANEY, PH.D. 


The term “medical model” is often used as if it referred 
to a single, well-understood set of assumptions about 
psychiatric disorders. Actually, there are at least four 
different meanings that a person saying "emotional 
disorders are diseases" might intend to communicate. 
The models usually suggested as alternatives are 
addressed to one or another of these medical model 
implications. A distinction should be maintained between 
the virtues of these models as conceptual aids and their 
virtues and weaknesses as shapers of public opinion and 
professional practice. 


IT HAS BECOME public knowledge that a national politi- 
cian has been hospitalized for alcoholism several times 
during his current term of office. In a recent television in- 
terview he defended his decision not to resign his elected 
position by suggesting that alcoholism is a disease and 
that he should not be expected to resign any more than he 
would be if he had any other sickness. What are the im- 
plications of this politician's claim, or of any claim that 
an emotional/mental/behavioral aberration is a disease? 

The politician was, in a very real sense, invoking the 
medical model of alcoholism. His claim raises the issue 
of the ramifications of the medical model for any branch 
of psychiatric endeavor. 

Most persons who use the term “medical model" in 
scholarly discourse evidently assume that it is unam- 
biguous and stands for one view of the nature of emotion- 
al disorders; however, this view varies from user to user. | 
have been impressed with the diversity of specific posi- 
tions in the literature that are defended in the name of the 
medical model or are attached in order to repudiate it. 
This paper constitutes, in part, an effort to tease apart 
some of these positions. I will attempt to put the variety 
of medical model claims into a coherent outline and to 
discuss the merits of some of them. 

The major distinction I am making is between the the- 
oretical implications of the medical model and its socio- 
political implications. Further, there are several theo- 
retical implications, that is, several different substantive 
claims that one might be making if he advocates the med- 
ical model. 


Dr. Blaney is Assistant Professor, Department of Psychology, Uni- 
versity of Texas at Austin, Mezes Hall 330, Austin, Tex. 78712. 


THEORETICAL IMPLICATIONS 


There appear to be four different implications of the 
statement that emotional disorders are sicknesses or are 
like physical illnesses. I will state these briefly and then 
discuss them by examining opposing positions. 


1. Mental disorders are in fact organic diseases. Here 
the use of the term model is questionable, since a gooG 
deal more than an analogy is being asserted. The asser- 
tion is more a theory of etiology than just a source of sug- 
gestive propositions to guide one's thinking. It represents 
the faith that all emotional disorders will, just as was the 
case with general paresis, be found to have an organic 
basis. Unabashed proponents of this view are most easilv 
found among nineteenth century figures (e.g., Griesinger 
and Maudsley; see reference 1), but it has received some 
advocacy in recent years as well (2). 


2. The visible evidences of the disorder are but mani- 
festations of an underlying condition (not necessarily or- 
ganic). This claim employs a direct analogy from physi- 
cal illnesses, and dynamic psychiatry has accepted it with 
a vengeance—Freud’s belief that “all our provisional 
ideas in psychology will some day be based on an organic 
substructure" (3) notwithstanding. 


3. The individual has no responsibility for his behavior. 
Just as an epileptic is not to blame for having knocked 
over a vase during a seizure, a "mentally ill” person is not 
responsible for his aberrant thoughts, feelings, or behav- 
iors; they should be viewed as exogenous to his free will. 


4. Just as sense was made of the once-confusing array 
of medical sympzoms by ordering them into disease ea- 
tities, the best way to understand psychiatric symptoms is 
by ordering them into syndromes. In this case, the analo- 
gy says that the classificatory strategies proven effective 
with physical disorders will also constitute the most heu- 
ristic way to devise a lexicon to describe mental condi- 
tions. 


It is important to note that these four theoretical impli- 
cations of the medical model are independent of one an- 
other. It is possible to advocate one and repudiate the 
others. (The only exception is that the first implication— 
organic etiology—would usually presume the other three 
as well.) A problem arises when a writer claims, Zor in- 
stance, that schizophrenia is an illness and says no more. 
We do not know which of the four medical model claims 
he is affirming and which of them he might repudiate. All 
we know is that he is probably claiming one of the four, 
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but he might even be affirming all four of them.’ In all 
likelihood he agrees with some and disagrees with others. 


THE ALTERNATIVES 


Authors of contemporary textbooks on psycho- 
pathology, attentive to the pluralistic nature of our field, 
often include a discussion of the various models of mental 
disorder. A typical list includes the medical model, the 
psychological model, the behavioral model, and the mor- 
al model. A close look at this list reveals that the latter 
three models have arisen in opposition to various aspects 
of the medical model. Specifically, the psychological, be- 
havioral, and moral models, as the terms typically are 
used, stand in respective opposition to the first three of 
the four medical model implications. I will describe these 
alternative models and elaborate on their relationships to 
the medical model: organic versus psychological, under- 
lying pathology versus behavioral, no responsibility ver- 
sus moral, categories versus antilabeling or anticategoriz- 
ing. 
|. To adhere to the psychological model is simply to 
claim that not all emotional disorders can be traced to or- 
ganic pathology. (Even a denial of the reality of mind can 
include the possibility that the basic biology of a mentally 
disturbed individual could be functioning within normal 
limits and that the manifest psychiatric condition had 
emerged from processes at a. higher organizational level, 
e.g., the learning process.) Just as the "organic condi- 
tion" implication of the medical model subsumed the 
other three, the term "psychological model" seems best 
used as an inclusive term, covering theoretical positions 
from Freud to Skinner :o Laing. 

2. The behavioral model (the learning model) 1s much 
more specifically opposite to the implication of underly- 
ing pathology of the medical model. The behavioral 
model says that the symptom is the condition rather than 
a manifestation of an underlying process. (Note the awk- 
ward phrasing with which the medical legacy leaves the 
behaviorist: a symptom symptomatic of nothing beyond 
itself.) This issue has often been argued on the battlefield 
of “symptom substitution." While proponents of the dy- 
namic viewpoint in psychiatry would fit in the non- 
medical model camp in adhering to the psychological 
model, in this instance they would be aligned with the 
medical model; this does not reflect any inconsistency in 
their position, only the ambiguity of the term "medical" 
model. 


‘Indeed, he might merely be claiming that schizophrenia is best treated 
by means of chemotherapy. Schwartz (4) recently advocated this kind 
of criterion as a means of distinguishing illnesses from nonilinesses. 
Such a criterion would appear to be a false solution, since the questions 
of whether or not a given patient should receive chemotherapy and, if 
so, whether its effects are palliative (versus curative) are often debat- 
able. Whether or not a person was considered sick would tend to be de- 
termined by the nature of the therapeutic biases of the professional who 
had responsibility for treatmert. (See Kolb's discussion published with 
Schwartz's paper.) Osmond's (5) distinction between the "impaired 
model" and the medical model appears likewise doomed, resting as it 
does upon the subjective judgment of the likelihood of success of thera- 
peutic ministrations. 
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3. The moral model (6) has arisen in opposition to the 
no-responsibility facet of the disease model, which claims 
that many or all persons with psychiatric disorders 
should be viewed as less accountable for their behavior 
than anyone else. The moral model rejects the view that 
individuals are passive victims of their psychiatric mala- 
dies. It stands in opposition to Freud's emphasis upon the 
unrealistic, neurotic nature of most guilt. The underlying 
controversy is, of course, over the issue of whether a de- 
terministic world view is to be applied to human behav- 
iors and, if-so, to which behaviors. The moral model is in 
large measure simply a scholarly statement of the free- 
will assumption that has long pervaded our society's pre- 
sumptions regarding kuman nature. Admittedly, the gen- 
eral rise of the scientific world view in the past century 
would almost certainty have brought with it the appli- 
cation of deterministic views to human behavior quite 
apart from use of the disease model of behavior dis- 
orders. Nonetheless, for reasons I will discuss, the de- 
terministic perspective has often come to be wedded to 
the medical tradition. (Several major theorists Bleuler, 
Freud, Horney—have taken equivocal positions on this 
issue [7].) 

No term has been coined and come into wide use to 
stand for the oppositicn to the fourth (classificatory) im- 
plication of the medical model, although there is no 
dearth of contrary opinions. One opposing viewpoint, 
most closely associated with Karl Menninger (8) and 
Rogers (9), is that the whole enterprise of diagnosing and 
labeling individuals is counterproductive. Another non- 
medical viewpoint accepts the labeling process as useful 
but argues that persons with emotional problems simply 
do not fall into discrete categories and that any attempt 
to get them to do so will of necessity rely upon arbitrary 
distinctions. More than a criticism of our present set of 
diagnostic terms, this involves a repudiation of any ty- 
pological strategy. The alternative most often suggested 
is to describe individuals in terms of their status on a 
number of salient dimensions. This usually entails an as- 
sumption of a continuity from psychological normality to 
abnormality and, at any rate, employs a set of labels 
quite unlike those used in specifying disease entities. 

At the risk of being redundant, I must stress that these 
various nonmedical model positions do not, for the most 
part, imply each other. Advocacy of one of them does not 
imply repudiation of all aspects of the medical model. 


SOCIOPOLITICAL IMPLICATIONS 


Thus far I have dealt primarily with the abstract issues 
involving the perspectives through which disordered be- 
haviors are viewed; I will now deal with the very tangible 
impact that those perspectives have on the way that the 
public and persons in need of psychiatric attention view 
emotional problems and on the way professional offer- 
ings are structured.? 


"There is a risk in such a discussion of speaking as if the terms (e.g., ill- 
ness) have some absolute force of their own. On the contrary, just as 


The aspect of the medical idiom that has had the most 
widespread effect is the no-responsibility tenet. The medi- 
cal model has often carried the banner in attempts to 
take a more deterministic, less vindictive view of abnor- 
mal human behavior because the easiest way to overcome 
popular insistence that all persons are responsible for 
what they do is by invoking the medical idiom. The issue 
has been especially important in certain legal contexts 
and with regard to public stigmatization of persons who 
behave abnormally. 

The intellectual basis of the moral model (i.e., the as- 
sumptions of personal responsibility and free will) is in- 
stitutionalized in our legal system. The medical model 
has been used in arguments to effect exceptions to the 
personal responsibility rule. Psychiatrists who have testi- 
fied in court cases in which the plea is “not guilty by rea- 
son of insanity” know well that an appeal to the illness 
idiom is not always successful in guiding a Jury’s attitude 
about a defendant's criminal responsibility. Perhaps this 
is not altogether inappropriate. There is a certain circu- 
larity to the argument that behavior ought to be viewed 
as determined when it is the result of a disease and decid- 
ing that it is the result of a disease when one feels that it 
ought to be viewed as determined (i.e., that the actor 
ought not be held responsible). 

Most would agree that calling emotional disorders ill- 
nesses has successfully reduced the extent to which they 
are associated with stigma and shame in the mind of the 
general public, although Szasz (10) has argued cogently 
that whatever attitude changes have been induced by the 
use of the disease label have tended to be cosmetic and in- 
substantial. At any rate, evidence indicating that destig- 
matization has accompanied the use of the disease idiom 
cannot be taken as proof that the attitude change was 
caused by its use; the two phenomena could both be man- 
ifestations of a broader cultural change.? Moreover, to 
concur that the medical idiom has had salutary effects on 
public attitudes is not to deny that a very effective public 
information program could be designed that would avoid 
the strategy of inducing the public to equate physical with 
mental disorders. 

The ongoing campaign for the destigmatization of ho- 


mosexuality has involved the official cessation of its being . 


considered a sickness. Involved here 1s the fact that, al- 
though a "sickness" — whether it be neurosis or cancer— 
Is something for which one is not responsible, it is still 
bad and needful of change. The use of medical terms has 


cultures are not static, the cultural manifestations of the medical model 
might well not be static. The illness label, being an open-ended term, 
could be expected to have different manifestations in different cultural 
settings, dependent on the nature of the culture and on the character of 
the arguments in which the term was frequently used. 


*A more general point related to this is that given that the medical mod- 
el, with all its varied ramifications, has long been the dominant one, it is 
quite impossible to know what aspects of the current scene are attribut- 
able to it and what ones are attributable to other forces alive in our so- 
ciety. That is, it is hard to distinguish “the impact of the medical mod- 
el" from "the fix we're in." I have been impressed with how often the 
attackers of the medical model recount the woeful state of affairs in the 
mental health area, as if all that is woeful about it is due to the medical 
model, but fail to show a direct relationship between the shortcoming 
and the model. 
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at times allowed psychiatry to avoid confronting some 
difficult ethical issues. To say, by fiat, that a behavior pat- 
tern represents sickness could be used as a very clever if 
not entirely honest way of declaring that it is easily defin- 
able, clearly bad, ard obviously deserving of change—in 
a way that makes legitimate disagreement difficult. Ev- 
erybody knows that sick is sick and it is better to be 
healthy than sick. 

Although the overlay of evaluative connotations that 
medical terms typically carry is particularly strong and 
hidden, the alternatives to the medical model are not 
markedly different from it in this regard. For instance, 
calling homosexual'ity a maladaptive behavior pattern 
would hardly guarantee that the negative evaluation im- 
plied by the illness idiom would be avoided; maladaptive 
is hardly a value-free term. 

General public attitudes regarding emotional disorders 
are, of course, paralleled by the way the afflicted individ- 
ual construes his difficulties. Even if he has not behaved 
illegally, he is concerned about his responsibility for what 
he has become and about his responsibility for self-resto- 
ration (11). The pragmatic application of the mecical 
model has inevitably involved some rather serious incon- 
sistencies. For instance, a clinician confronted with an in- 
dividual obsessed with guilt about violent or bizarre acts 
committed during a severe psychotic episode finds it diffi- 
cult to forego the expedient suggestion, “You couldn’: 
help it, you were sick then." The situation 1s quite differ- 
ent in the case of a character-disordered patient who in- 
sists that his misbehaviors represent a "psychiatric ill- 
ness" in order to assure himself that he need take no 
responsibility for his behavior. For the incapacitated and 
guilty, the disease idiom can be a blessing; in dealing with 
persons whose problem involves irresponsibility or in- 
ordinate passivity, it is a bane. Most psychiatric condi- 
tions, of course, involve some of each. While mentel 
health professionals acknowledge that the cognition “al- 
coholism is a disease" has played an important role in the 
recovery process of many severe alcoholics, they view 
somewhat dimly the press conference ploy used by the 
politician described earlier. Both medical and non- 
medical practitioners tend to give individual paiien:s 
mixed messages regarding how active a role they should 
take in their own recovery (11, 12). A general point to be 
made here holds whether or not one takes a deterministic 
view of human behavior; one's view of how determined 
his own behavior is is itself a potentially powerful influ- 
ence on one's behavior. 


IMPACT OF MODELS ON MENTAL HEALTH SERVICES 


It has been part and parcel of the ascendancy of the ill- 
ness model that the prime professional group working in 
the area constitutes a medical specialty. This hes had 
wide ramifications—from the high degree of profes- 
sionalism and high fees that are part of private psychiat- 
ric consultation (from both medical and nonmedical 
practitioners) to the nature of the power structure ia state 
psychiatric hospitals. (It could be argued that the impact 
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of the medical model is diminishing, perhaps in part due 
to the community mental health movement* and to a 
general reevaluation of medical delivery systems.) 

I do not intend to detail the virtues and evils of the 
medical model with regard to the delivery of psychiatric 
services. Rather, my purpose is to emphasize that the 
professional implications of the medical model are quite 
independent of its usefulness as a conceptual tool. The 
distinction is, in the words of Sarason and Ganzer (14), 
between “the medical model as a social and professional 
structure of authority and responsibility" and "its suit- 
ability as a theoretical and classificatory vehicle." The 
confounding of these two issues reaches a high level of 
folly when the statement **mental disorder is disease" is 
used as a euphemism for “mental disorders are the prov- 
ince of persons with an M.D." Whether or not either of 
these statements is true, they do not imply each other. To 
argue that the conceptual virtues of, say, the behavioral 
model justify the ascendancy of clinical psychologists is 
hardly more reasonable. The medical model argument 
would be valid to use in favor of psychiatric dominance 
only if 1) most psychiatrists adhered to the tenets of the 
model and most psychologists did not and 2) adhering to 
those tenets (and being trained on the basis of them) had 
a demonstrable and uniform effect upon an individual’s 
ability to manage and treat disordered persons. Neither 
of these conditions is, of course, met on the current scene. 
Indeed, Glosser’s empirical data (15) indicate that, with 
regard to the organic implication of the medical model, 
psychologists tend to favor the medical model side more 
than psychiatrists do. 

There are, to be sure, areas in which theoretical issues 
and professional prerogatives overlap. Evidence that cer- 
tain persons benefit from electroconvulsive therapy lends 
credence to a kind of medical model and also argues fora 
special role for persons having the training of the physi- 
cian. Evidence of the positive effects of token economies 
in mobilizing chronic patients supports a behavioral 
model and speaks for a professional structure in which 
clinical psychologists familiar with such methods are in a 
position of power. However, the linkages between theo- 
retical issues and professional designations are, to a cer- 
tain extent, historical accidents. Professional groupings 
are not immutable givens of nature. There is no reason 
why persons called clinical psychologists might not devel- 
op superior skills in determining when ECT should be 
given—nor is there any reason why psychiatrists might 
not become highly competent in the administration of 
wards using operant learning principles. The fact that 
current curricula may not typically produce such individ- 
uals hardly bespeaks a necessary and enduring relation- 
ship between theoretical tenets and professional align- 
ments. 

Debates regarding such issues of professional imperial- 
ism (and their spurious use of models as arguments) are 
not everyday events. The daily events that are influenced 


4See Skilbeck (13) for a discussion of the impact of one aspect of the 
community mental health movement-—the crisis intervention model— 
upon patients' views of their own disorders, especially as contrasted 
with the likely impact of the med:cal model. 
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by the various models are the decisions clinicians make 
regarding patient disposition and those researchers make 
regarding investigative strategy. That such decisions 
should be colored by the perspective of the decider is as 
inevitable as the diversity of models in a young and com- 
plex field. The influence of models in these contexts be- 
comes reprehensible only when it involves a double stand- 
ard of evidence. For instance, there is the behaviorist 
who, when shown tenuous evidence for the efficacy of his 
techniques, declares it definitive, but has a much im- 
proved critical sense when it comes to spotting minor 
weaknesses in studies in the area of psychiatric genetics. 
And there is the psychiatrist whose self-concept revolves 
around his identity as a medical professional to a degree 
that the virtues of any intervention with medical over- 
tones take on an exaggerated salience for him. The mod- 
els available to mental health professionals must always 
be tentative and subordinate to more general scientific 
and humanitarian canons. 


CONCLUSIONS 


The medical model really stands for a number. of 
claims that are, for the most part, independent of one an- 
other. The alternative models have arisen in opposition to 
the several claims subsumed under the medical model. A 
distinction deserves to be maintained between such sub- 
stantive issues regarding the conceptual value of the vari- 
ous models and the impact of these models upon society's 
ways of dealing with persons having emotional problems. 
Decisions regarding what therapeutic procedures are of- 
fered and who provides them must be made on empirical 
rather than ideological grounds. 
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Psychiatric Consultations in a Pediatric Hospital 


BY GEORGE A. AWAD, M.D., AND ELVA O. POZNANSKI, M.D. 


The authors conducted a study of 30 hospitalized 
children who were referred for psychiatric consultation 
and 60 hospitalized children who were not. They studied 
the medical charts of these children and administered a 
questionnaire including a checklist of behavioral 
symptoms to their parents. More psychopathology was 
found in the children referred for consultation, but about 
20 percent of the children not referred also showed a high 
degree of psychopathology. Factors found to be 
associated with referral for psychiatric consultation were 
older age, longer hospital stay, many previous ; 
hospitalizations, and ambiguous diagnoses. 


PSYCHIATRIC CONSULTANTS to medical or pediatric serv- 
ices have long been amazed by the factors that influence 
the process of referral. Some patients who need psychiat- 
ric help are not referred, while some who do not need psy- 
chiatric help are referred. A number of psychiatrists have 
come to suspect that there is no difference between 
patients who are referred and those who are not. 

The literature on the subject is minimal. Stocking and 
associates (1) studied the incidence of psychopathology, 
the frequency of its recognition, and the frequency of un- 
necessary hospitalizations in a pediatric hospital. Ac- 
cording to their criteria, 64 percent of the children stud- 
ied were in need of psychiatric help, but consultation was 
requested for only 11 percent of the sample. They also 
concluded that hospitalization was not necessary or ad- 
vantageous for 30 percent of the children and that the in- 
cidence of psychopathology among the whole sample was 
high. In another study (2), these researchers found that 
factors related to pediatricians' failure to recognize the 
need for psychiatric consultation included the acuteness 
of medical illness, its treatability, the age of the child, and 
the nature of the emotional disorder. 

Bolian (3) reported his experiences as a full-time hospi- 
tal-based psychiatric consultant. Subsequent to his ap- 
pointment to this position, there was a tenfold increase in 
formal consultation requests. He found that requests for 
adolescent patients predominated, that race was not a 
factor in referral, and that there were more consultations 
for girls than for boys and for free-care patients than for 
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private patients and those with health insurance, al- 
though the consultant was salaried. He also found that 
there were proportionately more referrals from the medi- 
cal than the surgical services and that 14 percent of these 
referrals were for suicide attempts. Bolian concluded that 
the system of care delivery is inefficient, that it is a "non- 
system of health care delivery." 

Monnelly and associates (4) reported their experience 
with 79 psychiatric consultations, which represented 1 
percent of the total admissions to a children's hospital in 
an 1 1-month period. The length of hospitalization of the 
patients who were referred for consultation was 5 days 
longer than the average hospital stay, and there was a 
higher proportion of girls referred. Most of the referrals 
in this study came from the medical services. The most 
common reasons for referral were symptoms of unknown 
etiology (30 percent), questions of depression (19 per- 
cent), behavior problems on the ward (13 percent), and 
specific symptom patterns (10 percent). Monnelly and as- 
sociates reported: only three suicide attempts, but the up- 
per age limit in their study was 15 years, compared with 
21 years in Bolian's study. 

The authors of these papers pointed out some of the 
general characteristics and problems associated with the 
process of psychiatric consultation. However, thev did 
not attempt to answer other questions about children 
who are referred and those who are not; all of the studies 
lacked a control group. We therefore started our study by 
posing some questions that arose from our previous con- 
sultation work. We then designed a project to attempt to 
answer them. We asked ourselves the following ques- 
tions: 

l. Is there a difference in the amount of psycho- 
pathology between a group of hospitalized children aged 
5 to 12 years who were referred for psychiatric consulta- 
tion and a matched group of hospitalized children who 
were not referred? 

2. Do children get referred for consultation for certain 
types of behavior problems more frequently than for oth- 
ers? | 

3. Is referral for psychiatric consultation influenced by 
the ambiguity of diagnosis, the length and number of hos- 
pitalizations, and the severity of the child's physical ill- 
ness? 

4. Do the demographic variables of age, sex, socioeco- 
nomic class, ordinal position in the family, and race in- 
fluence the number of referrals? | 

The influence of the attending pediatricians or house 
staff on the referral rate could not be studied because 
there was a rapid staff turnover rate on the services. The 
number of children of different races was too small to 
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reach any conclusion as to the influence of the variable of 
race. 


METHOD 


The study was conducted in C.S. Mott Children's Hos- 
pital of the University of Michigan. We collected 30 re- 
ferred patients and 60 control patients. By “referred 
patients," we mean hospitalized children who were re- 
ferred by the pediatric staff for psychiatric consultation; 
our control group was composed of hospitalized children 
who were not referred for psychiatric consultation. The 
study was conducted between March 1972 and February 
1973. The 30 referred patients were children aged 5 to 12 
years. We excluded patients over the age of 12 because 
their consultations were handled by the adolescent serv- 
ice; we excluded children under the age of 5 because the 
questionnaire we used was designed for school-age chil- 
dren. We also excluded children aged 5 to 12 years whose 
psychiatric referral was part of a routine medical work- 
up. 

The control group consisted of 60 children randomly 
selected from a sample of 1,200 children aged 5 to 12 
years. We estimated 1,200 as the total admissions of the 
5- to 12-year-old age group by determining the patterns 
of admissions of this age group for previous years. 

We studied the medical charts of all 90 children and 
administered a questionnaire to their parents. The ques- 
tionnaires were given to the parents of the children in the 
control group by one of us (G.A.A.) and to the parents of 
the referred patients by the consulting psychiatrists. The 
questionnaire included items on demographic data and a 
modification of the behavioral symptom checklist devised 
by Wimberger and Gregory (5). The medical charts of 
the 90 children were studied to determine the length of 
current hospitalization, number and length of previous 
hospitalizations, details on the medical work-up, and fi- 
nal diagnosis. There was no reason to suspect that our 
study influenced the rate of psychiatric referrals. 


RESULTS 


During the period of study, there were 77 referrals for 
psychiatric consultation. Of these, 31 did not qualify for 
the study according to the criteria listed above. Of the 46 
referrals that were eligible for the study, 16 refused to 
participate. The reasons given for refusal varied; they in- 
cluded hostility to psychiatry, doubts as to our reasons 
for conducting the study, and complaints about the 
length of time needed to fill out the questionnaire. In con- 
trast, there were no refusals to participate from the con- 
trol group. 


Amount of Psychopatholagy 


It is our working assumption that the higher the num- 
ber of behavioral symptoms, the higher the degree of psy- 
chopathology. Glidewell and associates (6) demonstrated 
that a reliable positive relationship exists between the 
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number, frequency, duration, and severity of behavioral 
symptoms reported by a child’s mother and the degree of 
sickness found in the child. In our sample, the mean num- 
ber of symptoms for the referred patients was 14.3 
(range, 4-45), while the mean for the patients in the con- 
trol group was 9.8 (range, 1-34) (p«.05 by Student's t 
test). Thus the referred patients were more symptomatic 
and therefore more likely to have more psychopathology 
than the patients in the control group (see table 1). 

To look at this result more thoroughly, we developed 
symptom profiles for the referred patients and the control 
patients. This was done by tabulating the symptoms most 
frequently checked by the parents of the referred patients 
and the control patients. The following symptoms were 
checked for at least one-third of the 30 referred patients: 
child's feelings are easily hurt, 20 of the 30 children; child 
is stubborn, 14; cries easily, 13; is bossy, 12; lacks self- 
confidence, 12; demands a lot of attention, 12; angers eas- 
ily, 11; is afraid to defend himself, 11; is easily led by oth- 
ers, 11; daydreams, 11; shows jealousy, 10; is unhappy, 
10; is shy, 10; blames others for his problems, 10; has 
poor relationship with siblings, 10; is resentful of dis- 
cipline, 10; and is fearful, 10. 

The following symptoms were found in at least one- 
fourth of the 60 children in the control group: child's feel- 
ings are easily hurt, 34 of the 60 children; child is stub- 
born, 20; has difficulty in finishing a task started, 19; is 
hurt in accidents, 19; has temper tantrums, 19; is over- 
active, 18; is shy, 18; keeps feelings to himself, 17; angers 
easily, 16; demands a great deal of attention, 16; and 
refuses food, 16. 

The first 2 symptoms, child's feelings are easily hurt 
and child is stubborn, were the same for both groups. 
Three other of the most common symptoms were the 
same for both groups: is shy, angers easily, and demands 
a lot of attention. The rest of the symptoms did not com- 
prise a specific style of behavior in either the referred 
patients or the control group. In fact, some of the symp- 
toms shown by both groups were contradictory, such as 
angers easily and is shy. In both the control and referred 
patient groups there was more than one style of behavior, 
and our profile is the composite of those styles. 

To summarize the above, while the referred patients 
were more symptomatic than the children in the control 
group, there was no particular style of behavior that led 
to the request for psychiatric consultation. 

This general finding should not distract us from ob- 


TABLE | 
Number of Behavioral Symptoms in 30 Referred Patients and 60 
Control Patients 


Referred Patients Control Patients 


Number of Symptoms N Percent N Percent 
1-10 i4 47 40 67 
10-20 10 33 . 15 25 
20-30 yd T 4 7 
More than 30 4 13 l 2 





serving that there were 5 control patients with 20 or more 
symptoms and 7 with 15 to 20: symptoms. Why were 
these 12 children not referred? To answer this question, 
we reviewed their charts in detail. We felt that 9 of these 
12 children seemed to have needed psychiatric evaluation 
but were overlooked by their pediatricians. Two others 
had medical problems that could explain the behavior 
problems (mental retardation and hyperthyroidism). One 
child was being seen by a private psychiatrist. 

Another important finding was the large number of re- 
ferred patients who were scored by their parents as hav- 
ing few behavioral symptoms. Almost half of the referred 
patients (14 of 30) were scored as having 10 or fewer 
symptoms. When we compared the referred patients with 
low scores (10 or fewer symptoms) with the referred 
patients with high scores (more than 10 symptoms), we 
found that one-third of the parents of both sets of chil- 
dren had marital problems and that one-third of the chil- 
dren had chronic illnesses. However, there were two fac- 
tors that differentiated the two groups of referred 
patients. The first was the extensive use of denial by the 
group with low scores. For example, three cases of hys- 
terical reaction, a diagnosis that implies the use of denial, 
were in the low-score group. 

Perhaps the most marked use of denial was observed in 
an 8-year-old boy who was found to be sick enough to be 
admitted to the inpatient psychiatric unit. This boy was 
scored as having only 5 symptoms. 


Case I. A.B. had intermittent crying spells lasting several 
days that started two months before admission. The start of the 
crying episodes coincided with the death of the boy’s grand- 
father, to whom he was very close. The patient was first hospi- 
talized in the same local hospital in which his grandfather had 
died. He was transferred to the inpatient unit of Children’s Psy- 
chiatric Hospital (CPH) after a negative organic work-up at 
Mott Children’s Hospital. Spells continued for a couple of 
weeks at CPH and then ceased without apparent reason. Dur- 
ing the time he was not crying, A.B. was a verbal, likable boy 
who was preoccupied with aggressive thoughts and play. A so- 
cial history taken later at CPH showed that the parents had se- 
vere marital problems. They alternately commented about 
them and then denied them. 


The finding that heavy use of denial in the family inter- 
feres with objective reporting on the questionnaire is to 
be expected. It also highlights the hazards of relying on 
questionnaires instead of clinical judgment in case find- 
ing. 

The second factor distinguishing the two groups of re- 
ferred patients was the number of parents or children 
who expressed a fear of death disproportionate to medi- 
cal reality in the low-score group. There were 5 parents or 
children who openly expressed a fear of death in the 
group of referred patients who were scored as having few 
symptoms, in comparison with only 1 child in the group 
with 11 or more symptoms. An example of a mother’s 
fear was seen in the case of B.C., whose score was 5. 


Case 2. This 12-year-old diabetic girl had been hospitalized 
15 times in 18 months for control of her diabetes. Interview 
with B.C. revealed a girl who was reluctant to reveal much 
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about herself and whe stated that being a diabetic presented 
“no particular problem.” Her mother’s major concern, which 
she openly stated, was whether B.C. was going to die or not. 


Perhaps parental fear of death inhibits parental anger 
and/or makes the child an idolized object with no faults. 
However, this is only speculation and does not explain 
the origin of the fear in the first place. We did not study 
this finding of fear in the parents or children in the group 
who scored low in behavioral symptoms in depth because 
we became aware of it only at the end of the study. 


Demographic Variables 


Age and sex. There was a significant diference be- 
tween the mean age of the referred patients (9.6 years) 
and that of the control patients (8.0 years) (p<.05 by Stu- 
dent’s t test). Being an older child increased the chances 
of being referred for psychiatric consultation. 

Table 2 shows that there were exactly the same per- 
centages of boys and girls in the control group and in the 
referred patient graup. Sex did not seem to be a factor in 
referral. 

Ordinal position. There was no significant difference in 
ordinal position in the family between the referred 
patients and the control patients (see table 2). The re- 
ferred patient group was different from the control group 
in that there were no firstborns among the referred 
patients. 

Social class. Table 3 shows the distribution of referred 
patients and control patients by social class and by mean 
number of symptoms. There was no continuous trend re- 
lating to social class in the referral pattern. Instead, there 
was a higher percentage of referred patients than control 
patients from the lower two classes, a lower percentage of 
referred patients than control patients from the middle 
class, and approximately equal percentages of both 
groups from the upper classes. The only tentative con- 
clusion we can make according to these data is that being 
in the lower social classes might increase the chance of 
being referred for psychiatric consultation in a pediatric 
hospital. : 


Factors Related to Hospitalization 


Length of hospitalization. The average length of hospi- 
tal stay for the referred patients was 16 days; for the con- 
trol patients it wes 12.6 days (p«.01 by Student's t test). 
The longer stay of the referred patient group appeared to 
be caused by a variety of factors, including the chronicity 
of their medical illnesses and the greater ambiguity in 
their medical diagnoses. This could have led to the staff's 
interacting more with the children, it could have allowed 
the staff more time to send in a referral slip, or the chil- 
dren could have developed symptoms relating to their 
hospitalization. 

Incidence of previous hospitalizations. The majority 
of the referred patients (77 percent) had been hospitalized 
in this hospital before; more than one-third had been hos- 
pitalized three or more times. The majority of the chil- 
dren in the control group (54 percent) had not been hospi- 
talized before. There are two explanations for this 
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TABLE 2 


Sex Distribution and Ordinal Position of 30 Referred Patients and 60 
Control Patients 





Referred Patients Control Patients 


Item N Percent N Percent 
Sex 
Male 17 57 34 57 
Female 13 43 26 43 
Ordinal position i 
Only child Q — 4 7 
Firstborn 10 33 21 35 
Middle born 9 30 i4 23 
Last born fI 37 21 35 


TABLE 3 


Social Class* and Mean Number of Behavioral Symptoms of 30 
Referred Patients and 60 Control Patients 


Referred Patients Control Patients 


Mean Number Mean Number 
Social Class N Percent of Symptoms N Percent of Symptoms 


i 4 13 8.5 12 20 8.1 
jI 6 20 1:2 6 10 7.6 
HI 5 17 12.3 20 33 10.0 
IV 6 20 14.5 13 22 9.4 
V 9 30 17.3 9 15 13.6 


*According to Hollingshead's three-factor index (7). 


finding. First, the referred patients were significantly old- 
er than the control patients and therefore had more 
chances of getting sick and being hospitalized. Second, 
the referred patient group was medically sicker and thus 
needed more hospitalization. These frequent hospital- 
izations increased the chances of psychiatric referral. 

One interesting finding is that the previous hospital- 
izations were related to the current one for most of the re- 
ferred patients (74 percent) but for a minority of the con- 
tro] patients (49 percent). This indicates that a 
substantial portion of the referred group had chronic 
medical problems. 

Severity and ambiguity of diagnosis. We could not find 
or develop any significant criteria for the severity or am- 
biguity of diagnoses. However, we did review the diag- 
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noses on the medical charts of all of the referred patients 
and of 54 of the control patients. It is our subjective im- 
pression that the children in the control group usually 
had clear-cut diagnoses and that most of their illnesses 
were mild. The exceptions were a few cardiac and burn 
cases in which multiple hospitalizations were used for 
specific treatments. The referred patient group as a whole 
was generally physically sicker and had a greater in- 
cidence of difficult diagnostic problems. 


SUMMARY 


This study shows that there was more psychopathology 
in 30 hospitalized children who were referred for psychi- 
atric consultation than in a control group of 60 hospital- 
ized children who were not referred. However, about 20 
percent of the control group showed a high degree of psy- 
chopathology suggestive of relatively serious psychiatric 
disorders. In addition, about half of the referred patients 
were scored by their parents as having very few behav- 
ioral symptoms. Denial of psychopathology and fear of 
death disproportionate to medical reality differentiated 
this group from the referred patients who were scored by 
their parents as having more than 10 behavioral symp- 
toms. There were similarities in the symptom profiles of 
the referred patients and the control patients; the differ- 
ences did not lead to different profiles. Factors associated 
with referral for psychiatric consultation were older age, 
longer stay in the hospital, many previous hospital- 
izations, and more ambiguous diagnoses. 
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Functioning at the Clinical-Research Interface: The Clinical-Research Meeting 


BY MICHAEL SACKS, M.D., EDWARD B. FINK, M.D., AND WILLIAM T. CARPENTER, JR., M.D. 


The authors describe their experience in carrying out 
clinical and psychobiological research in a therapeutic 
milieu setting. The clinical-research meeting, composed 
of clinical-care staff with secondary research 
responsibilities, researchers, and acutely psychotic 
patients, proved to be a useful mechanism for identifying 
and resolving inevitable problems at the clinical-research 
interface and enhanced the effectiveness of research 
implementation and patient care. The authors discuss 
three specific areas where covert issues threatened to 
undermine the work of the unit—the abrogation of 
research responsibility, the abrogation of clinical 
responsibility, and intergroup competition and envy. 


INPATIENT PSYCHIATRIC units organized around intensive 
biological investigations of relatively few subjects have 
become exceptionally fruitful for the study of psychoses. 
Despite, and partly because of, high staff-to-patient ra- 
tios, these units have major problems at the interface of 
clinical care and research. 

Epstein and Janowsky (1) and Reich and Weiss (2) 
have maintained that these units operate under the pres- 
sure of conflicting priorities. This is illustrated by the 
withdrawal of a successful medication because of a 
double-blind protocol. Bressler and associates (3) have 
raised the question of the traumautic input of an experi- 
ment on a subject and the clinical responsibility of the re- 
searcher to not harm his patient. Redlich and Brody (4) 
and Denbar (5) have drawn attention to the unconscious 
determinants of the behavior of the researcher. They have 
implied that, like the therapist, the researcher may un- 
knowingly be antitherapeutic in his work but, unlike the 
therapist, he does not have the safeguard of the clinical 
team with which he works. Crandall and associates (6) 
have stressed the importance of successful collaboration 
between researcher and clinician in order that both may 
effectively perform their work. 

Despite the growth that occurs in both the research and 
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clinical staff when taey work well together (7), it may be 
difficult for the two groups to collaborate successfully (1— 
4, 6-8). Some authors (1, 8) have maintained that an in- 
dependent consultant is required to mediate disputes be- 
tween the research and clinical staff. On the other hand, 
Reich and Weiss (2) have concluded that running a suc- 
cessful research ward in a therapeutic milieu setting may 
well be impossible. 

In this paper we describe our experience in carrying 
out clinical and psychobiological research in a therapeu- 
tic milieu setting. À specific mechanism, the clinical-re- 
search meeting, was designed to facilitate the identifica- 
tion and resolution of problems at the clinical-resezrch 
interface. Based upon 3 years of experience with this 
meeting, we will discuss several intragroup and inter- 
group phenomena that enhance or impede the work of 
this meeting. 


DESCRIPTION OF THE CLINICAL-RESEARCH UNIT 


The unit was designed to investigate acutely psychotic 
patients from a variety of clinical, phenomenological, 
biochemical, and physiological perspectives. A clinical 
program was established to treat psychotic patients in a 
therapeutic milieu with the maximum utilization of psy- 
chosocial and psychodynamic techniques. Self-under- 
standing was defined as therapeutic, and multiple individ- 
ual and group interactions were directed toward this goal 
by the clinical staff. The research was investigative, not 
therapeutic, and the patients were told that therapeutic 
gain does not result from research procedures. Rather, it 
was made explicitly clear that the patients were expected 
to participate in the research investigations as an aspect 
of their involvement with the unit, where they received 
psychiatric evaluation and treatment without cost. The 
maximum period of hospitalization was 18 weeks, and 
patients were discharged earlier as warranted by their 
clinical status. The usual census was 7 to 10 patients. 

Psychotic patients between the ages of 18 and 60 were 
admitted to the unit. The criteria for admission were the 
presumptive diagnosis of schizophrenia; the conspicuous 
presence of such symptoms as delusions, hallucinations, 
bizarre behavior, and formal thinking disorders; and 
adequate occupational and social functioning when not 
psychotic. Medication was stopped at the time of admis- 
sion but was occasionally used during the middle phase of 
the patients’ treatment. This permitted drug-free testing 
periods early and late in the hospital stay. A high staff- 
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patient ratio permitted greater use of psychosocial thera- 
peutic techniques and enabled agitated patients to remain 
more consistently involved in the milieu. The patients in 
this clinical program generally recovered; that is, they be- 
came nonpsychotic and were able to resume their social 
and occupational functions (9). 

This clinical research unit was set in the Clinical Cen- 
ter of the National Institutes of Health. The nursing staff 
consisted of a head nurse, 4 other registered nurses, and 8 
to 11 nursing assistants who provided shift coverage of 4 
to 5 people during the day, 3 to 5 in the evening, and 2 to 
4 during the night. The primary role of the nursing staff 
was clinical care; in addition, they assisted in the collec- 
tion of research data including biological specimens and 
daily behavioral ratings. The medical staff consisted of 3 
junior psychiatrists (clinical associates) whose roles in- 
cluded the clinical care of patients, frontline administra- 
tion of the unit, and research collaboration. A senior staff 
psychiatrist had overall responsibility for establishing 
and directing the clinical and research programs. As 
such, some staff members wore two hats simultaneously 
and/or changed them depending on issues and group 
process. In this paper the term “clinical staff" will be 
used to refer to all of these nurses and doctors, albeit 
equivocally to the senior psychiatrist. The term "research 
staff" will refer to a variety of collaborating researchers 
and research assistants who had no clinical responsibility 
and to the medical staff already listed, albeit equivocally 
to the clinical associates. 


THE CLINICAL-RESEARCH MEETING 


The clinical-research meeting, chaired by the psychia- 
trist with overall responsibility for the clinical-research 
program, met for | hour each week. The membership was 
composed of all patients, all clinical staff on duty, all re- 
search staff based on the unit, and representatives from 


several collaborating laboratories. The tasks of the meet- ..- 
ing were 1) to identify, illuminate, and resolve issues at 


the clinical-research interface, and 2) to enhance the ef- 
fectiveness of research implementation. Examples of the 
first task were to recognize the manner in which research 
tasks impede or facilitate clinical care; learn of patients' 
experiences and ideas emanating from their being sub- 
jects under investigation; deal with complications arising 
from actual and fantasized research endeavors, ranging 
from the unpleasantness of dietary control on a metabol- 
ic unit to distorted ideas about malevolent intent of urine 
collections and informed consent (10). Examples of the 
second task included the introduction of new protocols, 
evaluation of the current success of data collection, reso- 
lution of logistical problems of research scheduling, and 
presentation of research results. 

Each staff and patient at the meeting had the responsi- 
bility to identify relevant issues, provide information, and 
contribute ideas toward understanding and resolving clin- 
ical-research problems. For example, a staff member 
might question whether a patient could be managed off 
the unit for a particular investigation or a researcher 
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could question why there had not been successful partici- 
pation in a protocol. Because the membership comprised 
all of the people involved in the clinical-research opera- 
tion, the necessary information relating to these prob- 
lems was obtainable and decisions aimed at their resolu- 
tion could be taken. 

Patients were expected to provide information regard- 
ing their ideas, experiences, and fantasies about the re- 
search. They often made inquiries before and after the re- 
search concerning the effects of their participation in a 
research procedure. For example, following an investiga- 
tion that involved a lumbar puncture, patients asked 
questions that had not been anticipated and which 
patients to be studied were fearful of asking. Thus their 
belief that this procedure revealed their secret thoughts 
or that the removal of cerebrospinal fluid caused their 
brains to shrink could be openly discussed. By this proc- 
ess in which patient-subjects reported and inquired about 
their research experiences, participation was fostered, in- 
formed consent became a more meaningful process, and 
the clinical and research staffs learned more about the 
psychological significance of the research to the patients. 
This was important to the clinical staff in their treatment 
programs and to the research staff when they evaluated 
their data (11). 


OBSERVATIONS AND DISCUSSION 


The clinical-research meeting had many attributes, and 
both its accomplishments and problems were notewor- 
thy. During the 3-year life of this meeting, we were 
pleased with its economy for doing work, e.g., enhancing 
patient participation, providing a setting for an effective 
informed consent process, permitting early recognition 
and resolution of problems, reducing the amount of time 
required by leaders to become informed and reach deci- 
sions, and facilitating intergroup access. In this paper, 
however, we will focus on those problem areas where cov- 
ert intragroup and intergroup issues threatened to under- 
mine the avowed clinical and research work tasks. These 
three areas—the abrogation of research responsibility, 
the abrogation of clinical responsibility, and intergroup 
envy and competition— were chosen because they are 
critical issues and are relevant to units with dual (clinical 
and research) missions. 

Throughout the following discussion, the reader should 
remember that the membership of the clinical-research 
meeting consisted of three relatively distinct groups: 
patients, clinical-care staff, and research staff. The 
patient group was clearly defined, and the patients' pri- 
mary concern was their treatment, but they all accepted 
the responsibility of participating in the research pro- 
gram. All of the clinical-care staff had secondary re- 
search responsibilities, but only a few of the researchers 
also had clinical-care duties. Distinction between groups 
was blurred only insofar as the members of the medical 
staff belonged to both staff groups, with their primary 
identification depending on the content of a particular is- 
sue. 


ABROGATION OF RESEARCH RESPONSIBILITY 


There was ample evidence that the patient, clinical, 
and research groups did not feel fully comfortable with 
the research tasks of the unit. This was especially obvious 
early in the program. For example, a researcher asked 
the clinical staff whether a project was feasible consid- 
ering the severe symptoms of many of the patients. In- 
stead of responding, the clinical staff directed this ques- 
tion to the patient group. The patients, in turn, responded 
with either silence or disruptive behavior that interrupted 
the work of the meeting. This distraction prevented fur- 
ther discussion and implicitly provided a negative answer 
to the researcher’s question. In this example, the behavior 
of all three groups suggested their anxiety regarding the 
use of patients as experimental subjects. Under the guise 
of reasonable inquiry, both the research and clinical staff 
had abrogated their responsibility for research decisions. 
The patients, through their behavior, had refused to ac- 
cept it; in addition, through their disruptive behavior they 
forced clinical management to supersede research plan- 
ning. In this example, no one accepted responsibility for 
research decisions. 

Kubie (12) has commented on the guilt that accom- 
panies a scientist's research, especially when he relates to 
patients primarily as experimental subjects. Unlike the 
doctor-patient relationship, the research relationship 
may yield little or no therapeutic advantage to the patient 
but may be of considerable importance to the researcher 
in the success of his research and the advancement of his 
career. This may lead the members of the staff to doubt 
their clinical competence and to feel that they are ex- 
ploiting the patients. 

Another example of abrogation of research responsi- 
bility can be seen in the lack of attention to patient non- 
participation. Often, failure of a patient to cooperate in 
research was clearly irresponsible. Here we are not refer- 
ring to the patient's hesitancy to take an experimental 
medication but to behavior such as putting cigarette butts 
in the urine specimens or regular failure to collect urine 
samples. The members of the clinical staff were skilled in 
understanding and resolving an issue such as a patient 
hiding under his bed during group therapy. However, 
they might fail to note or explore a patient's lack of par- 
ticipation in research. The research staff at times mani- 
fested this same irresponsibility by hesitating to question 
patients and clinical staff about problems in research par- 
ticipation. 

It was only after considerable exploration of these ac- 
tivities over many months that all of the members of the 
clinical-research meeting began to recognize their collec- 
tive responsibility for the successful accomplishment of 
the research. The patients began to realize that their 
thoughts and feelings about the research were as valued 
as their participation and, in many instances, led to 
changes in the program. As collaborators, they began to 
work with newly admitted patients in identifying com- 
mon anxiety-provoking fantasies about the research that 
were often untrue or misleading. The members of the 
clinical staff gradually became less defensive when the 
failure to complete research protocols was discussed, and 
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they also became more autonomous and responsible for 
instituting measures to ensure successful research partizi- 
pation. The researca staff became less “apologetic” as 
problems at the clinical-research interface were defined 
and explored. The clinical and therapeutic potential of 
such collaboration became obvious, but it was only after 
1'/2 years that the so-called "research meeting" began to 
be called the “‘clinical-research meeting." 


ABROGATION OF CLINICAL RESPONSIBILITY 


The staff's attempts to disavow responsibility in their 
complex research roles had its parallel in the clinical 
area. The clinical-research meeting proved to be a setting 
in which to examine the problem of the abrogation of 
clinical responsibility by the clinical staff and the as- 
sumption of this responsibility by the researchers. For ex- 
ample, at times the staff members viewed the research 
procedures as the cause of clinical problems, and they 
therefore expected the research staff to be responsible for 
their resolution. In other situations the clinical staff de- 
valued clinical care by maintaining that they were work- 
ing on the unit simply to watch over the patients while 
the research was conducted. The research staff often 
yielded to the temptation to assume clinical leadership. 
For example, a patient asked a "scientific" question 
about schizophrenia. To everyone’s relief, a researcher 
answered eloquently, and no one pointed ou: that this 
transaction was aimed more at mutual gratification than 
at information. The entire group ignored the fact that 
understanding and responding to patients’ communica- 
tions about mental illness was within the expertise of the 
clinical staff. 

Abrogation of responsibility in the dynamic sense de- 
scribed here is commonplace, of course. What was im- 
portant was that the clinical-research meeting provided a 
mechanism for recognizing and modifying this behavior 
when it occurred. A poignant example of this process oc- 
curred when z young, single female patient asked if the 
genetics of schizophrenia were being researched. The re- 
search leader inquired as to why the patient was inter- 
ested in this question. It was then learned that the patient 
had asked several clinical staff members whether her ill- 
ness was inherited, and if so, whether she could marry 
and have childrea. The clinical staff had not explored this 
deeply personal question with the patient because it had 
been labeled as a research question about genetics. The 
clinical staff members understandably had attempted to 
avoid the discomfort that such an exploration might pro- 
duce. In the clinical-research meeting the clinical signifi- 
cance of this issue quickly emerged, and leadership in 
dealing with it vas appropriately assumed bv the clinical 
staff. 


COMPETITION AND ENVY BETWEEN THE CLINICAL 
AND RESEARCH STAFF 


Intergroup s:ruggles were regularly revealed through 
brief, almost offhand comments that implied sweeping 
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criticism. The accusatory quality of these remarks was 
apparent when an angry member of the research staff 
stated that it was cruel to keep a patient in seclusion or 
when a clinical staff member implied that the research 
leadership did not care about what happened to people as 
long as they got their data. Patients often exploited this 
split. 

These negative intergroup interactions were usually 
precipitated by a recognizable frustration (e.g., in- 
adequate numbers of nursing staff or failure to report a 
malfunctioning freezer where biological specimens were 
stored). But an undercurrent theme emerged so regularly 
that it was eventually made explicit and acknowledged: 
reciprocal envy between three competitive groups. 

The research staff manifested a considerable interest in 
clinical functions. This was especially true for those re- 
search members who did not have clinical backgrounds. 
Research staff often showed disdain toward clinical man- 
agement decisions. They would offer suggestions that 
seemed eminently reasonable but were maddeningly sim- 
plistic to clinicians. When such ideas were eloquently 
presented by research leadership, they often had the ef- 
fect of shaking the clinical staff's confidence. It would ap- 
pear that if only the clinical staff members were bright 
enough, they would be able to treat patients with ease. 
Patients would aggravate this blow to the clinician’s self- 
esteem by manifesting a decided interest in the research- 
er’s idea or being unusually responsive to his instructions. 
A screaming patient might suddenly fall silent when a re- 
searcher suggested that he “‘be quiet and let others talk." 
The patient might go so far as to express appreciation for 
the suggestion, as though it were novel. Such a situation 
illustrated the researchers’ competitiveness, the clini- 
cians’ envy of the researchers’ presumed effectiveness and 
authority, and the patients’ exploitation of the split. 

A more detailed example will illustrate these themes as 
an intergroup phenomenon. During one clinical-research 
meeting, a nonphysician researcher from a collaborating 
laboratory suggested that increased sensitivity to each 
other's problems could be gained if a research member 
lived on the unit for a few days. At first this suggestion 
sounded reasonable, and many were surprised when clini- 
cal staff members vigorously objected as though they 
were to be watched and evaluated. As the researcher ar- 
gued his position, he received support from the patient 
group. The nature of their support made one feel that op- 
position to this humane endeavor could only be based on 
paranoia unless, of course, the clinicians were being neg- 
ligent and cruel and did not want this discovered. Goff- 
man (13) and Caudill (14) have given examples of the 
wisdom of such a plan. 

This meeting ended without resolution, and further ex- 
ploration in two subsequent meetings revealed the follow- 
ing information. First, the idea of a researcher living on 
the unit had originated with a patient who suggested it to 
the researcher while participating in an experiment. This 
patient had been accusing the clinical staff of cruelty for 
several weeks. The idea, then, was not to increase aware- 
ness between groups but rather to have the research staff 
apprehend the clinical staff in wrongdoing. Second, the 
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researcher who introduced the proposal had himself in 
mind as the person to carry out this mission. His personal 
investment in this plan became clear, and he acknowl- 
edged his wish to share in the *'fascinations" of ward life. 
Here, as in many other instances, members of the re- 
search staff struggled with a profound desire to be thera- 
peutically involved with patients, and they felt that their 
own work-life was, by comparison, more prosaic. Third, 
the clinicians noted their envy of the researcher's appar- 
ent organization and competency. They contrasted their 
bewilderment over clinical issues to the ease with which 
the research staff could cope with complex material. The 
researcher seemed able to take the most complicated 
data to his computer for quick and certain answers. 

Thus in this situation we found that members of the re- 
search and clinical staff were envious, suspicious, and 
competitive with each other. The patients often partici- 
pated in the staff splitting described earlier. They fre- 
quently expressed envy of the staff's ability to function 
maturely and competition was seen regularly in patient 
behavior that seemed to mock or scorn the more mature 
aspects of staff functioning.! The patients' envy of the 
staff was fully reciprocated. Many members of the staff 
realized from time to time their wish to deal with the baf- 
fling, unending demands of the unit's work by becoming 
irresponsible and nonsensical. Furthermore, they often 
regarded the exciting mental activity of the patients as 
being preferable to scoring rating scales, preparing proto- 
cols, and other aspects of their work. 


CONCLUSIONS 


In this paper we have described a meeting that was use- 
ful in focusing on and resolving the difficulties that arose 
in functioning at the clinical-research interface. The diffi- 
culties included not only the administrative and tactical 
problems of a complex work situation but also the more 
profound covert issues that may totally undermine the 
organization. We have defined three such issues, as fol- 
lows: the abrogation of research responsibility, the abro- 
gation of clinical responsibility, and intergroup com- 
petition and envy. 

These issues are precisely what might have been ex- 
pected in a unit that consisted of patients, clinicians, and 
researchers, each of whom had his own work and respon- 
sibilities. Intergroup conflicts in such a situation are inev- 
itable, but our findings suggest that they need not be det- 
rimental to either research or therapy. In fact, the 
exploration of such conflicts and a constant vigilance 
against them seem to foster greater success in each of the 
respective endeavors. For the researcher, this meeting has 
increased the success of his research efforts by identifying 
and solving problems that otherwise might have covertly 
undermined his investigation (16). For the clinician, the 
patient's behavior and thoughts regarding research have 


! Searles (15) has described the scorning behavior of schizophrenic 
patients in psychotherapy as a defense against their fear of being disap- 
pointed by an adored and idealized therapist and their envy of him. 


become a valuable source of information in the eval- 
uation of the patient’s clinical problems and status. And 
finally, for the patient the meeting has provided an op- 
portunity for a rewarding and meaningful collaboration 
in the organization and evaluation of the research 
projects in which he is the subject. We have found that 
. the clinical-research meeting is an extremely useful struc- 
- ture in accomplishing the complex tasks of treating and 
investigating acutely psychotic patients. 
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Court-Mandated Treatment: Dilemmas for Hospital Psychiatry 


BY ROBERT LISS, PH.D., J.D., AND ALLEN FRANCES, M.D. 





The authors present clinical material to illustrate the 
special treatment and management problems posed by 
different types of mentally ill offenders; they suggest that 
court-mandated hospital treatment is often destructive 
and unrelated to the needs of the patient, the community, 
and the mental institution. The failure to create new 
kinds of institutions, combining modalities derived from 
the hospital and correctional systems, is traced to poor 
communication among the disciplines involved. The 
"mentally ill offender” is caught in the interplay of these 
systems and is consequently both their victim and 
victimizer. 


THE MENTALLY ILL OFFENDER Often becomes a nomad 
caught between the jurisdictions of law and psychiatry, 
neither of which knows quite how to deal with him. In 
this paper we will discuss the special treatment problems 
posed by such individuals in conjunction with their legal 
status. We hope to illustrate that the current "solutions" 
are absurd for many mentally ill offenders. Despite re- 
search and experience indicating that hospital treatment 
is often ineffective, inappropriate, and destructive, it con- 
tinues to be mandated by the courts. We will attempt to 
define a population of mentally ill offenders who should 
not be judicially remanded to the hospital and for whom 
other sorts of rehabilitative institutions need to be devel- 
oped. 


PSYCHIATRY AND THE LAW: FUNDAMENTAL 
DIFFERENCES 


Dynamic psychiatry and the law operate on radically 
opposed sets of assumptions. It is a necessary premise of 
the law that men act freely and may be held responsible 
for their actions. From this assumption flow the various 
penal methods for dealing with lawbreakers. Dynamic 
psychiatry has as one of its basic tenets the notion of psv- 
chic determination, 1.e., each act of an individual is multi- 
determined by unconscious as well as conscious forces, 
and one's choices are very much limited by a character 
structure whose formation and functioning is often 
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beyond one's willed control. Undesirable behavior is to 
be understood and treated rather than punished. 

In the face of the legal prescription of psychiatric treat- 
ment (court commitment), it is the law, not psychiatry, 
that defines the “‘mentally ill offender," i.e, those of- 
fenders who will be remanded to a hospital for treatment 
instead of going to prison. This decision is not generally 
informed in regard to the existence or lack of an effective 
treatment for the defined mental illness" (1, 2). 


THE SITUATION IN NEW YORK 


The problems caused by the legal prescription of psy- 
chiatric treatment in New York State most often follow 
actions under Section 730.50 of the New York Criminal 
Procedure Law (CPL). This section applies to indicted 
felons who are incompetent to stand trial and empowers 
the court to issue renewable one- or two-year orders of 
retention, placing the incompetent defendant in the cus- 
tody of the commissioner of mental hygiene until he has 
served two-thirds of the maximum sentence he could 
have received if tried and convicted. In May 1974 Section 
730.50 was amended to delete all references to “‘dan- 
gerousness." Before this change, a finding of dan- 
gerousness allowed the commissioner to send an in- 
competent defendant to Matteawan, a Department of 
Corrections institution, instead of to a civil psychiatric 
hospital. This legislative action was apparently a re- 
sponse to a New York Court of Appeals decision in 1973 
in the case of Kesselbrenner v. Anonymous (3), in which 
the court held that a civil patient, dangerous or not, could 
not be sent to Matteawan. As a result of the change in the 
New York CPL, only convicted and sentenced mentally 
ill offenders can be sent to Matteawan. In effect, these 
changes eliminate the possibility of separate facilities for 
mentally ill offenders. 


CATEGORIZATION AND CURRENT TREATMENT OF THE 
MENTALLY ILL OFFENDER 


We divide mentally ill offenders who are sent to psychi- 
atric hospitals into three categories, each of which 
presents different problems for treatment and manage- 
ment. 

1. The psychotic offender who is too severely impaired 
to be held responsible for his crime or to cooperate in his 
defense. If he could stand trial, this individual would 
probably be acquitted on an insanity defense. 

2. The person who was not impaired at the time of the 


criminal act but later becomes so acutely psychotic or de- 
pressed in prison that he needs psychiatric hospital- 
ization. These individuals very often have an impulse per- 
sonality disorder. The close structure and confinement of 
prison, with its homosexual threats and temptations and 
separation from familiar people and surroundings, some- 
times triggers an acute prison psychosis or depressive sui- 
cide attempt in people who would ordinarily have other 
channels for impulsive behavior. Removal from prison 
alleviates these psychotic or depressive symptoms, some- 
times causing an observer to conclude (mistakenly) that 
they were feigned. 

3. The manipulator who is in the hospital because it 
suits him better than prison does. 

We find that the present solutions are too unrelated to 
the needs of each type of mentally ill offender and that 
there 1s a haphazard "dumping" of patients from the 
courts of law and correctional facilities into psychiatric 
facilities. There is also a "conceptual dumping"—-a lack 
of clarity as to whether the offender should be regarded 
from the point of view of law or of psychiatry. The courts 
are too ready to recommend treatment where only custo- 
dial care exists (1), thus inappropriately applying psychi- 
atric concepts. In order to rectify this situation, psychia- 
trists must be willing to testify in court to document their 
field's limitations, perplexity, and frustration in treating 
manipulative psychopaths and individuals with impulse 
disorders. Psychiatrists who do not take this initiative are 
complying in the dumping process (4, 5) and are accept- 
ing "patients" for whom there is no treatment. 

We will present case material to illustrate two different 
categories of mentally ill offenders committed under Sec- 
tion 730.50 of the New York CPL and the impact of 
these patients on the hospital staff and functioning. The 
major points we will make about the manipulative 
patient are applicable with some modifications also to the 
patient with an impulse disorder. 


CASE REPORTS 
The Manipulative Psychopath 


Case 1. Mr. A, a 42-year-old man, came to the hospital after 
2'2 years at Matteawan. He had been arrested 3 years earlier 
for shooting a detective and was charged with assault; this of- 
fense carries a maximum sentence of 15 years. Mr. A had a long 
history of criminal and drug activities before becoming involved 
with the psychiatric system. After his last arrest, he began en- 
gaging in manipulative suicide gestures by slashing his arms, 
which had come to resemble a grid. Although Mr. A was clearly 
accomplished at dramatic self-mutilation without serious con- 
sequences, these gestures, along with his resigned and listless 
expression, were taken by a psychiatrist in the correctional 
system to be indicative of a psychotic depression that rendered 
him incompetent to stand trial. He was committed to the cus- 
tody of the commissioner of mental hygiene under Section 
730.50. 

Ward staffs often view court-referred patients with suspicion. 
When Mr. A “‘bragged” to them about a voice occasionally in- 
sisting that he “kill someone," a special atmosphere of dread, 
curiosity, and awe began to surround him. During his first 
month, Mr. À became ward president and helped organize ac- 


9 
ROBERT LISS AND ALLEN FRANCES 


tivities. The treatment plan was to evaluate his competency and, 
if possible, quickly return him to stand trial. Mr. A began <o 
discover and test the relatively flexible limits of a psychiatric 
hospital. Although rot allowed to leave the hospital grounds, he 
was able to depart f-om the open ward almost at will. He man- 
aged to visit an outside doctor who was treating him for “medi- 
cation-induced impotence," although very credible rumors in- 
dicated that Mr. A engaged in sexual activity with both staff 
and patients and was zlso involved in a profitable drug trace. 
He was well knowr. throughout the hospital and displayed in 
virtuoso fashion the psychopath’s ability to divide a ward staff 
internally (6, 7). 

It was finally decided that Mr. A was competent and should 
be returned to stand trial. On the appointed day, when the two 
detectives appeared, Mr. A casually went to the bathroom and 
soon emerged with his wrist bleeding. The detectives called the 
district attorney and the presiding judge, who ordered that Mr. 
A not appear in ccurt, presumably on the basis that no man 
who had slashed his wrist could be competent. This decision was 
made despite psychiatric determinations of competency by the 
team that had interacted with the patient for 7 months. 


This case illustrates the frequent confusion of com- 
petency with “sanity? or “nondangerousness” and the 
degree to which tae law can be evaded by an individual's 
use of manipulative self-destructive gestures. 


The Psychotic Offender 


Case 2. Ms. B, a 31-year-old single woman, had a long histo- 
ry of psychiatric hospitalizations that preceded any criminal in- 
volvement. She was first hospitalized (civilly) at age 20 with 
symptoms of paranoia and homosexual panic. She later stabbed 
a woman who had been a long-standing object of her fears, love, 
and hatred. She was found incompetent to stand trial (appropri- 
ately so) on her felony indictment and was instead remznded for 
a prolonged enforced hospitalization under Section 730.50. Ms. 
B had clearly been “incompetent”’ for years and years and gave 
no indication that she would ever become competent. Her delu- 
sional thinking became prevalent whenever she was anxious. 

Her court commitment under Section 730.50 meant that she 
was permitted no passes without the approval of the district at- 
torney. This crippled her incentive to "improve." The district 
attorney chose not to permit passes because she was a "'dan- 
gerous person," and he explicitly demanded that the staff take 
all “due precautions to prevent her from escaping." As there 
were no other patients on the ward in similar circumstances, she 
was a perpetual outsider, quite alone in her lack of even poten- 
tial freedom, singled out from and by other patients, and unable 
to participate in any meaningful way in the ward's treatment 
program. 

Ms. B completed two-thirds of her maximum sentence and 
was then converted to civil status. 


In a more recent case like that of Ms. B, the United 
States Supreme Court decision in the case of Jackson v. 
Indiana (8) would apply. This 1972 decision held that a 
person could be zonsidered incompetent to stand trial as 
a result of a criminal charge only long enough to deter- 
mine if there was a substantial probability of his achiev- 
ing competency in the foreseeable future. If there was 
such a possibility, the state would have to show some 
progress toward competency within a “reasonable period 
of time." In practice, this seems to mean about z year for 
a serious offense. The decision puts the burden of proof 
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on the state to show that treatment is being given and 
may be effective. 


IMPACT ON THE HOSPITAL 


The manipulator differs from the impulse disorder 
patient by having much greater ego control over his ac- 
tions. His flare-ups of violence and/or self-destruc- 
tiveness are less frequent, less chaotic, and more designed 
to achieve a specific end. These types of individuals, how- 
ever, have similar impacts on a hospital ward. They are 
quickiy recognized by others and themselves as different 
from the “regular patients.” They have the apparent 
strengths and resources to be the effective “missing link" 
" between the staff and patients. The patient rises to the top 
immediately and assumes control of therapeutic commu- 
nity meetings. He often has the drive, charisma, and ruth- 
lessness to dramatically improve the organization of the 
ward. 

The manipulator and impulse disorder patient soon 
give up helpful participation in the therapeutic commu- 
nity and develop instead a rapacious subculture, preying 
on the relative helplessness of other patients and on the 
psychiatric staff's tendency to “treat” people rather than 
“punish” them. These individuals learn to treasure the 
heady freedom from responsibility conferred upon them 
by virtue of their status as mental patients. 

The usual ward restrictions provide woefully in- 
adequate external structures for the manipulator or the 
impulse disorder patient, and this often results in a pro- 
gressive deterioration of his behavior (9). He may have 
been labeled neurotic or psychotic within the close struc- 
tures of a prison, but he becomes a relatively unconflicted 
"personality disorder" by virtue of the unintended in- 
vitation to act out in the more permissive hospital struc- 
ture. 

The need to have a hospital setting for the psychotic of- 
fender is clearer, since he is more likely to be similar to 
the other patients on the ward, fits into the existing treat- 
ment system, and has psychopathology the hospital is 
generally equipped to treat. However, problems arise 
here too by virtue of the patient's court commitment. The 
district attorney and the courts are the overseers of the 
patient's treatment. This makes sense in terms of their re- 
sponsibility to protect society and is fully appropriate in 
cases wherein treatment will be short term and the 
patient returns quickly into the legal system. It presents 
what may be insurmountable obstacles to treatment if the 
patient remains in the hospital for long-term or indefinite 
treatment. He becomes an isolate in the therapeutic com- 
munity, unable to participate fully in programs, unable to 
gradually readjust to tne outside world, and lacking in the 
usual incentives to increase self-control and socially ap- 
propriate behavior (1.e., passes and privileges). In addi- 
tion, it must be clearly recognized that the ‘“‘in- 
competent" patient protects himself from prosecution by 
remaining incompetent. The Jackson v. Indiana deci- 
sion (8) represents a beginning step to combat these di- 
lemmas. 
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DISCUSSION 


There is no comprehensive system in New York State 
for dealing with mentally ill offenders. Many such 
patients drift back and forth from prison to the hospital 
to the community. Society is neither affording itself pro- 
tection from this potentially harmful group nor con- 
fronting the difficult and unpleasant rehabilitation issues 
such people dramatize. Psychiatry, the law, and the polit- 
ical system have unwittingly allowed the creation of a 
system that makes no sense. 

There are several problem areas that must be consid- 
ered, and an attempt should be made to develop better 
structures for solving them. 

First, people who commit crimes because of a person- 
ality disorder are sent to hospitals for treatment that of- 
ten simply does not exist (1). As Lowenkopf and Yessne 
documented (10), these patients often tear the hospital 
apart, both by overt acts of violence and by non- 
participation in and subversion of treatment programs 
designed for schizophrenic and depressed patients. They 
often elope, return to the community, and commit re- 
peated offenses, only to be readmitted to a hospital set- 
ting that has failed to help them previously. 

Second, patients with prison psychoses are in a revolv- 
ing door situation. They become psychotic or depressed 
within the tight structure of the prison, which restricts 
their usual forms of acting out. This psychopathology of- 
ten disappears rapidly when they enter the relatively loos- 
er hospital structure, but returns when they go back to 
prison—a cycle that sometimes becomes endless. 

Third, the chronic psychotic offender who will be 
spending a long period and perhaps a lifetime in an insti- 
tution is not best served by being mixed with patients who 
are admitted for short-term treatment, who are allowed 
passes and privileges, and whose treatment is focused on 
a return to the community. An action under Jackson v. 
Indiana (8), if brought promptly, may be the solution 
here. 

There are no easy solutions to the very difficult prob- 
lems we have outlined. We are suggesting that current so- 
lutions are the result of haphazard and poorly planned in- 
teractions among law, psychiatry, and the political sys- 
tem. This issue is being discussed increasingly in the press 
and community forums, particularly in New York State. 
The facilities that now receive patients formerly sent to 
Matteawan have been offered no additional staff and, 
more importantly, no additional program planning for 
their management or treatment. 

It seems clear that impulse disorder and manipulative 
court patients should not be assigned to psychiatric hos- 
pitals that are dealing primarily with schizophrenic and 
depressed civil patients. Offenders with impulse problems 
who have acute prison psychoses and are awaiting sen- 
tencing are probably better managed in hospital units at- 
tached to the prisons and specializing in this problem. 
This follows the military principle of not allowing sec- 
ondary gain of illness and regards the episode in con- 
text, Le., as a traumatic prison neurosis or psychosis. 
This would be a short-term treatment to allow the indi- 





vidual to quickly return and participate in his legal de- 
fense. 

For those impulse disorder offenders who have been 
sentenced or otherwise have been found incompetent, a 
long-term disposition is often necessary. Current institu- 
tional solutions, both legal and psychiatric, are dismal 
failures. The most successful rehabilitation of impulse 
problems may well be within the therapeutic community 
model. 

There is resistance to the establishment of specialized 
institutions for the mentally ill offender because such in- 
stitutions have traditionally been scandalously managed. 
It has been difficult to merge the experiences and knowl- 
edge derived from psychiatric treatment institutions with 
the expertise and limits of a correctional confinement in- 
stitution. Our present system is clearly chaotic and de- 
serves study and change. We feel that psychiatry and the 
law should devote themselves to greater collaboration in 
establishing institutions that would reflect the advantages 
of each approach. This would replace the current empha- 
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sis of legal-psychiatric interaction, which fruitlessly cen- 
ters around the issue of competency. 
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Psychomotor Activity as a Correlate of Depression and Sleep in 


Acutely Disturbed Psychiatric Inpatients 


BY F. GORDON FOSTER, M.D., AND DAVID J. KUPFER, M.D. 


Combining a lightweight telemetric mobility sensing 
system with nightly EEG-sleep recordings, the authors 
obtained continuous monitoring of rest-activity cycles 
among psychiatric patients hospitalized for primary 
depression or acute schizophreniform thought disorder. 
The patients with primary depression had a significantly 
higher percentage of their total 24-hour motor activity 
distributed during the night. Furthermore, this increased 
nocturnal motor activity did not correlate significantly 
with concurrent EEG-sleep measures of wakefulness. 
Indeed, the best predictors of wakefulness were measures 
of daytime activity. This desynchronization of sleep and 
nighttime motor activity in primary depression may 
explain the need for combined pharmacotherapy in some 
severely depressed patients. The authors suggest that 
expressing activity as a percentage distribution function, 
rather than in terms of absolute amplitude, provides an 
objective diagnostic index of depression. 


THE DIAGNOSIS and drug treatment of affective and cog- 
nitive disorders rely heavily on an accurate clinical as- 
sessment of sleep and psychomotor activity patterns (1, 
2). In order to quantify this assessment, we combined a 
light-weight telemetric mobility sensing system with all- 
night EEG-sleep recordings. The current investigation, a 
sequel to our prior study of sleep, activity, and mood in a 
patient with psychotic depression (3), 1s our first cross- 
sectional analysis of these variables in a large sample of 
acutely disturbed psychiatric inpatients. 


METHOD 


Thirty-three acutely disturbed patients admitted to the 
clinical research ward were selected for this study. Each 
patient was diagnosed independently by two experienced 
research psychiatrists. Patients assigned a primary diag- 
nosis of depression conformed to Feighner and Wino- 
kur’s criteria for primary affective disorders (4, 5). There 
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were l] women and 6 men with a mean age of 47.5 
+2.4 years. By using the criteria of Perris (6), this de- 
pressive sample was subdivided into unipolar (N=12) 
and bipolar (N =5) subgroups. Patients diagnosed as suf- 
fering acute cognitive disorganization (ACD) all evi- 
denced what Detre (7) labels the acute schizophreniform 
cognitive mode as outlined by Payne and associates (8), 
McGhie and Chapman (9), and Chapman (10). There 
were 9 women and 7.men with a mean age of 26.9 
+3.2 years. This group was heterogeneous, including 
schizophrenic, paraphrenic, and schizophreniform dis- 
orders (11). 

All patients lived in the controlled environment of the 
clinical research ward and were expected to participate in 
all aspects of ongoing ward research including an initial 
two-week drug-free observational period, nightly EEG- 
sleep studies, continuous telemetric mobility recording, 
and appropriate diagnostic tests. All patients shared the 
same social calendar, participated in a vigorous thera- 
peutic community, and shared a light-dark cycle set by an 
external 24-hour clock. The ward schedule is dia- 
grammed in a previous publication (12). 

Motor activity was continuously monitored by a tele- 
metric mobility sensing system consisting of three com- 
ponents: 1) a lightweight transmitter; 2) an FM receiver; 
and 3) a digital readout. The transmitter is housed in a 
nylon cylinder and worn as a wristwatch on the non- 
dominant hand. Excursion of the ferromagnetic ball in 
the transmitter's inductance coil generates a frequency 
modulation in the carrier wave that is picked up by two 
dipole-folded S-shaped antennae located at either end of 
the ward. These signals are then demodulated and con- 
verted into a positive square wave capable of triggering a 
monostable multivibrator that provides a pulse of con- 
stant duration for the electronic counter. Technical de- 
scriptions of this instrumentation (13), comparison with 
a nontelemetric large scale integrated motion sensor, 
and transmitter reliability have been reported else- 
where (13, 14). For purposes of this study, the timer on 
the electronic counter initiated a readout cycle every 60 
minutes. These data were then summed for defined peri- 
ods of the 24-hour activity cycle (day - 7:00 a.m.-8:59 
p.m., evening «9:00 p.m.-11:59 p.m., night — 12:00 p.m.- 
6:59 a.m.) and calculated in terms of mean counts per 
minute (cpm). The data were also integrated by time seg- 
ment and divided by the 24-hour activity total to gener- 
ate the mean percent distribution of psychomotor activi- 
ty for each time segment. Patients diagnosed as being de- 
pressed and having ACD were studied for periods of 


16.2+3.5 and 11.142.3 drug-free days after completing 
the two-week drug-free '*washout"' period. 

The patients were studied by continuous nightly 
recordings of EEG, horizontal electrooculogram, and 
submental electromyograms in their own rooms on the 
clinical research ward. The methods used to obtain and 
score our sleep records have been described pre- 
viously (15). Those patients with depression and ACD 
were studied for a period of 6.140.8 and 4.64.05 drug- 
free nights, respectively. 

Patients completed self-ratings of depression and anx- 
iety three times weekly using the KDS-1 (16, 17). The de- 
pression subscale of this inventory includes such items as 
suicidal concern, lack of facial expressions, little spon- 
taneous speech, and feelings of sadness and worth- 
lessness; the anxiety subscale consists primarily of ob- 
servable manifestations of anxiety or panic. Clinician 
ratings were recorded twice weekly by a staff psychiatrist 
using the KDS-7. 

We compared diagnostic groups using a two-tailed t 
test for ungrouped data and analyzed the inter- 
relationships between motor activity, clinical ratings, and 
sleep using both Pearson zero-order and partial correla- 
tions. Probabilities were determined by using Fisher and 
Yates tables (18). 


RESULTS 


A comparison between patients with ACD and 
‘patients having a primary diagnosis of depression re- 
vealed that the depressive group was significantly older 
and was perceived as being more depressed by the clini- 
cian. In contrast to recent reports on the unreliability of 
self-rating scales (19, 20), our depressed patients accu- 
rately distinguished themselves from patients with acute 
cognitive disorganization by acknowledging a significant- 
ly greater number of KDS-1 self-rated items of depres- 
sion. The groups did not differ significantly on clinician 
or self-report scores on the anxiety subscale. 

As seen in figure 1, the depressive group had signifi- 
cantly (p<.01) higher absolute nocturnal activity (6.2 
cpm) and a higher percentage of their 24-hour psycho- 
motor activity distributed during the night (8.3 percent) 
than the ACD group (3.7 cpm, 4.5 percent) (p<.001), 
while the depressive group had significantly less of their 
24-hour activity during the evening (13 percent) than the 
schizophrenic population (16.2 percent) (p<.01). Despite 
the differences in evening and nighttime activity, there 
were no significant differences between the two patient 
groups on measures of total 24-hour activity. 

As reported previously (21—23), the depressed patients 
showed greater sleep discontinuity than the ACD group. 
This was reflected primarily by increased nocturnal 
awakening (p<.001) and less time spent asleep (p «.001). 
The depressive group also showed a selective decrease in 
the percent of delta sleep (p «.001). 

In the depressive group, both self-ratings and clinician 
ratings of depression correlated negatively with daytime 
motor activity, while clinician ratings of depression also 
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FIGURE ! 


Distribution of 24-Hour Activity During the Evening and Night in 
Patients with Primary Depression and Patients with Acute Cognitive 
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correlated negatively with evening activity (r— -0.69, 
p«.01). With the single exception of a positive correla- 
tion between evening activity and delta sleep (r=.62), 
there were no cther significant correlations between abso- 
lute motor activity and any of the sleep measurements in 
the depressive group. In contrast, ACD patients showed 
significant positive correlations between clinician ratings 
of anxiety and aksolute levels of motor activity through- 
out the 24-hour period (r=.54, p<.05). Within this group 
both REM latency and the time between the first and sec- 
ond REM period showed a positive correlation with ab- 
solute activity throughout the 24-hour period (r=.64, 
p<.01). At the same time, there was a negative correla- 
tion between evening and nighttime motor activity and 
various indices o? REM sleep (r«-.52, p<.05). 

The distribution of motor activity throughout the 24- 
hour period was examined in relation to clinical ratings 
and the sleep variables. In the depressive subgroup, clini- 
cian ratings of depression correlated with the percent of 
activity during the night (r=.68, p«.01). This correlation 
persisted without significant change when age, nocturnal 
awakening, and time spent asleep were held constant 
through partial correlation. When activity distribution 
and sleep parameters were correlated, a significant rela- 
tionship was jound between wakefulness and the distribu- 
tion of day (r=.75, p«.001) and evening (r=-.79, 
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p«.001) activity. When the ACD group was examined, 
clinical ratings of depression were significantly related 
(r=.63, p«.01) to the percent of evening activity. When 
sleep variables were examined within this group, various 
REM parameters, such as REM time and the number of 
REM periods, showed a significant relationship to the 
distribution of day (r=.56, p«.05) and night (r=-.54, 
p «.05) activity. Furthermore, there was a positive corre- 
lation between sleep latency and the percent of motor 
activity during the night (r 2.59, p «.05). 

Correlations were recalculated for the subgroup of 12 
unipolar depressives. Age correlated positively with all 
absolute measures of motor activity but did not show a 
significant relationship to the distribution of motor activ- 
ity. Although there were not significant changes in rat- 
ings between the entire sample and the subgroup, the dis- 
tribution of nighttime activity emerged as a more specific 
correlate of depression (r=.76) in this subgroup. Neither 
evening activity (13.3 percent) nor nighttime activity (8.5 
percent) varied appreciably from the entire sample 
(p>.2). 


DISCUSSION 


During the last two years, we have used a lightweight 
telemetric mobility sensing system in conjunction with 
nightly EEG-sleep studies to obtain continuous quan- 
titative monitoring of rest-activity cycles in psychiatric 
inpatients. Recent telemetric studies of nonhuman pri- 
mates by Stroebel (24) and Reite and associates (25) have 
demonstrated significant correlations between changes in 
ultradian rhythms such as heart rate, EEG-sleep, body 
temperature, and inferred depression. Similar studies of 
activity, sleep, and body temperature among free running 
human volunteers have revealed a highly significant rela- 
tionship between internal desynchronization of circadian 
rhythms and psychopathology as measured by the 
Maudsley Personality Inventory (26). 

Our study shows that depressed patients have a signifi- 
cantly higher percentage of nighttime activity than 
patients admitted with ACD and that this increase is due, 
not to a primary sleep disorder, but to a fundamental 
change in the phasing of psychomotor rhythms. This de- 
synchronization between sleep and psychomotor rhythms 
among our depressives is evidenced by 1) persistent cor- 
relations between the percentage of nocturnal activity 
and clinician ratings of depression when sleep parame- 
ters were held constant; 2) no significant correlations be- 
tween percentage of absolute nighttime activity mea- 
sures and EEG-sleep variables; 3) significant correlations 
between the percentage of daytime or evening activity 
and nocturnal wakefulness; 4) no appreciable change in 
either.the percentage distribution or the correlations 

‘when only. unipolar depressives were studied. Clinically, 
this desychronization or uncoupling of sleep and psycho- 
motor activity in depression may explain those cases of 
intractable or psychotic depression which require com- 
bined psychotropic intervention (tranylcypromine and 
lithium or amitriptyline and perphenazine (7, 27). In 
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these cases, the sleep discontinuity and increased noc- 
turnal psychomotor activity may only respond to such 
combined treatment. 

The most significant finding in the ACD group is the 
positive correlation between absolute activity throughout 
the day and a prolongation of REM cycle length. Wheth- 
er this represents a nonspecific effect of anxiety, which 
also correlates with absolute activity throughout the 24 
hours, or 1s syndrome-specific to schizophrenia requires 
further study. However, by using autocorrelation and 
Fourier transformation of 132 days of continuous tele- 
metric data in a female schizophrenic, stepwise linear re- 
gression of the amplitudes and phase angles of dominant 
subharmonics against EEG-sleep variables has demon- 
strated an exquisite coupling of ultradian psychomotor 
rhythms and REM parameters in this patient. If these 
findings persist in other longitudinally studied schizo- 
phrenics, we would assume that the relationship between 
motor activity and REM cyclicity found in this cross-sec- 
tional analysis is specific to schizophrenia and not sec- 
ondary to a nonspecific activation of the ascending retic- 
ular activating system and limbic system. 


CONCLUSIONS 


We wish to emphasize the usefulness of expressing ac- 
tivity as a percent distribution rather than in terms of ab- 
solute amplitude. Because most patients vary around 
their own stable mean (with clinical remission prompting 
an internal rearrangement of the 24-hour total), attempts 
to generate statistically significant amplitude character- 
istics for discrete nosologic types are confounded by sub- 
stantial variance within each diagnostic sample. The cal- 
culation of a percentage of distribution overcomes this 
statistical problem and also facilitates comparison of 
psychomotor data between laboratories using different 
Sensors. 

Furthermore, patients treated in a high-expectation 
therapeutic community respond to the social constraints 
of that milieu with a remarkable uniformity in their level 
of psychomotor activity. In this study, the 24-hour mean 
activity for the depressed group (23.5+:2.8 cpm) was in- 
distinguishable from that for the ACD group (23.0 
+2.5 cpm). Nevertheless, differences in the distribution 
of activity were significant. Thus, while it may be difficult 
to assess the impact of social constraint on the amplitude 
of psychomotor activity in other hospital settings, it is 
hoped that the distribution of activity will emerge as a 
useful diagnostic index of depression. 
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Sleep-Related Penile Tumescence as a Function of Age 


BY ISMET KARACAN, M.D., (MED. D.SC., ROBERT L. WILLIAMS, M.D., JOHN I. THORNBY, PH.D., 


AND PATRICIA J. SALIS, M.A. 





The authors conducted a study of nocturnal penile 
tumescence {NPT} in 125 healthy males aged 3 to 79 by 
means of EEG recordings to provide normative data on 
how general the phenomenon is, its range of 
characteristics, and how it is related to man's sexuai 
function. The results indicate that NPT occurs 
consistently in a healthy male population, that its 
expression is significantly affected by age, that it is 
related to stage of psychosexual development, and that it 
is worthy of further investigation. Clinical experience 
indicates that it is a useful, objective method of 
discriminating among various types of biogenic and 
psychogenic impotence. 


AMONG THE RESULTS Of Aserinsky's exciting discovery of 
rapid eye movement (REM) sleep in 1953 (1) was the re- 
discovery of the phenomenon of nocturnal penile tumes- 
cence (NPT). Erections during sleep had been described 
as early as 1940 by Halverson (2) and 1944 by Ohlmeyer 
and associates (3); Aserinsky noted that the duration and 
cyclicity of the erections described by Ohlmeyer and as- 
sociates closely resembled the corresponding measure- 
ments for REM sleep. 

As Fisher (4, 5) and Snyder (6) have suggested, the in- 
terest in the study of dreams engendered among research- 
ers by Freud’s theories of psychologic function resulted in 
a special interest in REM sleep because it was demon- 
strated that dreams are most likely to be reported if an 
individual is awakened during REM sleep. This interest 
naturally extended to nocturnal erections because they 
provided a potential tool for the exploration of the sexual 
nature of dreams. 

Beginning in 1965 there was a sharp increase in the 
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amount of research devoted to NPT. Karacan (7) and 
Fisher and associates (8) reported that in young adult 
males a majority of nocturnal erections are related to 
REM sleep. Karacan (7) further determined that mani- 
fest anxiety in dreams is accompanied by significant 
changes in REM-related tumescence. The early years of 
research on NPT were also characterized by a systematic 
search for a valid and reliable transducer of tumescence. 
A number of devices have been described (7-13), among 
which is that now employed in our laboratory (13). 

Several years ago we began a systematic exploration of 
the ontogenetic changes in NPT. Our rationale for under- 
taking this project was multifaceted. In the first place, we 
recognized that a primary goal of research on a newly 
discovered (or rediscovered) phenomenon should be to 
determine how general the phenomenon is. Knowledge of 
the generality of the phenomenon provides data for as- 
sessing its significance. Furthermore, such data contrib- 
ute important information concerning the most profit- 
able future research strategies. When we began these 
studies, our only information concerning NPT came 
from observations of a small number of infant and young 
adult males. Thus, although certain theoretical proposi- 
tions suggested important implications of the phenome- 
non, there was insufficient information on whether it is 
prevalent enough to merit further exploration. 

Another reason for undertaking this project was to 
provide normative data on the range of values of NPT 
characteristics. Normal values would be useful in assess- 
ing the diagnostic and prognostic value of measures of 
NPT in clinical conditions. It might be hypothesized that 
abnormal manifestations of NPT would provide a tool 
for determining whether impotence is primarily biologi- 
cally or psychologically determined in specific patients. It 
is of course impossible to assess the abnormality of a 
patient's NPT characteristics if normal values are not 


available. 


A third reason for studving NPT as a function of age 
was to assess the degree to which the phenomenon is re- 
lated to the sexual function of man. One method of ap- 
proaching this problem is to describe the manner in 
which variations in the NPT phenomenon coincide with 
variations in other manifestations of sexual function. We 
might predict that if NPT reflects some aspect of man's 
sexuality, there should be discernible differences between 
the NPT characteristics of young children and those of 
adults. We might also predict that during puberty and 
adolescence, when sexual maturation 1s most accelerated, 
there would be striking changes in NPT characteristics. 





| 
| 
| 
| 
| 
| 
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Finally, we would expect that the NPT characteristics of 
the elderly would differ from those of younger men be- 
cause aging is accompanied by changes in many of the 
biological systems subserving sexual function and be- 


cause sexual activity typically decreases with increasing 


age. | 

The present report |presents selected initial results of 
the project we began several years ago. It describes the 
major NPT characteristics of groups of healthy males be- 
tween the ages of 3 and 79. A sufficient number of sub- 
jects was included in each age range to provide reliable 


data. ! 


METHOD 


A total of 125 healthy boys and men served as subjects 
for this study. None'of them was taking drugs, and all 
were free of disturbances of sleep and of potency. Table 1 
shows the distribution of these subjects among 11 age 
groups as well as the age ranges and average ages for 
each group. | 

Subjects in group 4 (see table 1) were specially selected 
according to the following criteria: at the time of study 
they all showed evidence of pubertal growth, as defined 
by Donovan and van der Werff ten Bosch (14), and none 
had shown such evidence of pubertal growth one year be- 
fore the study was initiated. Our selection criterion of 
good mental and physical health resulted in a uniquely 
healthy sample of older men. Our rejection rate for the 
older groups was high, but the subjects selected were no- 
table for their mental alertness and physical vigor. 

Each subject slept in the sleep laboratory for at least 
three consecutive nights, and a majority slept there for 
seven or eight consecutive nights. In most cases (N =97), 
data from the second and third nights were used for this 
analysis. In the remaining 28 cases, technical difficulties 
necessitated the use of data from two other of the second 
through the sixth nights. Data from the first night were 
never used, nor were data from nights following days on 
which subjects had consumed drugs or alcohol or taken 
naps. 

Our sleep EEG, electrooculographic (EOG), and tu- 
mescence recording and scoring procedures have been de- 
scribed elsewhere (15, 16). In this study, all subjects were 
allowed to sleep for as long as they usually did, but they 
were awakened if they were still asleep at the end of their 
regular amount of.time. 

According to our scoring procedures, each tumescence 
episode is classified as a REM episode if at least 1 minute 
of the episode occurs during REM sleep or as a non- 
REM (NREM) episode if it occurs exclusively during 
NREM sleep. A distinction is made between REM-re- 
lated tumescence! and simultaneous-REM tumescence. 
REM-related tumescence represents the total time of tu- 
mescence episodes that overlap with REM sleep by at 
least | minute, and simultaneous-REM tumescence rep- 
resents only the time during which REM and tumescence 
actually occur simultaneously. 

In our scoring of NPT data, each episode is also cate- 
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TABLE | 
Characteristics of 11 Age Groups Among 125 Male Subjects 








Group Number in Age Range Average Age 
Number Group (years) (years) 
l 10 3-5 4.2 
2 14 6-8 7.4 
3 7 10-12 11.3 
4 13 13-15 13.7 
5 16 16-19 17.2 
6 17 20-29 23.8 
7 8 30-39 33.9 
8 10 40-49 44.4 
9 15 50-59 54.1 
10 9 61-67 63.6 
11 6 70-79 74,7 


gorized as either a maximum episode or a semi-episode. 
Maximum episodes are those in which the circumference 
of the penis is between 81 and 100 percent of the circum- 
ference representing maximum turgidity for the subject 
(the subject’s maximum turgidity is ascertained by ques- 
tioning him or by direct observation in the case of ycung- 
er subjects); semi-episodes are those in which the circum- 
ference of the penis is between 20 and 80 percent of 
maximum circumference. This categorization was de- 
vised in order to reflect the fact that NPT is not an all-or- 
none phenomenon. The data from this study were scored 
using these categories, but in this report we present re- 
sults only for total tumescence and its relationship to 
REM and NREM sleep. 

Our standard analysis of tumescence data consists of 
computations of over 70 measurement values. For this re- 
port we have selected for examination a subset of mea- 
surements that exhibit the most interesting changes 
across age groups. An initial analysis indicated that the 
time from sleep onset to final morning awakening (sleep 
period time) changes significantly (p«.001 by one-way 
analysis of variance [17]) with increasing age. Since all of 
the measurements reflecting amounts and frequencies are 
dependent upon the length of the sleep period, we per- 
formed the following transformations of the raw data: 
amount measurement values were transformed to per- 
centages of sleep period time, and frequency measure- 
ment values were transformed to number per hour 
(rates). These transformations allowed us to assess 
changes in measurement values across age groups that 
were independent of changes in sleep period time. In the 
interest of brevity, only transformed NPT deta are 
presented here. However, sufficient data are presented to 
permit conversion back to the original raw values. 

In order to gain further information on the nature of 
the ontogenetic changes characteristic of NPT, we esti- 
mated curves that would appear to describe the data for 
each measurement in the best way. Exponential decay or 
growth curves were estimated for selected ranges of 
points using the nonlinear least-squares method (17). 
Straight-line estimates were obtained using the least- 
squares regression method (18). These theoretical curves 
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or straight lines will be described when they are of inter- 
est. 


RESULTS 


For all of the measurements to be discussed here there 
were statistically significant changes across age groups 
(p«.05 or better by one-way analysis of variance [17]), 
for both the raw and the transformed data. Transforma- 
tion of the amount and frequency data tended to diminish 
differences among age groups. Thus decreases in various 
raw measures of NPT among older age groups are at 
least partially explained by similar decreases in the length 
of the sleep period, but the persistence of significant dif- 
ferences in the transformed data gives evidence of the 
existence of true ontogenetic chánges in NPT. 

Figure | presents the data for sleep period time for all 
of the subjects. There was a rapid decrease in sleep period 
time throughout the teen years, with no apparent further 
change from the 20s through the 50s. Men in their 60s 
and 70s exhibited a slight increase in sleep period time. 
An exponential decay curve fit the data from ages 10 
through 79 almost perfectly. 

The total REM time shown in figure | is of interest pri- 
marily because of the close relationship between REM 
sleep and NPT. The figure shows that total REM time 
decreased progressively throughout the preteen and teen 
years and then remained constant at approximately 100 
minutes per night throughout the following years. 

Total tumescence time, in minutes per night, is also 
shown in figure 1. In figure 2 it is expressed as a per- 
centage of sleep period time. By either method of ex- 


FIGURE 1! 
Changes with Age in Sleep Period Time, Total Tumescence Time, and 
Total REM Time* 
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FIGURE 2 


Changes with Age in Total Tumescence Time as a Percent of Total 
REM Time and in Total Tumescence Time as a Percent of Sleep Period 
Time* 
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pression it is evident that total tumescence time de- 
creased from age 13 through age 79. The decreasing 
trends were approximated very well by exponential decay 
curves: The asymptotic amount of tumescence was ap- 
proximately 1.5 hours per night, or 20 percent of sleep pe- 
riod time. ' 

The direct relationship between total tumescence time 
and total REM time is also shown in figure 2, in which 
the amount of tumescence is expressed as a percentage of 
the amount of REM time. The relationship was approxi- 
mately equal during the preteen years. During the teen 
years the maximum percentage occurred, indicating that 
the amount of time spent in tumescence underwent an in- 
crease independent of any increase in REM sleep time 
during this important period of development. This maxi- 
mum ratio was followed during succeeding years by an 
exponential decay to the initial equal amounts of NPT 
and REM. 

The percentage values for the amount of all REM-re- 
lated tumescence are plotted in figure 3. It should be re- 
membered that this measure reflects the total time of tu- 
mescence episodes that overlapped with REM sleep for 
at least 1 minute. Figure 4 shows the rate at which these 
episodes occurred. Both of these measures of REM-re- 
lated tumescence were estimated to decrease at an ex- 
ponential rate with increasing age. The average length of 
REM-related tumescence episodes was found to decrease 
at approximately a linear rate after age 12 from 40 min- 
utes during the earliest teen years to about 30 minutes in 
the 70s. 

In contrast to the measures just discussed, the measure 
of all tumescence simultaneous with REM sleep reflects 
only the time during which tumescence actually over- 
lapped with REM sleep. For example, a tumescence epi- 
sode 30 minutes in length may begin during the last 10 
minutes of NREM sleep before a REM period. The total ` 





FIGURE 3 

Changes with Age in Amount of All REM-Related - Tumescence, 
Amount of All NREM-Related Tumescence, and Amount of All Tumes- 
cence Simultaneous with REM Sleep* 
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FIGURE 4 
Changes with Age in Number of All REM-Related Timieseence Epi- 
sodes and Number of All NREM-Related Tumescence Episodes* 
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30-minute amount would be included under the definition 
of all REM-related tumescence, but only 20 minutes 
would be included under the definition of all simulta- 
neous-REM tumescence. As shown in figure 3, after age 
9 there was a roughly linear decrease with age in the 
amount of tumescence occurring simultaneously with 
REM sleep; it decreased by approximately one- -half from 
the early teens to the 70s. 

When we consider the minutes of tumescence simulta- 
neous with REM sleep as a percentage of the minutes of 
all REM-related tumescence, the following percentages 
for the youngest age group through the oldest age group 
result: 71, 73, 70, 69, 59, 67, 64, 59, 62, 61, and 60 percent, 
respectively. Thus from 59 to 73 percent of the tumes- 
cence in REM-related tumescence episodes actually oc- 
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-curred during REM sleep, and from 27 to 41 percent ac- 


tually occurred during NREM sleep. It should be 
particularly, noted that during the years between 16 and 
19 there was a drop (decrease from 69 percent at ages 13 
to 15 to 59 percent at ages 16 to 19) in the amount of 
REM-related tumescence that actually occurred simulta- 
neously with REM sleep. 

The measure of all NREM-related tumescence reflects 
all tumescence that occurred exclusively during NREM 
sleep. Both the amount (shown in figure 3) and the rate 
(shown in figure 4) of this type of tumescence decreased 
between ages 10 and 29 and then gradually increased in 
later years. From the 20s onward, the men in our study 
groups averaged less than one NREM tumescence epi- 
sode per night and spent less than 2 percent of sleep peri- 
od time in this activity. We therefore conclude that NPT 
Is rarely.associated exclusively with NREM sleep. 


DISCUSSION 


These data provide clear evidence that. NPT occurs 
consistently in heaithy human males between the ages of 
3 and 79. In fact, all of the 125 subjects whom we moni- 
tored for this study exhibited erections during sleep. 
There is evidence that an analogous phenomenon occurs 
in females (19-21) and in some lower male animals (22- 
26). It is tempting to believe that the ubiquity of this phe- 
nomenon indicates that it has some as yet unknown vital 
functional significance to the organism. 

Since NPT occurs consistently, the next problem is to 
determine whether its characteristics are the same in all 
individuals or change as a function of a particular quality 
or. qualities. The data we have presented here demon- 
strate that the age of the individual has a very significant 
effect on the expression of NPT. 

Several of the ontogenetic trends in these data suggest, 
at least indirectly, that NPT is in some fashion related to 
stage of psychosexual development as well as to sexual 
capacity and function. For example, the high amounts of 
tumescence during the prepubertal and pubertal years 
and the gradual decline in tumescence from puberty 
throughout the later years conforms to our present con- 
ceptions of man's psychosexual development. Further- 
more, our da:a indicate that the periods of prepuberty 
through adolescence are characterized by marked activi- 
ty in NPT; the maximum amount or frequency of 17 of 
the 27 measurements we have examined so far occurred 
during this period. Many of these-measurements are in- 
terdependent, of course, but it will be interesting to deter- 
mine in future research whether those which exhibit their 
maxima during the period of sexual maturation are more 
directly reflective of psychosexual development than 
those which exhibit their maxima at other periods of life. 

The relative changes in the measurements reflecting 
REM-related and NREM-related tumescence bear spe- 
cial mention. The increase in total tumescence during the 
prepubertal and pubertal years reflects at least some in- 
crease in NREM-related tumescence. It is as if the pro- 
pensity to exhibit NPT during this period of sexual matu- 
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ration is so great that the tendency for it to be more or 
less associated with REM sleep is overridden. Further- 
more, there was a slight but consistent decline in REM- 
related tumescence during the 20s through the 70s and a 
concomitant, although not entirely equal, increase in 
NREM -related tumescence. This increase in NREM-re- 
lated tumescence at the expense of REM-related tumes- 
cence may well bear some relation to the changes in sex- 
ual capacity and function that occur with aging. 

These data have convinced us that NPT is a phenome- 
non worthy of further investigation. The fact that it is a 
consistently occurring phenomenon and that it is also rel- 
atively stable from night to night makes it amenable to 
systematic study. We believe that future research on its 
nature and significance may provide important informa- 
tion concerning the biological correlates of sexual behav- 
ior and the mechanisms of sexual pathologies. It may 
also prove to be a useful tool for study of the effects of 
drugs on sexual function. 


Clinical Applications 


In the clinical setting, measurement of NPT has al- 
ready contributed to the more rational diagnostic eval- 
uation of impotent patients. Techniques now exist for 
both the surgical (27) and the psychological (28) treat- 
ment of erectile impotence. However, the use of these 
treatments necessitates more stringent diagnostic eval- 
uations than have been used in the past. It is no longer a 
matter of purely academic interest to differentiate 
patients with biogenic impotence from those with psycho- 
genic impotence. Moreover, for surgery candidates it is 
.necessary to determine how the patient will adjust psy- 
 chologically to restoration of erectile capacity. 

To date we have evaluated 55 men with impotence of 
'various etiologies. All were candidates for surgical im- 
plantation of a penile prosthesis (27). By assessing the 
NPT characteristics of these men, we were able to dis- 
criminate the following types of patients: 1) those with 
suggestive organic problems and good psychological 
health whose impotence was biogenic (e.g., the diabetic 
who failed to exhibit normal NPT), 2) those with sugges- 
tive organic and psychological problems whose impo- 
tence was biogenic (e.g.. the neurotic diabetic who failed 
to exhibit normal NPT), 3) those with suggestive organic 
and: psychological problems whose impotence was psy- 
chogenic (e.g., the neurotic diabetic who exhibited nor- 
mal NPT), 4) those with psychological problems and no 
immediately apparent relevant organic problems whose 
impotence was biogenic (e.g., the neurotic patient who 
failed to exhibit normal NPT and who was later found to 
have relevant neural deficits), and 5) those with psycho- 
logical problems and no immediately apparent relevant 
organic problems whose impotence was psychogenic 
(e.g., the physically healthy neurotic who exhibited nor- 
mal NPT). 

: NPT recordings are the only objective method of mak- 
ing these discriminations. Two-thirds of our patients 
failed to exhibit normal NPT; all of these patients sub- 
sequently received the prosthetic implant and have ap- 
peared to make satisfactory physical and psychological 


936 Am J Psychiatry 132:9, September 1975 


postsurgery adjustments. The patients with normal NPT 
were usually referred for psychological treatment; their 
ultimate adjustment is yet to be determined. This clinical 
use of NPT recordings seems to us to be its most valuable 
application. | 
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Informed Consent in Voluntary Mental Hospital Admissions - 


BY GRACE B. OLIN, M.A. AND HARRY S. OLIN, M.D. 


The authors studied the amount of understanding that 
100 mental hospital patients had of a voluntary 
admission application they signed upon entering the 
hospital. Only 8 patients were rated as being completely 
informed of the terms of the contract at the time of 
admission; 15 of 33 patients reinterviewed about 10 days 
after admission showed increased understanding. 
Minimal differences were found between 81 state hospital 
_ patients and 19 private hospital patients. The finding that 
few voluntary patients are fully informed to give consent 
to. hospitalization poses a dilemma because of the trend 
to give personal responsibility to the patient. 


ADMISSION TO A MENTAL HOSPITAL is usually a time filled - 


with confusion for the already disturbed patient. In Mas- 
sachusetts, however, all patients not committed by a 
court are legally required to make an important decision 
at the time of admission; they must choose between be- 
coming a voluntary patient or an involuntary patient. 
Voluntary admissions have increased: nationwide, and 
this has been especially true in Massachusetts because of 
a November 1971 change in the admission laws requiring 
that prospective civil patients be presented with the op- 
portunity to sign into a mental hospital as voluntary 
patients. 

The prospective patient’s understandin g of the terms of 
voluntary admission seems basic for a valid contract be- 
tween patient and hospital. However, little attention has 
been given to the amount of understanding that the 
patient has of the contract made with the hospital when 
he voluntarily admits himself. 

The meaning of voluntary status is itself debated. 
Szasz (1) stressed the idea that voluntary admission is of- 
ten a “covert form of involuntary mental hospital- 
ization.” Involuntary provisions contained in the condi- 
tional voluntary contract may be used by hospital 
authorities to petition the court for involuntary com- 
mitment in the event that a patient who is thought likely 
to cause serious harm to himself or others gives written 


Ms. Olin is Research Assistant, Medfield State Hospital, and Dr. Olin 
was Director of Psychiatry, South Shore Unit, Medfield State Hospital, 
Medfield, Mass. Dr. Olin is now Acting Chief of Psychiatry, Veterans 
Administration Hospital, Brockton, Mass. Address reprint requests to 
Ms. Olin at 55 Windsor Rd., Waban, Mass. 02168. 


938 Am J Psychiatry 132:9, September 1975 


notice of wanting to leave the hospital. Because of these 
provisions, Szasz contended that the patient is not abso- 
lutely free to leave and is more like a prisoner in jail. 

McGarry (2) argued that the vast majority of volun- 
tary patients are free to leave the hospital at any time and 
that the hospital is therefore hardly like a prison. He 
stated that only a small number of patients who are 
judged dangerous to themselves or others are detained by 
mental hospitals in order to have a hearing in court re- 
garding continued hospitalization and that voluntarism is 
a major landmark in moving from coercion to con- 
sent (3). 

The debate is valid, since both arguments are derived 
from statistics on patient admissions and discharges, atti- 
tudes toward treatment, or court opinions defining “‘vol- 
untary patient." However, if a patient does not compre- 
hend his voluntary contract, the contrdct’s meaning and 
therapeutic value to the patient can be questioned. | 

The primary purpose of our study was to examine the 
amount of understanding that hospitalized patients have 
of the terms of voluntary admission. We hypothesized 
that on admission to.a mental hospital there would be an 
inverse relationship between a patient's confusion and his 
understanding of the voluntary contract. As the patient's 
confusion cleared, his understanding of his voluntary 
status would increase. 


METHOD 


A total of 100 newly admitted voluntary patients ran- 
domly selected during the 3-month period of the study 
were interviewed, using a questionnaire designed to rate 
their comprehension of their voluntary status. Eighty-one 
of the patients had been recently admitted to Medfield 
State Hospital, and 19 were in a small private psychiatric 
hospital. All of the patients studied were between the ages 
of 16 and 73; the median age was 32. The interviews were 
conducted a few minutes after admission to one week af- 
ter admission. 

Thirty-three patients at Medfield State Hospital were 
interviewed twice, once within 5 days after admission and 
again approximately 10 days after admission. The pur- 
pose of the second interview was to determine what shift, 
if any, took place in the individual's understanding of his 
voluntary status. The 19 voluntary patients in the private 
psychiatric hospital were interviewed once to ascertain if 
there were any gross differences in understanding be- 


tween patients hospitalized in a larger state hospital and 
those in a smaller private hospital. 

Since there were relatively fewer newly admitted 
patients in the private psychiatric hospital, the inter- 
viewer (G.B.O.) studied all of the available voluntary 
patients there. When interviewed, these 19 patients had 
been hospitalized from a few days to nearly | year. 

When the interviewer was present during the admission 
procedure, she noted the careful manner in which the vol- 
untary contract was explained to the patients in both hos- 
pitals. 


The Admission Contract 


All 100 of the interviewed patients had signed an appli- 
cation for voluntary admission, which is based on Sec- 
tions 10 and 11 of Chapter 123 of the Massachusetts 
General Laws. The terms of the voluntary admission ap- 
plication are presented in Appendix 1. This contract is 
signed by the patient in the hospital at the time of admis- 
sion. 

Approximately 60 percent of all Medfield State Hospi- 
tal patients were brought to the hospital involuntarily in 
accordance with Section 12 of Chapter 123 of the Massa- 
chusetts General Laws, by which involuntary admission 
for 10 days is requested. This temporary involuntary ad- 
mission paper is usually made out by.a physician outside 
of the hospital who thinks that hospitalization is urgent 
and necessary, despite the patient's refusal. 

Except for some categories of court-committed 
patients, all mental hospital patients, including those in- 
voluntarily admitted in accordance with Section 12, must 
by law be offered an opportunity to become voluntary 
patients at the time of admission. 


The Questionnaire 


By personally interviewing each of the 100 patients, the 
interviewer minimized ambiguity and misunderstanding 
of the questionnaire. The interviewer directed each 
patient's attention to the voluntary contract he made 
(e.g., “the white paper that you signed in the admission 
room"). Emphasis was placed on the patient's answering 
the questions in his own words. 

The four following questions comprised the question- 
naire: 1) What is your understanding of voluntary admis- 
sion to the hospital? 2) How does a patient get out of the 
hospital? 3) What could a patient do to initiate his release 
from the hospita? 4) What are the terms of the agree- 
ment for care and treatment in the hospital? 

The interviewer repeatedly attempted to clarify the 
patients' answers in order to rate their levels of under- 
standing. Patients often demonstrated knowledge that 
spanned two levels; however, we chose the level that most 
of the responses reflected. 

Initially, 90 Medfield State Hospital patients were 
studied; this group plus the 19 private hospital patients 
totaled 109. The responses of 101 patients were rated 
identically by both raters; the raters differed on 8 cases. 
Seven of the 8 dissimilar ratings occurred in the twice- 
interviewed group, and | occurred with a once-inter- 
viewed patient. These 8 cases plus | case chosen at ran- 


. 
GRACE B. OLIN AND HARRY S. OLIN 


dom were omitted in order to have a group of 100 pa- 
tients rated identically. 


Levels of Understanding 


The patients' responses to the questionnaire were rated 
as to the level of understanding shown by the patient. The 
following five levels of understanding were determined: 

l. Irrelevant response: patient answered questions, but 
answers had no apparent logical meaning. 

2. Patient responsive to questions but had no informa- 
tion, e.g., "I don't know." 

3. Patient responsive to question but had erroneous in- 
formation, e.g., ^I signed myself in for 10 days." 

4. Patient had incomplete information, e.g., the patient 
was aware that he could write a “3-day letter" but was 
not aware that the court could be petitioned for in- 
voluntary commitment. 

5. Patient had complete information. 


RESULTS 


Only 8 of the 109 patients were rated as fully informed 
concerning the ierms of their voluntary admission at the 
time of the first interview. The number of patients rated 
at each of the levels of understanding defined above is 
shown in table 1. Most of the patients in both hospitals 
were scored at the second, third, and fourth levels. 

It is of interest to compare the patients rated at level | 


TABLE | 
Levels of Understanding of 81 Medfield State Hospital Patients and 19 
Private Psychiatric Hospital Patients 


Number of Patients at Each Level of 
Understanding 


Patient Group Level 1 Level 2 Level 3 Level 4 Level 5 


Medfield State Hospital H1 16 18 28 8 
Private psychiatric hospital 2 2 6 9 0 
Total 13 18 24 AMI 8 
TABLE 2 


Diagnoses and Previous Psychiatric Admissions of Patients Whose 
Understanding Was Rated at Level l and at Level 5 


Number of Patients Number of Patients 
Item Rated at Level ! Rated at Level 5 


Diagnosis 
Organic brain syndrome ` 
Schizophrenia 
Manic-depressive psychosis 
Personality disorder 
Neurosis 
Adjustment reaction 

Previous psychiatric 
admissions 
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TABLE 3 
Shifts in. Levels of Understanding of 33 Medfield State Hospital Pa- 
tients Interviewed Twice 


Number of Patients at Each Level of Understanding 


Item Level 1  Level2  Level3  Level4 Level 5 
First interview 4 7 8 11 3 
Second interview i 5 i0 9 & 


understanding with those rated at level 5 by diagnosis and 
previous psychiatric admissions (see table 2). It is appar- 
ent that the more seriously ‘disturbed patients, especially 
those with a thought disorder or an organic impairment, 
were scored at level I. 

Thirty-three of the 81 Medfield State Hospital patients 
were interviewed twice. Fifteen demonstrated- a shift to- 
ward increased understanding (see table 3). The largest 
gain was made in level 5; 3 patients showed this level of 
understanding during the first interview, but 8 were 
scored at this level during the second. The number of 
patients who were scored at level | decreased from 4 to 1. 
Three patients shifted backwards; 1 of these openly 
wished to remain in the hospital. The level of understand- 
ing of 15 patients was unchanged. 

An impression gained by the interviewer was that some 
patients tended to avoid responsible participation in their 
own care. For instance, a 25-year-old patient rated at lev- 
el 4 stated, “If you want to leave, you write to the super- 
intendent. You're supposed to give 3 days’ notice." When 
the interviewer asked what would happen when a request 
for discharge was denied, this patient replied, “The 
patient would be disappointed, but the doctor knows 
best." 

Other patients emphasized that they had to be “good” 
in order to "earn" their way out of the hospital. Many 
patients confused Sections 10 and 11 with Section 12 of 
the admission laws. One voluntarily admitted woman 
said she would be “‘free to leave in 3 days to 10." Here it 
seemed that the 3-day notice and the 10-day term of in- 
voluntary admission were confused with each other. 


DISCUSSION 


In 1881, Massachusetts became the first state to pro- 
vide for voluntary admissions to state mental hospi- 
tals (4). Forty-nine of the 50 United States now have leg- 
islation for voluntary admissions (4). In 1949, however, 
voluntary admissions constituted only 10 percent of 
138,253 admissions to state mental hospitals (4). By 
1961, the voluntarily admitted patients had increased to 
nearly 24 percent of all admissions (4). The mental hospi- 
tal admission laws of Massachusetts, which were revised 
in November 1971, heavily favor voluntary admissions. 
In 1970, there were 83 voluntary patients out of 936 ad- 
missions to Medfield State Hospital, nearly 9 percent. 
Two years later, in 1972, 572 of the 801 patients admitted 
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to this hospital entered as voluntary patients, a rise to 
over 71 percent. 

The increasing number of voluntarily admitted 
patients reflects a steady progress in the treatment of 
emotional disorders. We concur with the view that the 
patient's personal participation in his hospitalization be- 
gins with his signing in as a voluntary patient. 

This study's major finding, however, is that only 8 out 
of 100 patients were judged to be fully informed con- 
cerning voluntary admission when interviewed shortly af- 
ter admission. The consequences of minimal knowledge 
or partial knowledge demonstrated by the 92 uninformed 
or ‘partially informed patients are many. For example, 
some patients were surprised that there was no assurance 
of their being able to leave the hospital within 3 days af- 
ter a request to leave; they were unaware of the existence 
of a court procedure to detain them if necessary. Some 
patients felt betrayed when they found this out. Over half 


of the patients were initially involuntarily admitted to the 


hospital for 10 days; many of these temporarily in- 
voluntary patients were unaware that the voluntary ad- 
mission form they signed supplanted the 10-day in- 
voluntary. admission. Confusion was revealed when 
voluntary patients stated that they were in the hospital 
for only 10.days. 

The search for accurate knowledge during the initial 
weeks of hospitalization seemed to occupy a large part of 
the patients’ attention. "How do I get out of here?" was 
too often their focus, rather than "What can I get out of 
being here?" At the private hospital, where most of the 
patients interviewed were not seen immediately after ad- 
mission, there seemed to be less concern about discharge. 
These patients may have expressed concern about dis- 
charge earlier or may have maintained better contact 
with their families and friends and thus felt less aban- 
doned. They might have been more sophisticated about 
mental illness and might have felt less stigmatized be- 
cause the surroundings of the private hospital were more 
pleasant than those of the state hospital. 

The massive lack of comprehension by patients of their 
voluntary status is clear, but what can be done? Our orig- 
inal hypothesis that newly admitted confused patients 
would show a shift toward increased understanding in a 
relatively short time was proved by our findings. How- 
ever, given the current focus on the individual's rights, it 
would be regressive to defer voluntary contract decision 
making until after the patient has been hospitalized. 

In Massachusetts and in the other 48 states that have 
provisions for voluntary mental hospital admission there 
are probably thousands of patients with only partial or no 
understanding of their voluntary admission status. The 
dilemmas that these patients confront us with are two: 
How can a patient participate in his treatment as a volun- 
tary patient without a full understanding of his voluntary 
admission contract? The second dilemma concerns cur- 
rent social policies, legal trends, and treatment practices. 
Social policies, as reflected in mental health legislation 
and recent court decisions, are increasingly recognizing 
that autonomy and responsibility reside in the individ- 
ual's own decisions, even if the individual is mentally ill. 


Yet the majority of the individuals in this study did not or 
could not act on their own behalf in a fully autonomous, 
responsible manner. In the resolution of these dilemmas 
lies the practical meaning to our social policies, court de- 
cisions, and treatment practices. 
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APPENDIX | 
Items on the Massachusetts Application for Care on a Condi- 
tional Voluntary Basis 


l. I wish to be admitted in the above facility on a conditional 
voluntary basis for care and treatment for the following prob- 
Bm ——— 2. 5 ee CE p LAU LL t e | 
2. I understand tha: I am free to leave at any time if I give writ- 
ten notice to the Superintendent, provided, however, that :he 
Superintendent may, in his discretion, delay my departure for 
at least three days from the time of my notice, and also may pe- 
tition the district court for my further retention if it appears 
necessary to him. 

3. I understand that during my hospitalization and any after- 
care I will be provided with care and treatment which may in- 
clude the injection of medicines. 

4. Identifying data: 
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Meditation and the Prevention of Alcohol Abuse 


BY MOHAMMAD SHAFII, M.D., RICHARD LAVELY, AND ROBERT JAFFE 


The authors surveyed the frequency of alcohol use in 
individuals identified as practitioners of Transcendental 
Meditation ( N - 126) and a matched control group (N = 
90). No control subjects reported discontinuation of beer 
and wine use; 40 percent of subjects who had meditated 
for more than 2 years reported discontinuation within the 
first 6 months. After 25-39 months of meditation, this 
figure increased to 60 percent. In addition, 54 percent of 
this group, versus 1 percent of the control group, had 
stopped drinking hard liquor. The authors suggest that 
meditation could be an effective preventive tool in the 
area of alcohol abuse. 


ALCOHOLISM is one of the country's major health prob- 
lems, ranking third as a cause of death. Each year, 13,000 
individuals die of cirrhosis of the liver caused by alcohol- 
ism. Half of all automobile fatalities and more than half 
of the major injuries in car accidents are directly related 
to the use of alcohol. Automobile accidents are the major 
cause of death in individuals aged 16-24, and 60 percent 
of these accidents are related to alcohol use (1). Half of 
all homicides in this country are committed under the in- 
fluence of alcohol, and one-fourth of all suicide victims 
have a significant amount of alcohol in their blood- 
streams. Marital disharmony and divorce are 7 times 
higher in alcohol abusers than in the general popu- 
lation (2). 

In a careful survey of drug and alcohol use among 
American youth, Johnston stated, *Alcohol...is the na- 
tion’s number one drug problem... . Alcohol is probably 
the most widely used psychoactive-substance in America 
today, with the exception of caffeine, and this fact is as 
true among young people as it is among their elders" (3, 
p. 9). 

Data from 1970 indicate that approximately 50 per- 
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cent of college students surveyed had used hard liquor or 
wine in the previous month, and 60 percent had con- 
sumed beer (4). The Purdue Opinion Panel reported that 
27 percent of high school students surveyed in 1957 in- 
dicated that they had had their first drink by age 14; by 
1969, this figure had increased dramatically to 55 per- 
cent (5). 

The annual per capita consumption of alcoholic bever- 
ages in the United States increased by the following per- 
centages from 1950 to 1971: hard liquor, 92.5 percent; 
wine, 44 percent; and beer, 14 percent (6). There has also 
been a considerable increase in the number of drinkers: in 
1940, 38 percent of women and 64 percent of men were 
drinking regularly (i.e, consuming 3 ounces of hard li- 
quor or the equivalent per day); by 1965, the figures were 
60 percent and 77 percent, respectively (1). 

Our orientation is similar to that of Chafetz and asso- 
ciates who emphasized the need for preventive methods 
in the area of alcohol abuse in the First Special Report to 
the U.S. Congress on Alcohol and Health. 


No battle against a public health problem can gain a sig- 
nificant victory if it attends only to the casualties. Appropri- 
ate treatment of persons who are abusing alcohol—the pri- 
mary condition that may lead to alcoholism——can intercept 
the development of many cases of alcoholism. Yet much of 
the work in the field of alcoholism has been focused on treat- 
ing late-stage victims of the disorder. Programs that are ex- 
clusively therapeutic or rehabilitative will not result in long- 
term conquest of the problem unless ways of preventing new 
cases of alcoholism are developed. (1, p. ix) 


It is essential to find both better therapeutic techniques 
to treat alcoholic patients and means for decreasing or 
discontinuing the automatic and socially sanctioned use 
of alcohol in the young and middle-aged. This study was 
designed to assess the potential of Transcendental Medi- 
tation (TM)! as a preventive tool in alcohol abuse. 


MEDITATION AND ALCOHOL ABUSE 


In a study on the effect of TM on drug abuse, Benson 
and Wallace reported, “‘In the six-month period before 
starting the practice of Meditation, 60% of the subjects 
took hard liquor and, of these, about 4% were heavy 
users. After twenty-one months of the practice of Medi- 
tation approximately 25% took hard liquor and only 
0.1% were heavy users” (7, p. 373). Unfortunately, the 
authors did not have a matched control group, their sub- 


‘Transcendental Meditation and TM are trademarks of the World Plan 
Executive Council-United States. 


jects were not a representative sample of meditators, and 
their findings were presented in a somewhat confusing 
manner. 

In our earlier studies (8, 9) we found that 77 percent of 
subjects who had been meditating more than 2 years 
stopped using marijuana and 57 percent stopped smoking 
cigarettes. These findings led us to wonder whether TM 
could also help an individual to decrease or discontinue 
the use of alcohol. 


METHOD 
Subjects 


Our sample selection procedures have been described 
in detail previously (8). We contacted by telephone all in- 
dividuals who were initiated to TM under the auspices of 
the Student International Meditation Society from its in- 
ception in 1969 in the Ann Arbor and Ypsilanti, Mich., 
area until June 1972. Of the 525 initiates on record, we 
were able to contact 187 (this community is highly mo- 
bile and the study was conducted during the summer 
months when many people may have been on vacation). 
Thirty percent of the group contacted had stopped medi- 
tating and were not included in our sample. Of the 130 
meditators (i.e., those who had practiced TM for at least 
] month), only 4 refused to participate in the study. The 
participation rate was 97 percent; the yield rate for the re- 
turn of the questionnaires was 100 percent. (Because we 
were unable to contact 338 of the 525 TM initiates and 
because 30 percent of those contacted were no longer 
meditating, it is possible that this sample may not be 
truly representative of all TM initiates.) 

We used a method of selecting control subjects similar 
to that described by Detre and Wyshak (10), in which the 
experimental subject provides his own matched control. 
As Detre and Wyshak noted, this method has the poten- 
tial to increase the probability of comparability of the 
two groups on subtle traits related to lifestyle and possi- 
bly on demographic factors of social class, ethnicity, reli- 
gion, etc. A total of 90 control subjects were found in this 
way. 


Procedure 


Meditation subjects were asked in a detailed question- 
naire how often they used marijuana, nonprescription 
drugs, cigarettes, wine and beer, and hard liquor during a 
period ranging from 12 months before initiation to medi- 
tation to 3 years or more after initiation. (This paper re- 
ports only the.findings on the effects of TM on alcohol 
use—other results have been published previously [8].) 

Categories of usage of wine and beer and/or hard li- 
quor were as follows: not at all (nonuser), 3 times a 
month or less, 1-6 times a week, and once a day or more. 
Frequency assessment was divided into the following 
time periods: 12-7 and 6-0 months before initiation to 
TM and 0-3, 4-6, 7-12, 13-24, and 25-36 months after 
starting TM. If a subject had meditated for more than 36 
months, we inquired about his current use of alcohol. 

In a similar questionnaire, we asked the control sub- 
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jects to indicate the frequency of their use of wine and 
beer and/or hard liquor for the preceding 4 years. Fre- 
quency categories were the same as those used for medi- 
tators. Time periods were 0-3, 4-6, 7-12, 13-24, 25-36, 
and 36-48 months before time of response to the ques- 
tionnaire. 


RESULTS 


The University of Michigan IBM 360-67 computer 
system was used for analysis of data. 


Demographic Data 


Meditators were evenly distributed by sex. In the con- 
trol group, there were slightly more females than males. 
Most of the subjects (76 percent of the meditators and 77 
percent of the controls) were under 30. Approximately 25 
percent of both groups had a professional degree, and 41 
percent of the meditators and 46 percent of the control 
subjects were undergraduate or graduate students. Thus, 
more than two-thirds of the combined groups were al- 
ready professionals or were working toward a degree. 
Approximately 50 percent of both groups were Protes- 
tant, 20 percent were Catholic, and 15 percent were Jew- 
ish. | 


Grouping of Meditators and Comparison Techniques 


The meditatcrs were placed in five groups according to 
the length of time they had practiced TM. This classifica- 
tion enabled us to compare drinking habits within each 
group, between meditation groups, and between meditat- 
ors and control subjects. In all of the results that follow, 
time periods used for comparisons between control and 
meditation subjects were the 1-3 and 4-6 month post- 
initiation periods for the meditation group and the 1-3 
and 4-6 month prequestionnaire periods for the con- 
trol group. Table ] presents the groupings of the med- 
itation subjects and the distribution of both meditation 
and control subjects who responded to the alcohol-re- 
lated questions. 


Wine and Beer Consumption 


Of the 115 meditators who responded to the question 
on wine and beer consumption, 87 percent (N «100) re- 
ported that they drank wine and beer regularly before 
they started meditation; in the control group, all of whom 
responded to this question, 90 percent (N =81) reported 
regular consuraption (see table 1). 

All of the meditation groups reported statistically sig- 
nificant decreéses ranging from 25 to 33 percent in their 
use of wine ard beer in the first 3 months of meditation 
compared to the 1-3 month prequestionnaire period for 
control subjects. Of the meditation subjects in group I 
who had been regular users, 25 percent reported a de- 
crease in the frequency of their beer and wine consump- 
tion as compared with 2 percent of the regular users in 
the control group (p«.05). In group V (meditating more 
than 2 years), 33 percent of the subjects reported de- 
creased frequency of consumption in the first 3 months of 
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MEDITATION AND ALCOHOL ABUSE 


TABLE 1 
Distribution of Responses Regarding Alcohol Use 


Meditation 
Experience 
Group (months) Respondents 
Meditators 
J 1-3 17 
I] 4-6 24 
Ill 7-12 25 
IV 13—24 32 
V 25—39 17 
Controls — 90 


meditation; again, this 1s a significant difference from the 
figure of 2. percent for the control group (p«.05). In 
group V, 47 percent reported a decrease in use in the 4-6 
month postinitiation period while only 5 percent of the 
control group reported a decrease in the 4-6 month pre- 
questionnaire period (p<.01). 

. None of the subjects in the control group reported dis- 
continuation of wine and beer use in the 6 months prior 
to the study. In the five meditation groups, however, 6-20 
percent of the subjects reported discontinuation during 
the first 3 months of meditation, and 11-40 percent 
stopped using beer and wine in the second 3 months. In 
group V, 60 percent of the meditators reported that they 
had totally discontinued their use of wine and beer after 2 
years of meditation experience. 

Figure | illustrates the decrease in beer and wine use in 
the meditation subjects. Meditators reported a mean pre- 
initiation frequency for beer and wine use of 9.18 times 
per month. The mean for the control subjects during the 
4-6 month prequestionnaire period was 9.37. After medi- 
tating from ] to 39 months, the mean use of wine and 
beer dropped to 7.13, whereas the mean for the control 
group increased to 11.64 in the 1-3 month pre- 
questionnaire period, a significant difference (p« .0003). 

We wondered whether an individual who decreased or 
discontinued wine and beer consumption after the first 
few months of meditation might return to drinking after 
the novelty of meditation had faded. As figure 1 in- 
dicates, this was-not the case. From | year preinitiation 
to | year postinitiation, there was a decrease of almost 50 
percent in the frequency of the use of wine and beer, and 
this decrease was sustained during the second year of 
meditation. 


Hard Liquor 


Responses were given by 105 of the 124 meditators and 
all 90 control subjects tc the question regarding the fre- 
quency of use of hard liquor (i.e, gin, vodka, bourbon, 
scotch, etc.). Regular use of liquor was reported by 65 
percent (N = 68) of the meditators (before TM initiation) 
and by 72 percent (N =65) of the control subjects. 

Meditation groups:IV and V reported statistically sig- 
nificant decreases in or discontinuation of the use of hard 
liquor compared with the control group. Decreased fre- 
quency was reported by 29 percent of group IV in the 
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Wine and Beer 


Liquor 


Regular Users Respondents ` Regular Users | - 
16 16 13 
18 21 . 12 
23 22 15 
28 29 17 
15 17 i] 
81 90 65 


first 3 months of their meditative experience as compared 
with only 6 percent of the control group in the 1-3 month 
prequestionnaire period (p«.05). In group V, 45 percent 
reported a decrease in the first 3 months, which was also 
significantly greater than the decrease reported by the 
control group (p«.05) During the 1-3 month post- 
initiation period, 36 percent of group V stopped drinking 
as opposed to | percent of the control subjects (p «.05). 


FIGURE 1 
Pattern of Wine and Beer Use in Subjects Who Had Practiced Tran- 
scendental Meditation (TM j for More Than Six Months { N 66 } 


12 


NUMBER OF TIMES USED PER MONTH 


T 
n2 


TM initiation Postinitiation 


MONTHS 


Preinitiation 


Decreases in the 4 other meditation groups during this 
period ranged from 8 to 24 percent. 

In the 4-6 month postinitiation period, 35 percent of 
group IV stopped drinking liquor in contrast to a figure 
of 1 percent for the control group (p«.01). During this 
time, 54 percent of group V had discontinued use 
(p«.01). After 1 year of meditation, 64 percent of group 
V had stopped drinking hard liquor. This percentage was 
unchanged after the second year of meditation. 

The mean frequency of hard liquor use was 4.46 times 
per month for meditators before initiation and 5.23 times 
per month for the control group in the 4-6 month pre- 
questionnaire period. The mean for meditators after 1-39 
months of meditation dropped significantly to 2.80, but 
the mean for the control group increased to 5.63 
(p«.004). 


CONCLUSIONS 


At the present time, we do not know whether medita- 
tion can have a significant therapeutic effect with severely 
alcoholic patients. However, on the basis of our data on 
the decrease and discontinuation of alcohol use in a 
group of subjects practicing TM, we feel that meditation 
can be a significant tool in helping an individual to lessen 
or end dependence on alcohol. Thus, we believe that med- 
itation could be an effective preventive method for use 
with potential abusers of alcohol. Further careful pro- 
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spective research would help us to evaluate the therapeu- 
tic efficacy of meditation with alcoholic patients. 
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A Fire-Setting Epidemic in a State Mental Health Center 


BY LENORE BOLING, M.D., AND CARL BROTMAN, M.D. 


The authors describe a period in which 13 fires were set 
by 4 patients on an inpatient service of a state mental 
health center. Unlike previous patients reported in the 
literature, these individuals had no history of fire setting, 
although they did display several previously reported 
characteristics (e.g., primitive and impulsive personalities 
and absent fathers}. The influence of institutional 
changes and conflict upon such disruptive patient 
behavior is emphasized, the authors suggest that efforts 
to deal with fire setting should recognize the total 
situation and include clear limit setting by the hospital 
administration. | l 


FIRE SETTING has received sporadic attention in the liter- 
ature. Case studies have enumerated various motivations 
for fire-setting behavior, including profit, revenge, atten- 
tion seeking, and unconscious conflicts (1). In this paper 
we will describe a situation in which 13 fires were set by 4 
patients on an inpatient service of a state mental health 
center and present explanations for this occurrence. 


REVIEW OF THE LITERATURE 


The psychoanalytic literature on fire setting has fo- 
cused on the mythology of fire acquisition and control, 
and parallels have been described between these myths 
and the course of libidinal development (2, 3). Some psy- 
choanalysts have viewed fire setting as stemming from 
urethral-phallic drive fixation, particularly when asso- 
ciated with infantile masturbatory impulses (1, 3, 4). The 
high incidence of enuresis in fire setters has been seen as 
substantiating evidence for this developmental theory. 

Large-scale studies have focused on demographic data, 
diagnostic categories, family histories, associated defects 
(e.g., congenital physical abnormalities, epilepsy, mental 
retardation), and motivation (5,6). These studies re- 
vealed that adolescent fire setters tended to set fires in 
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pairs or groups. The authors viewed the behavior as more 
aggressive than sexual in meaning. A high incidence. of 
aggressive fantasy and action was noted in all of the age 
groups studied. In a small percentage of the adolescent 
group, fire setting was actually an act of revenge. How- 
ever, Lewis and Y arnell (5) suggested that adolescents set 
fires when they felt emotionally trapped by either sexual 
or aggressive impulses and feared being overwhelmed. 

In more recent papers, Vandersall and Weiner (7) and 
Kaufman and associates (8) placed more emphasis on 
ego function than on the dynamic significance of the fire- 
setting act. These authors emphasized their patients' 
primitive character structures and limited impulse con- 
trol mechanisms. Michaels (9) made similar observa- 
tions, citing enuresis and fire setting as indicators of over- 
all ego weakness. 

In a paper describing four adolescent fire setters, 
Macht and Mack (10) suggested that although this be- 
havior is complex and multidetermined, it has both a spe- 
cific meaning and a definite historical association with 
important familial relationships. In all four cases, they 
found that the patients' fathers had long-standing associ- 
ations with fire through work or avocation. The authors 
emphasized that the fathers were absent from the home 
and that the fire setting appeared to reflect the patients' 
unconscious desires to be reunited with their fathers. 

We will comment on the ways in which our sample of 
fire setters resembled and differed from examples in the 
literature. The outstanding features we observed were the 
absence of any history of fire setting and the coincidence 
of the fire-setting episodes over a brief time span. 


THE INFLUENCE OF INSTITUTIONAL CRISES 


Several authors have been interested in the relationship 
between changes and conflicts within the administration 
of an institution and the occurrence of major disruptive 
behavior by patients. In their review of a suicide epidem- 
ic, Stotland and Kobler (11) described a progression of 
overt and covert conflict and inconsistency in the hospital 
administration that resulted in staff splitting and morale 
problems and culminated in the suicide epidemic. Ulti- 
mately, this epidemic led to the closing of the hospital. 
Arkema (12) described a similar situation in a mental 
health center that resulted in a very destructive fire. Stan- 
ton and Schwartz (13) recounted a situation in which a 
change in a hospital's financial policy evoked strong and 
conflicting feelings in the staff and appeared to be related 


to a period of major ward disturbances. An element com- 
mon to all of the disruptions was the increasing inability 
of key personnel to take a firm stand and to gain con- 
certed administrative backing. The authors also men- 
tioned that a single patient became the center of attention 
during the disturbance, although the patient was not the 
primary initiator of the disruptive behaviors. 

We have communicated with administrative staff at 
other hospitals in our city with regard to two major fire- 
setting episodes (14, 15). The first series (14) occurred in 
a period of 4 months when the unit involved was awaiting 
the arrival of a new director of psychiatry. During this 
time, the acting director chose to exert minimal author- 
ity. A head nurse who had been in charge for 14 years 
also left at this time. There was no consistent program to 
which all staff members were committed, and control 
over the unit vacillated. Fifteen fires were set by three 
patients (aged 21, 30, and 40) within 16 weeks. The fires 
ceased when the hospital director stated that the patients 
involved would be transferred if the fires did not cease. 
The staff became unified in their determination to treat 
the patients more rigorously so that none would be trans- 
ferred. 

The second series of fires occurred. in a unit under the 
administration of a university center not located on the 
hospital grounds (15). This unit was in the process of 
being reorganized to be moved to a community setting. 
The physician administrator of the unit had been inca- 
pacitated for several months because of severe illness, 
and the clinical director had resigned, but continued to 
function to some extent in the absence of a replacement. 
The 7 fires occurred shortly after the administrator, still 
somewhat physically incapacitated, returned to her 
duties. During this time, she and her staff were working 
overtime in an effort to compensate for the lack of firm 
administrative backup. 


ADMINISTRATIVE AND INSTITUTIONAL BACKGROUND 


The fire-setting epidemic we will describe occurred in a 
state mental health center that has enjoyed a reputation 
for excellence both in the treatment of very sick patients 
and in the training of mental health professionals. A 
number of major institutional changes occurred in close 
succession during the 1973-1974 academic year. A new 
state commissioner of mental health initiated a series of 
programs emphasizing delivery of mental health services 
through community clinics and deemphasizing large hos- 
pital facilities as providers of mental health care. The 
hospital in question, however, as a community mental 
health center, was to stay open and decentralize its out- 
patient delivery systems by joining with preexisting out- 
patient clinics in its catchment area. In implementing this 
plan, the hospital divided its catchment area into three 
units, with each inpatient service responsible for one unit. 
This represented a major departure from previous admis- 
sion policies, which had equilibrated patient distribution. 
Despite attempts to equalize admissions, one service un- 
expectedly began to admit approximately 50 percent of 
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all the new inpatients, and a disproportionate number of 
these admissions had criminal records or histories of vio- 
lent acts. 

The service receiving the majority of admissions react- 
ed strongly to this influx of patients—the inexperienced 
staff felt anxious and overworked. The service adminis- 
trative team emphasized a policy of rapid patient eval- 
uation and short hospitalization wherever feasible, and 
the census was maintained at about 30 inpatients and 10 
patients on partial hospitalization. 

Shortly after the beginning of the academic year, the 
hospital’s superintendent resigned, leaving almost imme- 
diately. The resulting administrative vacuum produced a 
lag in decision making and difficulties in negotiating 
some of the changes required by the new state commis- 
sioner of mental health. | 

Soon after the superintendent resigned, there was a 
staff meeting on the service during which no one dis- 
cussed the ramifications of this change. Instead, for 10 
apparent reason, there was a very tense discussion con- 
cerning fire drills and safety procedures. Fire extinguish- 
ers were brought to the meeting and demonstrated. There 
were recommendations for new equipment, and the serv- 
ice administrators were asked to relay them to the acting 
superintendent. 

The service was quiet for about a month. Staff mem- 
bers expressed concern about the admission rate and 
were assured the policies would be reviewed shortly. Psy- 
chiatric residents expressed anxiety about possible 
changes in the residency training program. 

Three months after the change in admission policies, 
the service began to experience an increase in physical 
and verbal patient assaultiveness. For about a month 
there were daily assaults on patients and staff by a few 
patients diagnosed as schizophrenic or sociopathic. The 
staff response was to gradually increase the limit-setting 
aspects of patient care. There was some attempt to use 
peer pressure to diminish assaults, but this was ineffec- 
tive. The staff continued to complain about being over- 
worked and patient distribution, but no administrative 
changes were instituted. 

At this time, the hospital became the backup inpatient 
facility for another state unit, which closed temporarily 
after a patient shot and killed one of its senior staff psy- 
chiatrists. About 8 patients from this facility came to the 
service and the overnight census rose by 25 percent. 

At about this time, there was a series of newspaper ar- 
ticles about the shooting and about the commissioner's 
intention to phase down some of the state hospitals. De- 
spite staff reassurances, a number of patients were afraid 
that the hospital would be closed. Both staff and patients 
began to complain that the hospital was no longer a safe 
place. 

The senior hospital administrative staff, who had been 
leaderless for 4 months, began to receive directives from 
the Department of Mental Health for changes in treat- 
ment and training systems. Administrative time was 
spent trying to organize proposals for institutional 
change for the coming year. The system had reached a 
crisis point. 
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8 
FIRE-SETTING EPIDEMIC 


THE FIRES 


All 13 of the fires occurred within a 4-month period. 
The first 6 fires were set by a 14-year-old female patient 
with a borderline character disorder who had been an in- 
patient for 7 months. Because of her provocative, as- 
saultive, and self-destructive behavior, she had become a 
constant focus of staff disagreement. She had been 
hospitalized initially by court order for evaluation and 
had a long history of destructive behavior. For 3 years 
prior to her hospital admission, the patient had been 
placed in many foster homes as a result of her truancy, 
fighting with other children, and violent behavior toward 
her mother. Her stepfather had previously beaten her for 
misbehavior. Her developmental history was remarkable 
in that she had been “hyperactive” from an early age, 
had broken furniture frequently, and had sustained many 
injuries (e.g., broken arm, leg, and clavicle) in her pre- 
school years. She was uncontrollable at school. It was ob- 
served that she had a high IQ. She had no history of enu- 
resis, seizure disorder, or previous fire setting. 

The first fires were small and it was not clear who had 
set them, although this patient was a prime suspect. 
There was then a 3-week period without fires. The day 
following the departure of the patient’s favorite mental 
health worker, 3 more fires were set, the last of which was 
in a clothes locker and was larger than the previous ones. 
This time she admitted having set the fires but then re- 
tracted her admission. It was assumed that she was re- 
sponsible, and she was put under 24-hour constant obser- 
vation. | 

A split developed between the service staff and the hos- 
pital administrators at this point. The staff felt over- 
worked and demoralized by previous patient assault- 
iveness. They felt they could not manage this adolescent 
and were frightened by the prospect of further fires. They 
wished to have the patient transferred. The hospital ad- 
ministrators felt that all the clinical avenues for treat- 
ment had not been explored and urged that more work be 
done with the patient. The patient's catchment area hos- 
pital was potentially available to admit her, but this nego- 
tiation with the Department of Mental Health seemed 
unlikely in the absence of a superintendent. Case confer- 
ences, administrative meetings, and staff meetings were 
held during the next month without a resolution of the 
split. The situation was finally settled when the patient set 
fire to a mattress just outside her room, her sixth fire. She 
was then sent to her area hospital. A 6-month follow-up 
revealed that she had not started any more fires and was 
due to be enrolled in school. | 

During the last week of the first fire setter's stay on the 
service, a 14-year-old girl with temporal lobe epilepsy 
and borderline personality disorder was admitted to the 
ward. She came from a problem family; her mother had 
had hospitalizations for severe depression, and her father 
was an alcoholic who was rarely home and argued con- 
stantly with the mother when he was there. The family in- 
cluded an older brother with a recent history of delin- 
quency who was being sent to a residential treatment 
setting. The patient had been her mother's favorite and a 
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"good girl" until the year prior to admission, when she 
had become increasingly involved in delinquent acts and 
fights with her mother. She had a brief hospitalization af- 
ter threatening her mother with a knife and was finally 
hospitalized for taking a small overdose of phenobarbital 
in a suicide gesture. The patient was enuretic. She also 
gave a history of fascination with fires and often went to 
the scene of a fire to watch the activity; however, she had 
no history of fire setting. | 

Upon arriving on the service, this girl immediately 
found the other patient, who was by then carefully 
watched and restricted. They taunted one another and 
had one fist fight. The new patient tried to send sharp ob- 
Jects into a room where the first adolescent was restrict- 
ed. It became necessary to confine these two patients to 
opposite ends of the ward. A few days later a serious fire 
was set in a closet. Although the new patient denied re- 
sponsibility, it was obvious that she had done it and she 
was temporarily transferred to a new fireproof state insti- 
tution. 

A few days later, a 17-year-old male patient who had 
been hospitalized for 3 months set his first and only fire. 
He had a history of delinquent acts and a court record for 
theft. His mother was a chronic schizophrenic who had 
had multiple psychiatric hospitalizations, and his father 
was a very passive alcoholic laborer. He had no history of 
enuresis or previous fire setting. The patient had been 
hospitalized with an acute psychotic reaction just prior to 
arraignment on a second charge of larceny. His hospital 
course had been stormy, beginning with a 5-day period in 
which he was catatonic. The catatonia diminished gradu- 
ally without medication and he seemed increasingly ac- 
tive and interested in his surroundings. When his thera- 
pist informed him of his vacation plans, the patient 
became more sullen and demanded immediate discharge. 
He became psychotic and assaultive when his request was 
denied, and medication and restrictions were instituted. 

When his therapist returned, the patient calmed down 
and began slowly improving again. Over the next few 
months he appeared to make significant progress in indi- 
vidual psychotherapy and on the ward, which was once 
again interrupted by his therapist's absence for a week. 
The patient fled the hospital while his therapist was away 
and was physically assaultive to the staff when he re- 
turned. This time he asked for restrictions, but when they 
were instituted, he set a fire in his room and said he had 
done it to demonstrate his wish to leave. One week later 
he was discharged to the court psychiatric clinic, and at 
6-month follow-up he had been sent to a correctional in- 
stitution for another theft. : 

At this point, the service was in total disorganization. 
Staff and patients were furious and felt unprotected and 
demoralized. Many staff members became ill—all were 
exhausted. The hospital administrators began to be con- 
cerned about the fire-setting epidemic, and their attention 
shifted from planning for the changes instituted by the 
new commissioner of mental health to means of handling 
the clinical crisis. The shift was further reinforced when a 
fire was started on another service by a depressed chronic 
schizophrenic man who set his bed on fire while lying in it 


in a suicide gesture. He left the room when the flames 
rose, and the fire gutted a large section of the service. 

The clinical and administrative staffs began to take ac- 
tion to prevent further fires. First, the 17-year-old male 
patient was discharged to be treated within the court clin- 
ic system. The second adolescent girl, who had returned 
from temporary transfer, was placed under constant ob- 
servation. The transfer of the first fire-setting adolescent 
girl occurred soon thereafter. 

Even as these plans were being carried out, however, 
another fire was set by a chronic schizophrenic patient. 
He was a 61-year-old man who had had multiple psychi- 
atric admissions since the onset of his illness at age 23. 
When not hospitalized, he lived with his sister and spent 
much of his day watching television and smoking ciga- 
rettes. He had a history of carelessness with cigarettes 
and had accidently burned holes in his clothing in the 
past. On occasion he had placed the lighted end of ciga- 
rettes in his mouth. He had reentered the hospital during 
the week of the highest frequency of fire setting and was 
restricted from smoking except under direct surveillance. 
About 2 weeks after admission, he piled clothes in the 
corner of his room and set them on fire. When asked 
about this, he stated that he set the fire to keep him 
warm. The staff and patient response to this fire was dif- 
ferent than that to previous fires. The incident was dis- 
missed with statements such as “Oh, Mr. A is always 
careless." The report of the events of this fire in the 24- 
hour nurses' summary was one-fourth as long as any pre- 
vious fire report. The staff seemed to take the behavior in 
stride. A more careful treatment plan was devised, and 
the patient was significantly improved in 2 weeks. 

The fire-setting epidemic did not end with the resolu- 
tion of the administrative split surrounding the adoles- 
cent patients. The adolescent who had been transferred 
temporarily was returned, and she managed to set 3 more 
fires. Attempts to find appropriate, safe, long-term treat- 
ment facilities for her were fruitless. Two of these in- 
cidents were small wastebasket fires, but the third led to 
closing half of the ward due to smoke and water damage. 
This fire marked the end of the epidemic. The patient was 
placed under constant surveillance, which put an end to 
her fire setting. 

It is important to note that at no time during the fire- 
setting epidemic was anyone injured in the fires or in the 
evacuation of the service. 


DISCUSSION 


Our fire-setting population differed from those report- 
ed by other authors in that none of these patients had a 
history of fire setting. However, these patients did cor- 
roborate some previous observations about fire setters. 
They displayed severe character pathology (8), were 
primitive and impulsive (7), one of four was enuretic and 
two had absent fathers and responded to loss or threat- 
ened loss of male figures (10). However, their fathers had 
no connection with fire making or fire fighting. Our 
patients knew they would not have the opportunity to 
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watch or assist in putting out the fire. Their fire-setting 
behavior did bring together members of the hospital 
"family," since residents and staff were called into the 
hospital from weekend and other activities to help deal 
with the fires, the patient, and the aftermath. This is in 
line with Macht's hvpothesis of the motivation, to be re- 
united with an absent parent (10). Their behavior de- 
manded action on the part of the staff, not only during 
the crisis but later in terms of individual patient and ward 
management, investigation, vigilance, etc. It also pro- 
duced obvious and intense emotional responses in the 
staff that were much more evident than responses pro- 
duced by other patient behaviors. 

The choice of fire setting as a mode of expression ap- 
peared to resonate with the feelings of staff in regard to 
the state of the institution. The inpatient service staff felt 
that the changes in mental health policy would alter the 
integrity of the hospital as they knew it. The safety of the 
patients and staff was being threatened by assaults in our 
hospital and a previously mentioned shooting in anotaer 
hospital. The covert anger of staff members, which had 
resulted from rapid changes in hospital policy, was ex- 
pressed in their reactions to the fire setting, resulting in 
the split between clinical and administrative staff. It was 
our impression that resolution of the split diminished 
much of the tension surrounding the fire-setting episodes. 
However, it seemed that once the fire-setting behavior 
was set in motion, it was repeated because of peer group 
identification, a phenomenon noted by Lewis and Yar- 
nell (5). 

When an institution 1s engaged in internal or external 
conflict, key hospital personnel find themselves unable or 
reluctant to take and implement firm, clear administra- 
tive stands. This organizational instability appears tc be 
a crucial part of institutional patient crisis. The same ob- 
servation has emerged in fire-setting incidents with manic 
patients (16). Our study confirms this observation. We 
would suggest that fire setting be handled whenever pos- 
sible with recognition of the total situation and a rapid, 
clear, limit-setting response by hospital adminstrators. 
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Thyrotropin- Releasing Hormone in Schizophrenia 


BY KENNETH L. DAVIS, M.D., LEO E. HOLLISTER, M.D., AND PHILIP A. BERGER, M.D. 


Oral administration of thyrotropin-releasing hormone 


(TR H) caused deterioration in the clinical status of seven 
out of nine schizophrenic men. This change was 
particularly apparent in the four patients diagnosed as 
paranoid schizophrenics. Such changes might be 
expected from a drug with properties similar to 
amphetamine. 


HYPOTHALAMIC TRH, pyroglutamyl-histidyl-prolina- 
mide, stimulates release of thyrotropin and prolactin 
from the pituitary (1, 2). TRH also potentiates the behav- 
ioral effects in mice of L-dopa, even in the absence of the 
pituitary (3). Recently, TRH has been reported to be 
more widely distributed in the brain than just in the hypo- 
thalamus (4). The latter two observations suggest central 
actions of TRH in addition to its action on the pituitary 
gland. 

TRH has been investigated as a pharmacological treat- 
ment for depression and schizophrenia. Two clinical 
studies (5, 6) reported that TRH was an effective treat- 
ment for depressed patients, predominantly women. A 
study with hospitalized depressed men found TRH to be 
devoid of antidepressant activity (7). Two additional clin- 
ical studies reported improvement in schizophrenics 
treated with TRH. In one study (8), four women with the 
diagnosis of schizophrenia were given 200 ug of TRH in- 
travenously on the first day of the study and 400 ug of 
TRH intravenously 7 days later. Patients were also given 
placebo capsules daily for 15 days. A rapid overall bene- 
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ficial effect, particularly in disordered thought but also in 
increased emotional warmth, lucidity of thought, and ac- 
cessibility to psychotherapy, was observed in all patients 
within a few hours after the first injection of TRH. In an- 
other study (9), 200 ug of TRH, given intravenously on 3 
successive days to three patients with cyclical psychosis, 
was not significantly beneficial. The present study was a 
further attempt to evaluate the efficacy of TRH in schizo- 
phrenic patients. 


METHOD 


Nine hospitalized schizophrenic men were treated with 
TRH. The patients were hospitalized on a psychiatric re- 
search unit at the Palo Alto Veterans Hospital eithe- as 
direct admissions or as transfers from other psychiatric 
inpatient units. The Psychiatric Clinical Research Unit is 
a 12-bed inpatient psychiatric facility with a staff trained 
in the management and longitudinal assessment of 
patients on research protocols. All patients included in 
the protocol were free of psychotropic medication (except 
chloral hydrate) for a minimum of 72 hours. Admission 
procedures on all patients included a complete history, 
physical and mental status examination, electrocar- 
diogram, complete blood count, SMA-12 and routine 
electrolyte determinations. Patients with evidence of 
physical illness or persistent abnormal laboratory studies 
were disqualified from further investigation. 

Patients were given 100 mg of TRH orally three times 
daily for a maximum of 14 days and were closely moni- 
tored for signs of behavioral change, using the Brief Psy- 
chiatric Rating Scale and the Nurses Observation Scale 
for Inpatient Evaluation, and for side effects of treat- 
ment, using the National Institute of Mental Health Psy- 
chopharmacology Research Branch Treatment Emer- 
gent Symptom Scale. Thyroid function was also tested. 
Because of the small number of patients in this study, we 
will present individual case reports rather than a statis- 
tical summary of the data. 
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RESULTS 


Of the nine patients studied, four could not complete the 
entire treatment program because of a deterioration in 
their condition during the drug administration period. All 
these patients were diagnosed as paranoid schizophren- 
ics. Three more patients who received TRH for 14 days 
demonstrated some increase in schizophrenic symptoms. 
These three patients were diagnosed as having chronic 
undifferentiated schizophrenia; they were the only 
patients with this diagnosis. Two patients who had diag- 
noses of simple schizophrenia and acute schizophrenic 
reaction improved somewhat during TRH administra- 
tion. 


CASE REPORTS 


Case 1. A 22-year-old single man with several hospital- 
izations for chronic undifferentiated schizophrenia since age 20 
became withdrawn and uncommunicative over a 12-month peri- 
od. When TRH was begun, he had blunted and inappropriate 
affect, unusual thought content, and associations so loose that 
he could not be comprehended. He complained of visual and 
auditory hallucinations, the former reminding him of the LSD 
trips he had frequently experienced in his premorbid years. By 
the end of the first week on TRH he reported that his visual hal- 
lucinations had become more vivid. Soon after, he exhibited in- 
creasing fear and anxiety over the “witches in my room at night 
.... Now they've started to pinch me.” During the last 3 days 
on TRH he was often observed laughing out loud and smiling 
inappropriately. Within 3 weeks on antipsychotic medication 
the patient no longer experienced hallucinations, stopped re- 
porting delusional material, and could carry on a logical and 
coherent conversation. 


Case 2. A 27-year-old divorced man with four hospital- 
izations for paranoid schizophrenia since age 19 came to the 
hospital requesting admission because he was “hearing voices 
... couldn't concentrate ... and couldn't sleep." He exhibited 
grandiosity and paranoia but was cooperative. His initial re- 
sponse to TRH was an increase in activity and general level of 
excitement. A few days later his grandiosity increased. He was 
certain he was a "rock star with millions of fans" and insisted 
on practicing the piano for his imagined upcoming "concert 
tour and TV show." On the ninth treatment day. while banging 
loudly on the piano he was demanding, belligerent, and threat- 
ening. Consequently, he was taken off TRH and placed on 20 
mg daily of haloperidol. Within 48 hours he was calm, coopera- 
tive, and better able to differentiate fantasy and reality. At dis- 
charge there was a significant improvement in all major symp- 
toms. 


Case 3. A 27-year-old single man with a 2-year history of 
multiple hospitalizations for a diagnosis of paranoid schizo- 
phrenia presented ideas of reference, loose associations, and bi- 
zarre delusions when TRH was first administered. During the 
first week on TRH he demonstrated little drug effect. However, 
in the second week of treatment he became increasingly hostile 
and delusional. By the 12th day the patient was markedly agi- 
tated and complained of “monsters and black clouds" oper- 
ating inside of him. He wanted to leave the hospital because he 
believed he was getting sicker. Consequently, TRH was discon- 
tinued; thiothixene was administered, and agitation and delu- 
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sions were rapidly controlled. However, blunted affect, apathy, 
and withdrawal continued until his discharge. 


Case 4. A 43-year-old separated man with a diagnosis of un- 
differentiated schizophrenia who had become acutely ill 2 years 
earlier and had not recovered was markedly anxious with severe 
auditory hallucinations and bizarre delusions when TRH treat- 
ment was started. During the administration of TRH he be- 
came more withdrawn, less tidy in grooming and eating habits, 
and his auditory hallucinations increased. He generally re- 
sponded to questions with a stereotypic "yes" and required re- 
peated directions. At the conclusion of the TRH study he was 
placed on phenothiazines, with a subsequent dramatic reduction 
in symptoms. When he was discharged 2 months later, he was 
felt to be in complete remission. 


Case 5. A 21-year-old single man with one psychiatric admis- 
sion 2 years earlier for acute schizophrenic reaction was hospi- 
talized for 3 months and discharged in complete remission. 
Subsequently he attended college and held a job. Five weeks be- 
fore starting TRH treatment he developed progressive with- 
drawal, delusions of special messages from the television and 
telepathic powers, and blocking and loose association. He was 
treated with phenothiazines for 1 week, after which he was kept 
free of psychotropic medication for 72 hours in preparation for 
TRH treatment. He recompensated during the phenothiazine 
and drug-free periods, and this process continued through his 2 
weeks on TRH. When he began TRH treatment, he no longer 
had ideas of influence and delusions of telepathy; by the time he 
had completed TRH treatment, there was no evidence of schiz- 
ophrenia. It was the staffs impression that his recompensation 
had begun on phenothiazines, had continued while he was drug 
free, and had been unaffected by TRH. 


Case 6. A 25-year-old single man with a 4-year history of 
multiple hospitalizations for paranoid schizophrenia demon- 
strated hyperacusis, deprecatory auditory hallucinations, and 
ideas of reference at the start of TRH treatment. During his 
first week on TRH his auditory hallucinations and suspi- 
ciousness increased. He started to believe the patients on the 
ward were talking about him. Soon he believed that television 
personalities were also talking about him. Motor agitation 
manifested by twisting, shoulder shrugging, and foot tapping 
became more severe. On the l1th day he became increasingly 
hostile and suspicious and asked to be discharged or taken off 
TRH. When the patient was switched to antipsychotic medica- 
tion, he became less agitated and delusional within 2 weeks, but 
no significant change in hostility occurred. 


Case 7. A 25-year-old man had been ill for 2 years and had 
had numerous hospitalizations with the diagnosis of simple 
schizophrenia when a separation from his wife precipitated the 
present exacerbation. On admission and at the start of TRH 
treatment he was markedly withdrawn and had odd manner- 
isms and posturing, blunted affect, and inappropriate laughter, 
particularly during group meetings. After 5 days on TRH he 
became more responsive and appropriate. There was an obvious 
Increase in motor activity and a decrease in posturing and odd 
mannerisms. At the study's conclusion the patient was commu- 
nicating with staff but remained somewhat withdrawn and had 
flattened affect. After 6 months of antipsychotic medication and 
rehabilitation the patient was able to hold a job. 


Case 8. A 29-year-old single man with a 10-year history of 
paranoid schizophrenia and multiple hospitalizations (between 
hospitalizations he had at times held a responsible job) came to 





the hospital requesting admission because he was “having a 
nervous breakdown.” At the time of admission he demon- 
strated ideas of influence and reference, delusions of telepathy, 
and a preoccupation with Patricia Hearst and men from outer 
space. He was mildly excited but cooperative. Although his 
thought content was bizarre, his associations were not signifi- 
cantly loose. The first change noted when he was placed on 
TRH was an increase in his level of excitement and pressured 
speech. Within a few days he became almost completely pre- 
occupied with delusions. He spent hours drawing pictures to ex- 
plain the content of his delusions. His interpersonal relation- 
ships with other patients began to deteriorate as he increasingly 
displayed his homosexual impulses. ‘After feeling rejected by 
his roommate on the sixth night of treatment, he became hos- 
tile, threatening, and uncooperative. He began throwing and 
breaking objects. He was taken off TRH and placed on pheno- 
thiazines, which caused a significant decrease in hostility and 
delusions within 2 weeks. 


Case 9. A 27-year-old single man with two hospitalizations 
for chronic undifferentiated schizophrenia in the past 18 months 
came to the hospital and demanded admission because “I've 
got no place to live... people won't let me do my thing." In the 
last 3 months his family had noticed a progressive deterioration 
in the patient's interpersonal relationships, associated with 
marked withdrawal and occasional bizarre ideas. Before start- 
ing on TRH, he demonstrated blunted affect, loose associations, 
autistic thinking, and severe emotional withdrawal. After 2 
weeks on TRH the only significant change was an increase in 
the grandiosity of his delusions. Shortly thereafter he was 
moved to another ward and placed on phenothiazines. In a few 
weeks he was interacting appropriately with patients and staff, 
and his associations had improved to the point that he could 
carry on a conversation. 


DISCUSSION 


It is clear from these results that TRH was not an ef- 
fective antipsychotic medication in seven of the nine 
patients in this study. In fact, these seven patients showed 
a worsening of symptoms during TRH administration. 
This seemed particularly true among the patients diag- 
nosed as having paranoid schizophrenia, none of whom 
were able to complete the study due to increasing hostili- 
ty, agitation, and delusions. No definite therapeutic bene- 
fit from TRH could be attributed to the two patients who 
improved somewhat during the period of study. 

These conclusions apply to the exclusively male sample 
and to the oral route of administration of TRH used in 
this study. The previous report of benefit for schizophren- 
ic patients (8) was limited to a sample of women, and the 
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drug was administered intravenously. The oral doses cho- 
sen for this study have been shown to be active as stimu- 
lants of the pituitary. The treatment program chosen rep- 
resented a compromise between the claim for an 
immediate therapeutic effect from a single intravenous 
dose of TRH and the usual more prolonged trial of en 
antipsychotic agent. In the absence of a control group 
one cannot be absolutely certain that TRH aggravated 
schizophrenia—w:thholding of an effective drug might 
have been the cause. Such rapid deterioration in so many 
patients is unlikely in our experience, and our clinical im- 
pression is that the changes represented true aggravation. 

TRH has been reported to have mildly stimulant ef- 
fects in normal volunteer women (10). Similar effects 
were, observed in this study, exemplified by the aggrava- 
tion of paranoid symptoms. Such an aggravation has 
long been documented from amphetamines or other sym- 
pathomimetic stimulants (11). It is interesting that TRH 
and amphetamines also share the ability to potentiate L- 
dopa-induced stereotypic behavior in mice. These paral- 
lels between the pharmacological activities of TRH and 
amphetamine merit :urther investigation. 
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Hopelessness and Attempted Suicide: A Reconsideration 


BY ALEX D. POKORNY, M.D., HOWARD B. KAPLAN, PH.D., AND SHIH Y. TSAI, M.D. 


The authors administered measures of depression, 
hopelessness, and strength of suicidal intent to a sample 
of 112 suicide attempters. The results for the 55 subjects 
diagnosed as depressive and admitted within 72 hours 
after their attempt were compared with results obtained 
by Minkoff and associates using comparable measures. 
Contrary to the findings of the earlier study, there was a 
lower correlation between hopelessness and intent than 
between depression and intent. The authors suggest that 
demographic differences between the two samples may 
provide explanations jor this discrepancy, in that they 
reflect the presence or absence of external societal 
supports that may influence the suicidogenic potential of 
hopelessness. 


A RECENT STUDY by Minkoff and associates (1) report- 
ed that there is a significant correlation between negative 
expectations about the future (hopelessness) and serious- 
ness of intent in suicide attempters and that seriousness 
of intent is more closely related to hopelessness than to 
depression in general. These investigators concluded that 
" Hopelessness 1s another danger sign, perhaps more sen- 
sitive than depression. of the seriousness of suicidal in- 
tent," and that “If we focus on reducing the patient's 
hopelessness, we may be able to alleviate suicidal crises 
more effectively than in the past." They suggested that 
suicidal crises might be alleviated by correcting distorted 
negative expectations or by social intervention effecting 
benign environmental changes and thereby decreasing 
feelings of hopelessness. 

We felt it important to investigate the stability and 
generality of the reported relationships among hopeless- 
ness, depression, and seriousness of suicidal intent. An 
opportunity to do so arose in the course of an ongoing 
prospective study of suicidal behavior. Although the 
measures of depression employed in the two studies were 
different, we used the same scales as indices of suicidal in- 
tent and hopelessness as Minkoff and associates did. Be- 
cause the two groups of subjects differed from each other 
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in demographic characteristics, it was also possible to 
consider the generality of the relationships they reported. 
Our patients were hospitalized at intervals that varied 
from a few hours to more than a week following the sui- 
cide attempt; this made it possible to study the influence 
of the amount of time between the suicide attempt and 
test administration on depression, hopelessness, and seri- 
ousness of intent and the relationships among them. 


METHOD 


The Minkoff and associates study (1) obtained scores 
on three measures for a sample of 68 suicide attempters: 
1) intensity of depression (regardless of primary diag- 
nosis), measured by the Beck Depression Inventory (2); 
2) hopelessness (negative expectations about the future), 
measured by the Generalized Expectancies Scale (3) 
which is reported to have considerable concurrent and 
construct validity; and 3) seriousness of intent, measured 
by the Suicidal Inten: Scale (4), which evaluates “the se- 
riousness of the patient's psychological intent by assess- 
ing the circumstances surrounding the attempt and the 
patient's post-attempt description of his intentions and 
expectations during the attempt" (1). The authors cited 
sources supporting the construct validity of the Suicidal 
Intent Scale, and reported excellent interrater reliability. 

In our study, data were available for 112 suicide at- 
tempters admitted to the psychiatric service of the Veter- 
ans Administration Hospital, Houston, Tex. However, 
since the results of the Minkoff and associates study were 
accounted for primarily by their 45 depressive subjects, 
we will compare their results with those for our 55 de- 
pressive subjects. Both the Generalized Expectancies 
Scale and the Suicidal Intent Scale were administered to 
our patients by an experienced research social worker us- 
ing standard procedures. The Beck Depression Inventory 
was not available for all of these patients; the Zung Self- 
Rating Depression Scale (5) was employed instead. Since 
the Beck and the Zung scales are both self-rating scales 
of depression, one would expect them to be highly corre- 
lated, and the product-moment correlation of the two 
scales for our 19 subjects who had taken both was .85. 


RESULTS AND DISCUSSION 


The length of the interval between the suicide attempt 
and test administration was more variable in our study 





than in the Minkoff and associates investigation due to 
delays in admission, prior admission to other facilities, 
etc. Therefore, our results are reported separately for 
three subgroups of subjects, based on the time that had 
elapsed between their attempt and the testing: less than 
72 hours (N =21), 4 to 7 days (N= 16), and more than 7 
days (N =18). The first of these subgroups is comparable 
to the subjects in the earlier study, in which patients were 
interviewed within 48 hours of admission to the hospital 
(presumably, the attempt occurred some hours earlier). 

We will divide our presentation of results into two 
parts: first, findings related to the relationships among 
suicidal intent, hopelessness, and depression; and second, 
findings on the influence of the time interval between sui- 
cide attempt and test administration on test scores and 
their interrelationships. 


Interrelationships of Scores 


The intercorrelations among the measures of depres- 
sion, suicidal intent, and hopelessness for the 55 depres- 
sive subjects are presented in table |. 

Minkoff and associates observed a correlation between 
hopelessness and suicidal intent of .64 (p «.001) for the 45 
depressive subjects in their study. They also confirmed 
the established relationship between depression and sui- 
cidal intent (r=.44, p«.005). However, the correlation 
between seriousness of suicidal intent and hopelessness in 
their study was significantly higher than that between se- 
riousness of suicidal intent and depression (p «.001). 

Our results do not confirm these findings. An analysis 
of scores of the 21 subjects who were interviewed within 
72 hours of the suicide attempt yielded correlations of 
.39 between suicidal intent and hopelessness and .52 be- 
tween depression and suicidal intent (a correlation of .42 
is significant at the .05 level). Thus our correlation be- 
tween depression and suicidal intent was appreciably 
higher than that between suicidal intent and hopelessness. 
In our sample, it appears untenable that hopelessness 
would account for the observed relationship between de- 
pression and suicide. A strong hopelessness-intent rela- 
tionship may exist in some circumstances, but it does not 
seem to be generalizable. 

It is unlikely that the differences in the findings of these 
two studies could be explained by the use of different 
measures of depression. In both studies, the levels of de- 
pression were appreciably correlated with the levels of 
hopelessness (r=.68 in the earlier study and r=.57 in the 
present study for depressive and schizophrenic subjects). 
Furthermore, the magnitude of the correlation between 
depression and suicidal intent in the present study (r= 
.52) was similar to that in the earlier study (r=.44). 

How can this disparity be explained? The differences in 
demographic characteristics in the two samples may ac- 
count for the differing results. Significant differences on 
demographic variables are represented in the following 
percentages, with the first figure being that for the Min- 
koff and associates study: 1) sex—54 percent versus 96 
percent male, 2) race—53 percent versus 83 percent Cau- 
casian, 3) marital status—6 percent versus 57 percent 
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TABLE 1 
Intercorrelations Among Three Measures for 55 Suicide Attempters 


Measures 
Interval Between 
Attempt and 
Testing 


Hopelessness and Depression and 
Suicidal Inteat 


Hopelessness 
and Depression Suicidal Intent 


Less than 72 


hours (N «21) .50* .39 .52* 
Between 4 and 7 

days (N = 16) 53* 4) .39 
More than 7 

days (N = 18) .49* -.13 -.02 
*p«.05. 


married and living with spouse, and 4) religion—41 per- 
cent versus 87 percent Protestant. 

Thus the subjects in our study were significantly more 
likely to be male, Caucasian, married and living with 
spouse, and Protestant than those in the earlier study. 
The results of the two studies might therefore be restated 
as follows: In a group of suicide attempters with depres- 
sive disorders tha: contained substantial numbers of 
women, members of racial or religious minorities, and 
unmarried or separated individuals, negative expecta- 
tions about the Future were strongly correlated with seri- 
ousness of suicidal intent, a correlation which was signifi- 
cantly higher than that between depression and suicidal 
intent. However, among a group of suicide attempters 
with depressive disorders composed largely of Protestant, 
Caucasian, married men, negative expectations of the 
future were not significantly correlated with seriousness 
of suicidal intent, but there was a significant correlation 
between depression and suicidal intent, as was true in the 
Minkoff and associates study. 

Stated in this way, these results suggest that, against a 
background of depression, negative expectations about 
the future influence suicidal behavior only in the presence 
of conditions which might have an effect on the sui- 
cidogenic potential of negative expectations about the fu- 
ture. Thus, the masculine sex role might decrease the in- 
fluence of pessimism because of the traditional activist 
role of the male in adverse circumstances. Racial or reli- 
gious minority status might increase the influence of neg- 
ative expectations by reflecting the objective reality of 
these attitudes. Furthermore, the current rapid changes 
in social roles of minority group members may deprive 
these individuals of traditional responses to adverse ex- 
pectations withou: providing alternative response pat- 
terns. Marital status might influence the suicidogenic po- 
tential of an attitude of hopelessness through the 
presence or absence of interpersonal support. 

These conditions may be viewed as indicators of the 
extent to which external societal supports are available to 
a person in the face of subjective pessimism about the fu- 
ture, i.e., the exten- to which reality validates the subjects 
negative expectations. It is therefore possible that the 
relationship beiween negative expectations and suicidal 
intent 1s dependent on external support—that in the rela- 
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tive absence of external social supports, negative ex- 
pectations of the future are associated with seriousness of 
suicidal intent, whereas negative expectations are less 
relevant in the presence of such supports. 


Interval Between Suicide Attempt and Testing 


In trying to match our conditions to those of the earlier 
study, we also examined the influence of the time interval 
between the suicide attempt and testing on the inter- 
relationships among depression, suicidal intent, and 
hopelessness. 

Table | shows that, regardless of the amount of time 
between the suicide attempt and rating, the relationship 
between measures of hopelessness and depression re- 
mains constant, with moderate but significant levels of 
correlation. This might have been expected, since the 
measures used reflect current subjective states and not 
subjective states at the time of the attempt. 

However, we also observed that the magnitudes of the 
correlations between suicidal intent and hopelessness and 
between suicidal intent and depression tended to decline 
as the interval between the suicide attempt and testing 
increased. This might also have been expected, since 
hopelessness and depression refer to a current subjective 
state that might vary (perhaps decline) over time, while 
strength of intent in a suicide attempt refers to a past and 
“constant” event. 

We hypothesized that depression and hopelessness 
might both diminish as the interval following a suicide at- 
tempt increased, while intent would remain constant. 
This would account for the relationships we have de- 
scribed. We therefore examined the mean values for the 
three measures for each group. The results, shown in 
table 2, did not support our hypothesis. Hopelessness and 
depression scores were slightly but not significantly lower 
for the groups with longer attempt-to-testing intervals, 
but suicidal intent increased significantly with increasing 
intervals. We are unclear as to the explanation for this. 
Perhaps greater distance from the event tends to lessen 
denial. This could best be explored by repeated testing of 
the same subjects, which was not part of the design of our 
study. 
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TABLE 2 
Mean Scores on Three Measures for 55 Suicide Attempters 


Generalized 
Interval Between Zung Scale Expectancies Suicidal Intent 
Attempt and Raw Score Scale Scale 
Testing Mean SD Mean SD Mean SD 


Less than 72 
hours (N 221) 52.9 10.7 9.0 5.5 11.8 6.1 
Between 4 and 7 


days (N = 16) 49.3 10.7 9.3 5.8 16.2 6.2 
More than 7 
days (N 218) 50.2 11.3 7.4 5.0 14.3 5.1 


SUMMARY AND CONCLUSIONS 


It is our conclusion that the observations of Minkoff 
and associates (1) do not identify a general relationship, 
but one that may depend instead on specific subject char- 
acteristics. We suggest that 1) demographic differences 
between our subjects and theirs may have contributed to 
the differing results of the two studies and 2) the presence 
of stronger external societal supports may lessen the im- 
pact of hopelessness. We also found that correlations be- 
tween hopelessness and depression were the same for the 
three time intervals we surveyed, whereas the correlations 
between these variables and intent decreased with in- 
creasing time intervals. 
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Psychogenic Factors in Kidney Transplant Rejection: A Case Study 


BY MILTON VIEDERMAN, M.D. 


The author examines the influence of psychic factors on 


kidney transplant rejection in a patient who suffered 
emotional trauma. As an adolescent, this man had 
reacted to the death of his father with an incomplete 
mourning response and had coped with the loss through 
identification and a search for surrogates. The death of 
a paternal surrogate immediately preceded the transplant 
rejection. The author emphasizes that the establishment 
of a causal relationship between a somatic event and a 
psychic antecedent is facilitated by demonstrating that a 
latent conflict has been evoked symbolically by an 
external event. Further research into such correlations 
could significantly enhance our understanding of disease 
processes. 


THE INCIDENCE of mild to severe rejection of a kidney 
transplant is very high and is therefore to be expected 
some time in the posttransplant course. Immune mecha- 
nisms, always operative, become much more intense at 
certain times for reasons that are quite unknown. There 
are suggestions that viruses may alter immune responses 
in such a way as to increase reactivity to foreign im- 
planted tissue, but why rejection occurs at a particular 
time is unclear. It seems likely that a constellation of fac- 
tors participates in rejection. In keeping with the newer 
field theory concept of psychosomatic medicine, psychic 
factors are probably involved to a greater or lesser extent, 
and it is within this context that a particularly striking 
case is described. 

Conclusions about the participation of psychic factors 
in transplant rejection will be presumptive until clear 
relationships can be established between psychic factors 
(consciously and unconsciously perceived threat, reacti- 
vation of unconscious conflict, evoked drive states, and 
defensive responses) and somatic factors (i.e., those in- 
volving the central nervous system, endocrine system, im- 
mune system, etc.). The elucidation of CNS mechanisms 
for the integration of inputs and the transformation of 
symbolic content into physiological processes will be an 
important step in this direction. However, as Engel and 
Schmale noted, “at the present time, in the study of dis- 
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ease onset, one is limited to establishing temporal corre- 
lations between the occurrence of particular psychologi- 
cal processes, as defined by the investigator, and the 
sequential development of the somatic disorder" (1, p. 
353). The absence of a demonstrable mechanism should 
in no way mitigate against efforts to demonstrate tem- 
poral and specific conflictual correlates with the onset of 
somatic disease. Such contributions will be the first step 
toward the subsequent elaboration of feedback mecha- 
nisms between somatic and psychic events. Observations 
of the emergence of a predictable conflict at the time of a 
somatic response would lend increasing support to the 
thesis of a psychogenic component in renal transplant re- 
jection. The patient I will describe demonstrates such a 
relationship. 


CASE REPORT 


The patient was an attractive 24-year-old man who looked 
pale and somewhat weary, although he did not appear debili- 
tated. From the very first, one could not help being impressed 
with the patient's strength in the face of adversity. Those who 
cared for him and supported him through many difficult heurs 
found him cooperative, uncomplaining, and appreciative of 
their attention. This trust and depth of involvement character- 
ized his relationship with both friends and family. 

His obsessive character style in no way interfered with his ca- 
pacity to show warmth. He tended to keep his concerns to him- 
self and manifested marked denial. *What I don't see doesn't 
bother me" was his unambiguous attitude toward his life- 
threatening illness and the major surgical procedures he fazed. 
He showed a remarkable capacity to repress memories of pain- 
ful separations during hospitalizations for the nephrotic syn- 
drome as a young child, retaining only positive memories oi his 
care from the nurses in the hospital. 

The patient was the second child in a harmonious working- 
class German Catholic family. His father and mother got along 
well and, although discipline was moderately strict, he felt that 
his parents’ way ‘‘was of course the right way." Conflict with 
his parents and with his older sister was minimal, and there was 
little evidence of deep-seated unconscious resentment. 

The nephrotic syndrome appeared suddenly when ihe pazient 
was 2 years old and he was hospitalized repeatedly on a pedi- 
atric service until he was 4. After the age of 4 he had a total 
remission and was essentially asymptomatic, although he was 
followed medically until his most recent renal decompensation. 
His parents were not unduly overprotective and his physical 
limitation as a child was minimal. 

The first symptoms of renal failure and hypertension (with 
papilledema) appeared in the summer of 1970 during a trip tc 
Florida. He attributed his extreme insomnia and loss of appe- 
tite to anxiety about a new business he was about to begin ana 
ignored severe blurring of vision that interfered with his driving. 
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When he returned home, he visited a local doctor who treated 
him for hypertension. He did not inform the doctor of his histo- 
ry or that he was being treated at the hospital for kidney dis- 
ease. The patient insisted that at no point did he consider the 
possibility that his recent difficulties were related to his kidneys. 
When I pressed him on this issue, he retorted that the doctor did 
not think of it. Finally, he returned to the clinic, was hospital- 
ized, and the recommendations were made for renal hemo- 
dialysis and transplant. 

In my first interview with the patient I was impressed not 
only by the degree of his denial but also by its apparent effec- 
tiveness in protecting him from anxiety and depression. He 
spoke of his plans to marry in a year as if his cure through 
transplantation was not at all in question. He treated dialysis 
and transplant as if it were remedial plumbing, an attitude that 
has also been noted in some psychologically well-adapted car- 
diac transplant patients (2). 

During this interview he burst into tears while discussing his 
father’s death. This was his only display of feeling. The father 
had collapsed and died of a coronary in the bathroom in the 
middle of the night when the patient was 15. The patient's at- 
tempts at mouth-to-mouth resuscitation were fruitless. The 
shock was profound, and it was many months before the patient 
regained his equilibrium. Even now, memories of their intimacy 
and shared interests would consistently evoke tears. “I think 
about him when I do things he used to like to do. I can honestly 
say he taught me all I know. After he died, I was more aware of 
how I felt toward him. I became friendly with a guy in the high 
school, a superintendent, who was like my father. I still visit 
him at school and at his home." The patient talked of his strong 
identification with his father's admired traits—independence, 
self-confidence, and optimism. It was clear that he had handled 
the loss by both identification with the lost parent and a search 
for surrogates. This explained his willingness to leave a very 
skilled job in electronics to open a stationery store with an 
older friend. “I felt this fellow could guide me along because he 
knew and I didn't." This friend's decision to abandon him for 
another opportunity after he had left his job was a bitter dis- 
appointment. 

In the second interview the patient related the following 
dream: 


I had been working with the phone company [his pre- 
vious job]. | came home by train and realized that I had 
driven my car to work. I had to go back and get it but I 
couldn't find it. It would be in only one place if it were 
there and yet I couldn't bring my mind to tell me it was 
there. I had no recollection I had put it there. 


The patient associated this loss to the loss of the father, which 
he had talked about in the previous session, but in no way saw 
its associative connection to the disappointment in his friend 
and its unconscious relationship to the loss of his father. The car 
was connected with his decreased vitality. He expressed the feel- 
ing that without a car he could not get around. When he parked 
the car on the top floor of the garage near the hospital, climbing 
the steps to retrieve it was exhausting. It was while driving that 
he had first become aware of his declining health. The direct 
statement of defense, "I couldn't bring my mind to tell me it 
was there," is also interesting. Denial and repression are prima- 
ry defenses. 

The patient's adaptation to dialysis was remarkable. He re- 
mained confident, cheerful, and active throughout the 4 months 
prior to transplant, despite the discovery that his sister was an 
unsuitable donor and even after doubts were raised about his 
mother's suitability. Denial persisted to a very marked degree, 
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and his anxiety was displaced to his business. He stated that “In 
business it is do or die and transplants are pretty well worked 
out." The family supported the denial. They remained very in- 
volved and available to him. 

Transplantation was accomplished with his mother as the do- 
nor. He was remarkably alert and comfortable 24 hours after 
the surgery. He handled an initial brief rejection without much 
difficulty and was discharged after 3 weeks in the hospital, at 
which time he felt perfectly fit. | 

Five weeks after the transplantation, the patient was admit- 
ted with acute rejection of the transplanted kidney. Massive 
gastrointestinal bleeding followed within 36 hours. A few days 
before he was admitted, he had telephoned a middle-aged friend 
of his and was told that this man had died of a coronary the day 
before. He spoke of his great affection for this man. “I couldn't 
have been treated better by him if I had been his son. He was 
like a father to me." This was a relationship he had developed 
after his father's death. His comment about this man's constant 
presence in his life was interesting: "I didn't see him all the 
time, but I sort of knew he was there." ' 

This major trauma was followed by another on the day of his 
admission. The wife of a good friend had collapsed next to the 
exhaust pipe of her car and was found asphyxiated. He was ter- 
ribly disturbed by the predicament of her two children, one of 
whom was his godchild. It was after a telephone call of con- 
dolence to his friend that his bleeding began. Both of these loss- 
es were spontaneously related by the patient to the loss of his 
own father. As he spoke of the older man's death, he empha- 
sized what a wonderful man he had been. He then went on to 
talk of his bitter disappointment in having been let down by his 
business partner. His remarks exposed the whole spectrum of 
feelings toward these father figures, from idealization to bitter- 
ness at abandonment. The awareness of his own vulnerability 
was most poignant in this man, who was so little given to in- 
trospection. He desperately appealed to me to help him over- 
come this reaction to loss. 

It became apparent a few weeks later that the rejection was 
irreversible. The patient stated, “I died," ostensibly speaking of 
the kidney. He died 4 weeks after these massive psychological 
and physiological insults, which included a subtotal and then a 
total gastrectomy. 

The cause of death was uncontrollable bleeding secondary to 
diffuse intravascular coagulation. The etiology of his gastric 
bleeding was considered to be active duodenal ulcer with bleed- 
ing precipitated by stress (3) and steroids. Subsequently he had 
developed acute stress ulcers of the stomach. Although the 
patient had never had symptoms or evidence of an ulcer, the 
possibility exists that he had an ulcer diathesis, given his fa- 
ther’s history of peptic ulcer. 


DISCUSSION 


This case offers a unique opportunity to scrutinize the 
interplay between psychic and somatic factors in the re- 
jection of a kidney transplant. The most striking feature 
is the dramatic temporal relationship between an acute 
psychological trauma and a somatic event; no less impor- 
tant is the fact that the particular trauma, the loss of a 
surrogate father, was reminiscent of a critical event in 
this man’s developmental history. It was apparent that 
the basis for this patient’s psychological vulnerability lay 
in the sudden loss of his own father. His invariable tear- 
fulness at any mention of his father revealed that this was 
a loss not fully mourned and integrated. Nonetheless, the 


mechanisms this patient had used to cope with the loss, 
i.e., the establishment of relationships with paternal sur- 
rogates and identification with the lost object, were high- 
ly adaptive. The fragility of this equilibrium became ap- 
parent only with the very painful evocation of the initial 
loss in the sudden death of a father surrogate under very 
similar circumstances. The second loss, that of his 
friend’s wife, occurred after his transplant rejection had 
begun but poignantly reinforced the image of those left 
behind (the children), with whom the patient strongly 
identified. His ambivalence toward the abandoning ob- 
ject was expressed through his bitter criticism of the 
friend who had let him down in business. 

These conflicts were played out explicitly and therefore 
relate most clearly to the rejection. It is probable that 
other levels of conflict were also operating, although it 
was impossible to confirm some of them. Certainly, the 
helplessness-hopelessness syndrome described by 


Schmale (4) was evident. The patient could no longer de- 


pend on the outside world, which had deprived him of two 
important objects. This was reflected in a decreasing be- 
lief that the doctors would make him well. His own body 
and, by extension, his self had failed him in the very 
breakdown that was his illness. 

The loss of an important object is one of the central, al- 
though not unique, precipitants of the helplessness-hope- 
lessness complex. Eisendrath (5) described a high in- 
cidence of abandonment by important objects in patients 
who die of complications following kidney transplant. He 
did not suggest, however, that the transplant rejection 
might have been significantly precipitated by psychic 
causes. Perhaps it would be too concrete to suggest the 
parallel of loss of an external object and loss of a tenu- 
ously held internal object, the kidney, although patients 
often draw such parallels in reactive fantasies. 

If certain cases of rejection are significantly influenced 
by traumatic psychic experiences, it seems likely that a 
variety of conflicts could precipitate rejection. In a panel 
discussion reported by Tourkow (6), Roose commented 
on a case in which rejection of a kidney transplant fol- 
lowed the recipient learning that the donor was his father, 
whom he hated. Basch (7) described a similar case, al- 
though he did not state that rejection had been precipi- 
tated by the patient's having learned that the donor was 
someone he hated. Steele speculated that those patients 
who feel they must control their own bodies and who re- 
sist intrusion are more likely to reject the transplant 
physiologically (6). 

I would emphasize that I do not consider the extensive 
fantasy elaborations that take place during rejection as 
indications that these fantasies and their underlying con- 
flicts cause rejection. They are secondary fantasy elabo- 
rations, which may in some way reflect the patient's *un- 
derstanding" of his experience based on his character and 
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his conflictual organization. Moreover, even in the ab- 
sence of rejection, high anxiety levels as well as depres- 
sion are related to fear of rejection and reflect the 
patient's unconscious view of the “meaning” of the trans- 
plant. On this level, the degree of psychic posttransplant 
distress is in direct relationship to unconscious conflict, 
but there is no evidence that this necessarily influences 
the likelihood of a physiological rejection. (I have dis- 
cussed these issues elsewhere [8]). It might, however, be 
interesting to determine on a statistical basis whether 
patients with a high degree of posttransplant anxiety and 
depression have a higher incidence of rejection. 

From a somatic point of view, the vulnerability of the 
transplanted kidney as a target organ for difficulty in the 
face of disequilibrium is evident. Much remains to be 
elaborated about potential mechanisms mediating 3e- 
tween psychic states, the CNS, and immune responses. 
Solomon (9) wrote extensively about the relationship be- 
tween personality, stress, and immune mechanisms but 
did not comment on organ rejection. 

Over 10 years ago, Wolff (10) commented on how 
threats and symbols of danger, especially those involving 
human relations, caused maladaptive anabolic and cata- 
bolic processes. There is every reason to believe that sym- 
bolic events influence all disease in some degree. Renal 
transplant rejection offers an interesting opportunity to 
study the influence of psychogenic elements on somatic 
function because the rejection of foreign tissue is so clcse- 
ly tied to normal bedily defenses. One might therefore be 
disinclined to suspect that such factors would be oper- 
ative. The elaboration of a relationship between psyche 
and soma in such a situation will represent an important 
advance in medicine. 
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Steady-State Protriptyline Levels in an Outpatient Population 


BY JOHN T. BIGGS, M.D., WILLIAM H. HOLLAND, AND WILLIAM R. SHERMAN, PH.D. 


The authors measured steady-state protriptyline levels in 
12 outpatients undergoing treatment for depression. The 
steady-state level of prctriptyline was surprisingly high 
compared with levels obtained when other tricyclic 
antidepressants were prescribed. This finding probably 
accounts for the effectiveness of protriptyline at low 
doses and its frequent side effects. 


SINCE THE introduction of protriptyline hydrochloride 
(Vivactil), clinicians have been puzzled by its effec- 
tiveness at doses much lower than those usually pre- 
scribed with other tricyclic antidepressants. In addition, 
patients often respond to these lower doses of protripty- 
line hydrochloride more quickly than to larger doses of 
other antidepressants (1). A possible explanation of these 
effects is now available through the measurement of pro- 
triptyline steady-state blood levels. 

All tricyclic antidepressants are very closely related 
structurally. Protriptyline hydrochloride has the same 
molecular weight as nortriptyline hydrochloride (Aven- 
tyl) but differs from the latter in the position of one 
double bond (figure 1). Both of these compounds are sec- 
ondary amines. The tertiary amine amitriptyline hydro- 
chloride (Elavil) has the structure of nortriptyline, modi- 
fied by a second methyl group on the nitrogen atom. 
Amitriptyline normally is demethylated in man to form 
nortriptyline; however, no protriptyline is formed by the 
metabolism of either amitriptyline or nortriptyline. The 
manufacturer initially recommended protriptyline hydro- 
chloride in doses from 20 to 60 mg per day for the treat- 
ment of depression. Williams (1), in a double-blind clini- 
cal trial, treated inpatients with either 20-80 mg per day 
of protriptyline hydrochloride or 75-200 mg per day of 
amitriptyline hydrochlcride and found protriptyline in a 
dose between 25 and 75 mg per day to be as effective as 
higher doses of amitriptyline hydrochloride. As in the 
case with amitriptyline, nortriptyline usually is pre- 
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scribed at a dose of 100—200 mg per day (2, 3). 

Individual doses of tricyclics for the treatment of de- 
pression vary greatly among patients. This variation 
was first explained in part by Hammer and associates (4), 
who demonstrated a 36-fold difference between the low- 
est and highest steady-state plasma levels of desipramine 
hydrochloride (Norpramin or Pertofrane) in 11 patients. 
Alexanderson (5) demonstrated by crossover studies that 
the pharmacokinetics of desipramine apply as well to 
nortriptyline on an individual basis. This variation in 
steady-state plasma levels has been shown to be geneti- 
cally determined, although the level can be influenced by 
such environmental factors as exposure to other 
drugs (6). Protriptyline's effectiveness at comparatively 
lower doses may result from greater potency at the recep- 
tor site in the brain or from slower metabolism and/or 
excretion, resulting in increased availability of protripty- 
line as opposed to nortriptyline or other large-dose tri- 
cyclics. 

Tricyclic antidepressant blood levels are often a useful 
tool for the clinician. Measurement of psychotropic drug 
plasma levels offers hope for more effective patient man- 
agement. By measuring tricyclic blood levels, the clini- 
cian can determine if a patient can be expected to re- 
spond to therapy; that is, does the patient have a blood 
level of antidepressant within therapeutic range? Several 
studies have shown the importance of tricyclic blood lev- 
els in treating patients with depression. Braithwaite and 
associates (2) demonstrated a positive correlation be- 
tween therapeutic response and steady-state blood levels 
of amitriptyline and nortriptyline in depressed patients. 
Ásberg and associates (7) studied nortriptyline steady- 
state blood levels and therapeutic response and found a 
more complex situation, with optimal therapeutic re- 
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sponse at an intermediate level (50-139 ng/ml). Kragh- 
Sørensen and associates (3) confirmed Asberg’s original 
findings that poor therapeutic response is seen in de- 
pressed patients with either inadequate or excessive 
plasma levels offers hope for more effective patient man- 
ng/ml. Five out of 7 patients who had plasma levels 
greater than 175 ng/ml of nortriptyline yet had failed to 
respond to therapy were well and discharged from the 
hospital one week after each patient's dose was reduced 
to give lower plasma levels. 

By measuring plasma tricyclic antidepressant levels, a 
clinician can make a more intelligent choice of how to 
proceed when a patient fails to respond to therapy. If in- 
adequate levels are present, the patient should be ques- 
tioned regarding ingestion of medication. Since great 
patient variation exists regarding blood levels obtained 
after the ingestion of fixed amounts of medication and 
even after weight corrections, the patient's medication 
may need to be increased to obtain a therapeutic blood 
level. The measurement of steady-state blood levels al- 
lows the clinician to determine if adequate medication 
is present before changing to other drugs or forms of 
treatment. 

It ts through the routine measurement of plasma tri- 
cyclic levels in a clinic population that we have observed 
an explanation for protriptyline's effectiveness in com- 
paratively low doses. 


METHOD 


Amitriptyline, imipramine, nortriptyline, desipramine, 
and protriptyline were measured by using gas chroma- 
tography-mass fragmentography (8). Deuterium-labeled 
internal standards were employed in the analysis of the 
tertiary amines, amitriptyline and imipramine. Plasma 
samples were collected from 12 clinic patients under- 
going treatment for depression. Data from all 12 patients 
are presented; no patients were excluded from the study. 
All samples were assayed twice, with variation no greater 
than 10 percent in any case. Five patients were treated 
only with protriptyline, 5 received both protriptyline and 
either amitriptyline or imipramine, and 2 patients re- 
ceived a variety of other medications. 


RESULTS 


Early in the course of routine measurement of out- 
patient tricyclic antidepressant levels it became apparent 
that patients treated with relatively small amounts of 
protriptyline exhibited plasma levels much greater than 
would be expected based on previously published data re- 
garding other tricyclic antidepressants. For example, 
Kragh-Sgrensen and associates (3) found that 29 patients 
treated with 50 mg of nortriptyline three times a day ex- 
hibited plasma steady-state levels of 141.0 + 48.2 ng/ml. 
While using a similar dose, Asberg and associates (7) 
found their patients had a mean level of 90.1 + 40.1 ng/ 
ml. This discrepancy was accounted for by the fact that 
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most patients in the Asberg study received barbiturates 
at night for sleep. 

Twelve depressed patients were treated with doses of 
protriptyline ranging from 10 to 70 mg per day. Plasma 
levels were all markedly higher than would be expected 
when compared with data on nortriptyline (3, 7). The 
plasma protriptyline values in this study ranged from 28 
to 434 ng/ml. Each patient’s plasma level (expressed in 
nanograms per milliliter) was divided by the daily dose to 
produce a ratio. These ratios ranged from 1.7 to 17.8 with 
a mean of 6.33, which is much higher than those obtained 
in the other studies of tricyclic antidepressants. Five 
patients treated with both protriptyline and either emi- 
triptyline or imipramine provided controlled evidence 
that the ratio was higher for protriptyline than for either 
of the other twe drugs (i.e., the sum of either parent drug 
and its desmethyl metabolite). In all cases protriptyline 
on the same weight basis produced markedly higher 
plasma levels, ranging from 1.5 to 5.7 times greater than 
that of the sum of amitriptyline and its metabolite nor- 
triptyline or imipramine and its metabolite desipramine. 

A review of the literature revealed a paper by Moody 
and associates (9) in which 9 patients had been treatec 
with 40 mg per day of protriptyline. The mean ratio of 
their plasma level to daily dose was 3.02. The Mann- 
Whitney U test indicated that the sample used in Moody 
and associates’ study was statistically comparable to that 
used in our study—the high mean ratio in this study 
(6.33) was influenced by the very high plasma to dose ra- 
tios (17.8 and 10.9) in 2 patients. When the mean ratios 
from this study and Moody’s study were compared with 
mean ratios determined from other studies in which nor- 
triptyline (0.60) or amitriptyline (0.97) were used (2, 7), 
the results of the latter studies were significantly different 
(p<.001) from these of the two protriptyline studies. This 
supports our initial observation that markedly higher 
blood levels are produced whenever protriptyline is pre- 
scribed compared with similar amounts of other tricyclic 
antidepressants. 


DISCUSSION 


The comparatively higher plasma level of protriptyline 
probably results from a slower rate of inactivation by the 
liver. Differing rates of hydroxylation by the liver have 
been shown to be responsible for the great differences in 
plasma levels seen when patients are treated with equivz- 
lent amounts of nortriptyline hydrochloride or desipre- 
mine hydrochloride. Nortriptyline is hydroxylated at the 
10-position while desipramine is hydroxylated at the 2- 
position. Hydroxvlation by similar enzymes has been as- 
sumed to occur in protriptyline metabolism; however, 
there have been no definitive studies to date. 

Studies using “C-labeled protriptyline have saown 
that after a single oral dose peak plasma levels are ob- 
tained in 8 to 12 hours and significant plasma levels of ra- 
dioactivity were present for as long as 37 days. Fecal ex- 
cretion did not appear to be important. Fifty percent of 
the drug was excreted into the urine within 16 days (10). 
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The exact metabolic route of protriptyline in man has not 
been determined. 


Excessive protriptyline blood levels may be responsible 
for adverse reactions and failure to achieve maximum 
therapeutic response. Although extrapolation to pre- 
viously published nortriptyline data may be dangerous, 
Kragh-Sgrensen and associates (3) found that 5 of 7 
patients with nortriptyline levels greater than 170 ng/ml 
who were therapeutic failures were well 7 days after the 
dose was decreased. In addition, unnecessary side effects 
may be caused by excessive steady-state plasma levels of 
protriptyline. Asberg and associates (11) demonstrated 
that subjective side effects correlate with plasma concen- 
trations of nortriptyline. 


Several clinical reports indicate that protriptyline has a 
more rapid onset of action than other tricyclic antide- 
pressants. A slower rate of metabolism might account for 
the more rapid onset of antidepressant effect. Some clini- 
cians feel that occasional patients become especially anx- 
ious during treatment with protriptyline. Blood levels 
above the therapeutic range (which has not as yet been 
determined for protriptyline) might account for this. 
Whenever protriptyline is prescribed, a patient’s blood 
level will be several times larger than that which can be 
achieved when an equal weight of other tricyclic antide- 
pressants is given. The result can be an inadvertent over- 
dose of this drug. 
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A Study of Transsexuals Seeking Gender Reassignment 


BY JOSEPH C. FINNEY, M.D., JEFFREY M. BRANDSMA, PH.D., MURRAY TONDOW, ED.D., 


AND GRESS LEMAISTRE, M.A. 


The authors report the results of a computerized 
psychodiagnostic assessment of 19 males and 1 female 
seeking sex-reassignment surgery. The most pervasive 
finding was hysterical personality trend (13 of 20 cases). 
Twelve patients exhibited psychotic trends: 6 showed 
psychotic thinking on test scores, and 6 received 
computer-preferred diagnoses of paranoid or schizoid 
personality. However, most of these 12 patients were not 
considered psychotic on interview, and those who had 
sex-reassignment surgery had good results. 


WITH THE INCREASING sophistication, frequency, and vis- 
ibility of surgical sex-reassignment procedures for trans- 
sexuals has come a concern with psychiatric evaluation 
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and diagnostic profiles of these individuals. In an attempt 
to provide more data in this area, we undertook a com- 
puterized diagnostic assessment of 20 people seeking sur- 
gical sex change. 

The term “transsexual” is used in this study to denote 
a person who, despite having been raised in the gender 
agreeing with his/her anatomical sex, believes that he or 
she is truly in some sense a member of the opposite sex, 
and who requests surgical reconstruction to facilitate the 
change to living in the opposite gender role. 


Dr. Finney is Professor, Department of Educational Psychology, and 
Dr. Brandsma is Psychologist, Department of Psychiatry, University of 
Kentucky, Lexington, Ky. 40506. Dr. Tondow is President and Mr. Le- 
Maistre is Vice-President, Behaviordyne Corporation, Palo Alto, Calif. 
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The first transsexual case which came to public atten- 
tion was that of George (Christine) Jorgensen, an Ameri- 
can man whose male organs were surgically removed in 
Denmark in 1952. The case was a sensation in the popu- 
lar press and was the subject of a scholarly article by the 
surgeon, Christian Hamburger (1). While Jorgensen 
and others have sought publicity and have performed in 
nightclub acts, most transsexuals have preferred to cut 
their ties with the past and move into new communities 
where their former gender is unknown. Many male-to-fe- 
male transsexuals marry men and conceal their former 
sex from their husbands. 


In clinical practice, biological males seeking to become 
female have outnumbered females seeking to become 
male by ratios varying from 2:1 to 10:1 or more (2). 
There may be psychodynamic reasons for this ratio, but 
it may also be influenced by the enormous difficulties in 
producing a “successful” female-to-male surgical result. 
(By popular standards, reflected in civil and ecclesiastic 
law, consummation of intercourse on the part of a female 
requires little more than an orifice; therefore, surgical 
male-to-female reassignment is a far less complicated 
procedure.) 


There has been wide variation in psychiatric judgment 
about male transsexuals. Unlike the male homosexual, 
who enjoys using his masculine genitals in sexual rela- 
tionships with other men, the male transsexual feels 
ashamed of his male organs and wants them removed. 
Some psychiatrists and psychoanalysts have regarded the 
male transsexual as a severely disturbed person who is 
emotionally immature and disabled if not sick (3-8). The 
belief of an anatomical male that he is really a female is 
considered delusional, and the request for amputation of 
male organs is viewed as self-mutilating, self-destructive, 
masochistic, and suicidal. Psychiatrists and psycho- 
analysts who share this view have generally urged sur- 
geons not to join in the patient's delusions by performing 
sex-reassignment surgery. 

At the opposite pole is the view that the transsexual 
male is psychologically normal and healthy but misclassi- 
fied; he is a normal female in everything but anatomy, 
and his psychological disturbances, such as anxiety and 
depression, are the result—not the cause—of his trouble. 
This position agrees with that promoted by transsexuals, 
who feel that they are psychologically normal individuals 
who were born with the wrong genitalia through some 
cruel quirk of fate. 

An intermediate position has been expressed by Stol- 
ler (9): *Each of the transsexual *women' [i.e., male-to- 
female] we have tested psychologically has shown a per- 
sonality typically found in the tests of hysterical women." 


This paper deals with findings on 19 anatomical males 
and 1 female seeking sex-reassignment surgery. None of 
these patients had requested psychotherapy, nor did they 
desire advice or counseling in making a decision. Like 
similar patients seen in other medical centers, they had 
already made a firm decision to change their sex, and 
viewed the surgeon's referral to a psychiatrist for screen- 
ing as an obstacle to be overcome. 
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METHOD 


Twenty patients seeking transsexual surgery at :he 
University of Kentucky Hospital were referred by the 
urologist to a psychiatrist-psychoanalyst for screening. 
She in turn referred them to a psychologist for testing. 
Eighteen patients were studied at the University of Ken- 
tucky Medical Center; 2 were seen at a nearbv federal 
correctional facility by one of us (J.C.F.). 

Patients’ scores on the MMPI were analyzed by the 
University of Kentucky Computer Psychodiagnastic Sys- 
tem, although this analysis was done after clinical deci- 
sions had been made and in some cases after surgery had 
been performed. This computer system, described in de- 
tail elsewhere (10-12), routinely calculates great numbers 
of scores and indices and composes a several-page de- 
scriptive report. The diagnostic section of the computer 
report begins with a statement that a clinical diagnosis 
should never be made from either a psychological test or 
any other laboratory test alone; rather, it must result 
from review of the complete case history and all exam- 
inations. 


RESULTS 
Diagnoses 


The principal preferred diagnoses indicated by the 
computer analysis were as follows: hysterical personality, 
N=3; paranoid personality, N23; schizoid personality 
N=2; paranoid schizophrenia, N=5; and one case each 
of antisocial sociopathic personality, compulsive person- 
ality with schizoid trends, schizo-affective (manic) psy- 
chosis, depressive neurosis, normal with denial and the 
possibility of hysterical personality, and passive-aggres- 
sive personality, demanding type. The female patient was 
the only other case in which “normal” was the preferred 
diagnosis. Even in her case, sociopathic, passive-aggres- 
sive, hysterical acting out was listed as a possibility. 

There were signs of impaired thinking in a large pro- 
portion of this sample. In addition to the five cases 
in which paranoid schizophrenia was the comptter- 
preferred diagnosis, the three cases labeled paranoid 
personality almost reached the level that would be called 
psychotic (two of the three would have been called 
schizo-affective with paranoid features if labeled psy- 
chotic because of the presence of depressive elements). 
In addition, there were the two cases labeled schizoid 
personality and one schizo-affective (manic). The impair- 
ment of thinking seemed chronic rather than acute in 
most cases. Anxiety levels were not high; and while test 
results indicated psychotic thinking, none of the patients 
was judged clinically psychotic by interview, and none 
would have been considered committable. 

The most prevalent feature of the diagnostic assess- 
ment was hysterical personality (1.e., overuse of defenses 
of repression, denial, dissociation, and/or conversion), 
which was found in 13 of the 20 cases (12 of the males 
and the | female). This was the principal diagnosis in 3 
cases and a secondary feature or alternative in 10 others. 
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This finding confirms the data reported by Stoller (9). 

Depression was another frequent problem. Depressive 
neurosis was the principal diagnosis in | case, and depres- 
sion was a secondary feature in 4 others. 


MMPI Scores 


The MMPI indicators of test-taking attitude (the L, F, 
and K scales) revealed no consistent tendency on the part 
of these individuals to try to appear either sick or healthy. 
Scores on the A factor, a measure of anxiety or distress 
calculated by computer from all MMPI scores using 
weights determined by factor analysis, were above the av- 
erage score in the general population in 11 cases and be- 
low it in 9 cases. i 

The hysterical character measure, an average of 14 
MMPI scores, exceeded the normal population mean in 
19 of 20 patients. A measure of compulsive behavior also 
based on several MMPI scale scores exceeded the aver- 
age in only 8 of the 20 patients. 

The responsibility average, a measure of strength of 
conscience, was below the population mean of 50 in 17 of 
the 20 cases. The Pd scale (psychopathic deviate) ex- 
ceeded 50 in 19 of the 20 patients. Scale H, a measure of 
unconscious hostility, was above 50 in 18 of 20 cases (this 
is a subtle measure that is very difficult to falsify). 

Sources who refer male transsexuals are often inter- 
ested in femininity measures. However, it is our experi- 
ence that these measures are seldom helpful, as they are 
among the more easily falsified MMPI items, and 
patients come for testing only when their decision to seek 
sex reassignment is firm and they are determined to prove 
their femininity. On the standard Mf scale for males, all 
19 male transsexuals had much higher scores than the av- 
erage score for males in the general population, and all 
but 2 scored more “feminine” than the average score for 
women. This finding was less true on the Fe scale (13), 
which measures a more maternal (less flirtatious) kind of 
femininity. This might be expected on the basis of the 
clinical findings of Money and Primrose (14), who re- 
ported that male transsexuals differ from women in the 
absence of pregnancy fantasies and of special attraction 
to the helpless newborn. 


Psychopathology and Clinical Outcome 


The degree of psychopathology in these patients was 
compared with their clinical outcomes. Three cases (in- 
cluding 2 of the 5 whose computer diagnostic evaluations 
indicated the most psychopathology) had surgery and 
were reported to be very well pleased on follow-up; one of 
them had married a man. Four other patients had had 
surgery, but there was no follow-up. One individual had 
surgery in three stages because of anatomical com- 
plications which was completed only recently. Another 
patient was scheduled for surgery at the time of the study. 
One of the more disturbed individuals never returned af- 
ter the consultation and did not have surgery. One case 
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(who appeared no more ill than average on the psycho- 
logical tests) was denied surgery and was assigned to a 
resident psychiatrist for psychotherapy, which has pro- 
duced little change. The female seeking to become a male 
was also scheduled for surgery. The 8 most recent cases, 
not yet given surgery, tend to show more psycho- 
pathology on the tests than the early ones. 


CONCLUSIONS 


Two rather extreme opinions have been expressed 
about transsexuals: |) that they are psychiatrically very 
sick, delusional, psychotic, and self-destructive, and 2) 
that they are psychologically normal people who have 
had the misfortune to be born with genitals of the wrong 
SEX. 

The present study, based on computerized MMPI 
analysis, reached an intermediate conclusion. The major- 
ity of the 20 patients showed hysterical personality fea- 
tures, and a minority showed paranoid or schizoid fea- 
tures or both. The hysterical features, which include a 
capacity for selective memory, may account for the typi- 
cal history, in which the male transsexual patient denies 
any memory of considering himself anything but a fe- 
male at any time in his life. They may also explain the ex- 
aggerated, naive, and coyly flirtatious behavior so often 
seen in male transsexuals. | 
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Oxprenolol in the Treatment of Anxiety Due to Environmental Stress 


BY W. P. MCMILLIN, M.B., B.CH. 


The author conducted two trial studies to evaluate the use 
of oxprenolol in the treatment of symptoms resulting 
from environmental stress. Results indicated that ona 
three-times-a-day regimen, 80 mg of oxprenolol was 
superior to 20 mg of oxprenolol and equally as effective 
as 5 mg of diazepam. The author discusses the benefit of 
B-blocking drugs and points to the need for further 
studies. 


TRIALS HAVE SHOWN that the 8-blocking drugs may have 
anxiety-inhibiting properties (1, 2). Further studies (3, 4) 
have shown that successful treatment of anxiety with the 
B-blocking agent is due to the control of the somatic con- 
comitants, which is the most useful application of the 
drugs. 

Other trials have shown the benefits of oxprenolol 
on the cardiovascular system under psychological 
stress (5, 6). It would be reasonable therefore to assess 
oxprenolol in the treatment of patients who are afraid 
and whose symptoms are related to a recognizable stress. 

The emotional response to recognized sources of dan- 
ger is fear, which can range from mild apprehension and 
uneasiness to intense dread. Since somatic and physi- 
ological concomitants are mediated by the autonomic 
nervous system and endocrine glands, there is an immedi- 
ate rise in circulating catecholamines that prepares the 
individual for fight or flight. Ideally, therefore, manage- 
ment should consist of treatment of the somatic aspect by 
a -blocking drug and treatment of the psychic aspect by 
psychotherapy. 

There is considerable fear in Belfast, where the politi- 
cal situation has given rise to civil unrest resulting from 
bombing, hijacking, and assassination (7, 8). I therefore 
decided to evaluate oxprenolol in patients attending their 
general practitioner with symptoms of anxiety related to 
the local stress. 


TRIAL | 
Following preliminary dose-finding studies, a con- 


trolled double-blind crossover study was set up in 12 
patients who had reported to their general practitioner 


Dr. McMillin is a general practitioner, 2 Colin View, 220 Knock Rd., 
Lower Castlereagh, Belfast, Ireland BT5 6QD. 


and whose symptoms were attributable to stress. Ten 
women and 2 men entered the study; their average age 
was 38.9 years. Based on the Hollingshead and Red- 
lich (9) scale for social class, 1 man was in social class I 
and the remainder were in either social class II or HI. 
They were assessed at the start of the trial, after one 
week, and finally after the second week. The patients 
measured their anxiety, tension, sleep, concentration, de- 
pression, and well-being using a visual analogue scale. At 
the end of two weeks the patients stated their treatment 
preference. 

Of the 12 patients who entered the trial, 2 dropped out: 
| was involved in a bomb incident and had to be hospital- 
ized, and the other, a 22-year-old girl, took 10 chlordiaze- 
poxide (Librium) capsules in a panic state and was hospi- 
talized for gastric lavage. The remaining 10 patients 
divided themselves into two groups of 5: one group took 
80 mg the first week and 20 mg the second week; the oth- 
er group reversed the weekly dosage. The 20-mg and 80- 
mg capsules looked identical. 

The preliminary dose-finding study showed that 20 mg 
of oxprenolol was equivalent to placebo. It was therefore 
used in place of placebo because it slowed the pulse rate, 
thus helping preserve blindness. Since 80 mg of oxpreno- 
lol three times a day was a useful drug in the treatment of 
stress, this dose was compared with 5 mg of diazepam 
(Valium) three times a day in a trial of similar design. 


TRIAL 2 


Twelve patients who attended the surgery with symp- 
toms attributable to emotional stress entered the trial; 
they were all women with an average age of 23.9 years. 
One woman was in social class I, and the rest were in ei- 
ther social class IE or III. One patient dropped out after 
she was involved in a bombing incident and had to be giv- 
en sedatives intravenously. 

The design was similar to the previous trial, but on this 
occasion one group of 6 patients took 80 mg of oxpreno- 
lol three times a day for the first week followed by 5 mg 
of diazepam three times a day for the second week, while 
the other group of 5 patients reversed the procedure. 

Patients again essessed anxiety, tension, concentration, 
sleep, depression, and well-being on a 10-cm visual ana- 
logue scale at the start of the trial, after one week, ard af- 
ter the second week. At the end of the trial the patients 
stated their treatment preference. Spontaneously report- 
ed side effects were recorded. 


Am J Psychiatry 132:9, September 1975 965 


BRIEF COMMUNICATIONS 


RESULTS 


The results from trial 1 showed a significant improve- 
ment with 80 mg of oxprenolol in tension (p<.05), de- 
pression (p«.05), and well-being (p«.01) and a patient 
preference for the larger dose three times a day (8 
patients versus 1 patient; p<.04). One patient in group | 
had no preference. On all of the items except sleep, treat- 
ment was significantly more effective than pretreatment 
(anxiety and tension, p<.001; concentration and depres- 
sion, p « .05; well-being, p<.01). 

The results from trial 2 showed no significant differ- 
ence between 5 mg of diazepam and 80 mg of oxprenolol; 
this may be due to the small number of patients in the 
study. However, 5 mg of diazepam seemed to give better 
results in sleep while 80 mg of oxprenolol seemed to give 
better results in concentration. These results might be ex- 
pected with the knowledge of the pharmacodynamics of 
these drugs. Treatment was significantly more effective 
than pretreatment on all items (anxiety and tension, p« 
.001; sleep, concentration, depression, and well-being, p 
<.01). 


DISCUSSION 


A number of papers (7, 8) have shown the effect of 6- 
blocking drugs on heart rate and the electrocardiograph 
in response to such mental stress as speaking in public, 
driving in traffic, and racecar driving. Although the bene- 
fits to the cardiovascular system were demonstrated in 
these previous trials, the effect on psychological tension 
was not assessed. 

Anxiety related to recognizable stress is an everyday 
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occurrence for most people and does not require treat- 


ment. However, if the stress such as that in Belfast per- 
sists or sufficiently affects the functioning of the individ- 
ual, treatment may be required. The results from my 
studies indicate that 80 mg of oxprenolol three times a 
day may prove a useful drug in the management of such 
patients. 

Further studies are required to demonstrate more fully 
the benefit of 6-blocking drugs in situational anxiety and 
to show that there is no diminution in psychomotor per- 
formance. 
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Critique of a Hypothesis of Dominance and Sexual Behavior 


BY RICHARD C. FRIEDMAN, M.D. 


The author critically evaluates the article “Dominance 
and Sexual Behavior: A Hypothesis,” which appeared in 
this journal last year and hypothesized that “male 
dominance facilitates male-female copulatory behavior 
while female dominance inhibits it." He concludes that 
such unitary-cause hypotheses of complex behaviors may 
be reductionistic and therefore less helpful than intended. 


IN AN ARTICLE published in the American Journal of Psy- 
chiatry last year, Dr. Virginia Abernethy correctly noted 
that testable hypotheses about the relationship between 
early development and the later emergence of hetero- 
sexual copulatory behavior are scarce (1). In attempting 
to rectify this omission, she proposed the hypothesis that 
“male dominance facilitates male-female copulatory be- 
havior while female dominance inhibits it." She support- 
ed this proposal with data obtained from the fields of pri- 
matology, anthropology, and psychoanalysis. The 
purpose of this paper is to critically evaluate the reason- 
ing used in Dr. Abernethy's article. While respecting its 
purpose, I believe that her proposal might be less helpful 
than she intended. What is needed are hypotheses that 
are 1) specific rather than global, 2) correctly supported 
by information, and 3) expressed in such a way as to in- 
tegrate complex data rather than reducing it to simple 
form by overlooking important distinctions. 

Any theory relating childhood experiences to the later 
emergence of adult behaviors must take into account the 
notion that phase-specific interactions occur during early 
development that are necessary for the occurrence of lat- 
er phase-specific interactions and for the maturation of 
numerous behavioral systems (2). Therefore, in order for 
a hypothesis involving a critical negative relationship 
during childhood to be meaningful, it should specify 
which phase-specific interactions are impeded and which 
behavioral systems do not mature normally. 

The observation that a history of maternal dominance 
can impede adult heterosexual behavior has been made 
before in the clinical literature (3). However, maternal 
dominance has not yet been explicitly defined. A detailed 


Dr. Friedman is with Columbia University College of Physicians and 
Surgeons, where he is Instructor of Clinical Psychiatry and Director, 
Behavioral Science Unit, International Institute for the Study of Hu- 
man Reproduction, 60 Haven Ave., New York, N.Y. 10032. 


The author wishes to thank Dr. Willard Gaylin for his detailed critique 
of this paper and Dr. Robert Spitzer and Ms. Susan Matorin for their 
helpful suggestions. 


description of the behaviors manifested by mother and 
child at various points of development, which could be re- 
liably identified as maternal dominance, would add to 
our present fund of knowledge. The following questions 
bear on the testability of Dr. Abernethy's hypothesis. 

What are the specific ways in which the maternal 
dominance relationship is manifested by mother. and 
child? Since virtually every mother may be considered to 
be dominant over every neonate, at what point in devel- 
opment would maternal dominance be deemed in- 
appropriate? Through which maturational phases does 
the dominance relationship persist? What behavioral sys- 
tems are impeded, either in their differentiation or their 
expression, by the inappropriately dominant-submissive 
maternal-child relationship? To what degree 1s the domi- 
nance itself a negative influence, and to what degree is the 
key issue the prevention of phase-specific experiences 
that are necessary for the later development of sexual be- 
havior? 

Heterosexual copulatory behavior may be described as 
a complexly organized group of behaviors that involve in- 
terpersonal, intrapsychic, and physiological interactions. 
Adverse influences at various levels of organization of the 
total organism may interfere with copulatory ability (4). 
Copulation requires motivation. Motivation may be im- 
peded in one or both partners because of absence of de- 
sire for sexual activity, preference for noncopulatory sex- 
ual acts, or preference for sexual objects other than 
members of the opposite sex. In addition, either partner 
might lack the social skills necessary to attract and suc- 
cessfully mate with a member of the opposite sex. Fur- 
thermore, the male might not be able to make the physi- 
ological adaptations required for intromission and 
ejaculation. The female might manifest sensory behavior 
that interferes with the successful completion of the sex- 
ual act (dyspareunia) or motor behavior that makes 
copulation impossible (vaginismus). 

The necessary and sufficient conditions that determine 
the direction of sexual object choice, the nature of sexual 
activity preference, and the occurrence of each of the sex- 
ual inadequacy syndromes are still not known. Hypothe- 
ses that would stimulate investigations to shed light on 
these areas are greatly needed. However, hypotheses shat 
are directed at all individuals with impaired heterosexual 
copulatory behavior and that fail to distinguish between 
discrete subgroups obfuscate more than they illuminate. 
Consider the histories of two hypothetical males with to- 
tal erectile inadequacy in the presence of a receptive 
woman. One is a business executive whose diabetes mel- 
litus, severe depression, alcohol abuse, and impotence are 
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all of recent onset. The second individual, a cosmetician 
who is living as a woman in the community and is receiv- 
ing estrogen medication, has never had an erection in re- 
sponse to a female stimulus. Although he has male gen- 
itals, his core gender identity is female, and he actively 
seeks castration to correct the incongruence between his 
anatomical sex and core gender identity. 

The differences between these people are striking. 
Placing them in a single group (those with impaired 
male-female copulatory behavior) and suggesting that 
one factor in their backgrounds is of great etiological sig- 
nificance does not help dissect the multiple determinants 
of their present problems. 


CRITIQUE OF PRIMATOLOGICAL, ANTHROPOLOGICAL, 
AND PSYCHOANALYTIC MATERIAL 


If one culls data from different disciplines, he should be 
bound by the rigorous standards of each discipline. In ad- 
dition, problems inherent in making inferences across 
disciplines should be identified and evaluated. 


Primatology 


Dr. Abernethy stated that an incest taboo exists among 
rhesus macaques and that its presence is presumably re- 
lated to the dominance of mothers over male offspring 
throughout life. She cited a case report from the primate 
literature (5) in which reversal of mother-son dominance 
was followed by two instances of incest. This observation 
led the original investigator to suggest that an important 
relationship exists between maternal dominance and the 
mother-son incest taboo and that mother-son copulation 
will occur only if the normative dominance pattern is dis- 
rupted. Since no data were presented regarding the in- 
cestuous male monkey’s ability to copulate with females 
other than his mother, no hypothesis is justified about his 
potential to engage in heterosexual copulatory behavior 
per se. In addition, no generalization about the hetero- 
sexual copulatory behavior of monkeys in general is war- 
ranted. 

In the absence of a comparison of the role of domi- 
nance in the social organizations of monkeys and hu- 
mans, or of the differences between determinants of sex- 
ual behavior in the monkey and the human, it is difficult 
to accept the primate data as a basis for a hypothesis 
about human copulatory behavior. | 


Anthropology 


Dr. Abernethy described the Trobriand Islands so- 
ciety, in which husbands inevitably have a low status in 
their families. However, she presented no direct evidence 
to support the statement that “sexual adjustment appears 
to suffer in this type of marriage." Further, she did not 
contrast the determinants of marital stability and copula- 
tory competence, and she did not discuss sexual behavior 
per se other than anecdotally (“‘sex with a spouse is poor 
fun"). 

The premise that marital instability reflects poor copu- 
latory competence is not necessarily true. In order to 
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properly defend the view that unstable marriages are re- 
lated to female dominance, one should compare rates of 
marital instability between female-dominant and male- 
dominant cultures. Are Trobriand Islanders more likely 
to have unstable marriages than Californians? 

The inadequacy of simple unitary hypotheses is illus- 
trated by imagining the possible interactions among ma- 
ternal dominance, peer group integration during devel- 
opment (peer group activity was not discussed in this 
article), and adult sexual behavior among the Trobriand 
Islanders. 

For example, let us speculate that 1) some dominant 
mothers interfere with the participation of their offspring 
in same-sexed peer groups during various phases of de- 
velopment, 2) most same-sexed peer groups enthusi- 
astically perform activities that are generally labeled as 
masculine by the culture, and 3) some of these offspring 
later develop primary total impotence. How would we 
know the extent to which the prime determinant of later 
sexual inadequacy was maternal dominance, the failure 
to be accepted by a male peer group, or the failure to per- 
form masculine activities during critical periods of devel- 
opment? 

An etiological hypothesis would be justified if it could 
be demonstrated that most individuals who experienced 
specific stresses during specific phases of development 
later manifested pathological sexual behavior. Even with 
such data, caution would have to be exercised in applying 
etiological principles to account for the behavior of an in- 
dividual, since individual cases might be atypical. 

Dr. Abernethy’s use of psychoanalytic concepts in the 
anthropological section of her paper was intriguing. Had 
space permitted, it would have been of interest to discuss 
the role that identification with men other than the father 
(e.g., a dominant maternal uncle) played on the person- 
ality development of the Trobriand Islanders. 


Psychoanalysis 


In the psychoanalytic section of the article, Dr. Aber- 
nethy cited the research of Bieber and associates (6) and 
Stoller (7, 8) to support the hypothesis that “male domi- 
nance facilitates male-female copulatory behavior while 
female dominance inhibits it.” 

Although Bieber and associates’ study of 106 male ho- 
mosexual patients in psychoanalytic treatment is valu- 
able because of the clinical histories described, it suffers 
from important methodological inadequacies. Further- 
more, it is questionable whether principles derived from a 
limited population of patients (many of whom had con- 
founding psychopathology) can meaningfully clarify the 
origins of a behavior so commonly found in the male 
population. What would we think of engineers if our view 
of them were derived primarily from engineers under- 
going psychoanalysis? 

Stoller’s theory about the origins of transsexualism (7) 
is not entirely accepted within the scientific community. 
As Person and Ovesey (9) have pointed out, psycho- 
dynamic thinking must be distinguished from etiological 
speculation. The etiology of transsexualism is not known, 
and there is not enough information in the literature to 


warrant the view that transsexuals have “typical” moth- 
ers, as Dr. Abernethy suggested. 

Dr. Abernethy proposed that the research data of Bie- 
ber and associates (6) and Stoller (7, 8) suggested that 
maternal control is a mechanism in the etiology of homo- 
sexuality. She did not, however, define homosexuality. 
Kinsey and associates (10) noted that males exist on a 
continuum with regard to homosexual fantasies and acts. 
At what point on the continuum should we consider the 
etiological proposal to be directed? In fact, it is unlikely 
that either transsexualism or homosexuality is a unitary 
entity (11) and neither, therefore, is likely to be related to 
a unitary "cause." 


DISCUSSION 


Sex is not discussed in the concluding paragraph of Dr. 
Abernethy’s article. Rather, the image of “proliferating 
moms” is invoked and related to “voluntary unmar- 
rage" as well as "increasingly unstable marriages." 
Here, too, as in the section on anthropology, a compari- 
son of the determinants of marital behavior and the de- 
terminants of sexual behavior might have been helpful. 

Behavioral models that are based primarily on unit 
causes rather than on interactions may inadvertently lead 
to reductionistic models of maladaptation. For example, 
for many years it was tempting to attribute the origins of 
schizophrenia to "schizophrenogenic" mothers. It has 
perhaps been anxiety producing to acknowledge that the 
situation is considerably more complex than that. 

Just as our sophistication about the origins of the 
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schizophrenic syndrome has grown beyond our need to 
identify unit “causes,” so must our approach to the ori- 
gins of sexual behavior acknowledge complexity and em- 
phasize areas of uncertainty. It is in the belief that such 
emphasis will contribute to research that this critique was 
written. 
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Familial Unipolar Depressive Illness: A Pedigree Study 


BY LARRY H. PARDUE, M.D. 


The author reports a study of five generations of a family 
in which several members had unipolar depression 
responsive to tricyclic medication. He concludes that 
genetic factors play an important role in this disorder and 
emphasizes the need for pharmacogenetic studies in 
psychiatry. 


GENETIC FACTORS have long been implicated in affective 
psychoses, but clarification of their nature and signifi- 
cance has been hampered by the lack of a satisfactory 
system for classifying these disorders (1, 2). Preliminary 
efforts to classify manic-depressive illnesses pharma- 
cogenetically have been promising (3, 4). By observing 
patient response to antidepressant drugs from different 
pharmacological groups, Pare and Mack (5) presented 
evidence that more than one biochemical abnormality 
may result in depressive illnesses and that these abnor- 
malities are genetically specific. 

This paper reports a study involving five generations of 
a family having among its members depressive illness re- 
sponsive to tricyclic medication. It was undertaken in 
part to determine the role of genetic factors in the dis- 
order. 

The proband for the study is a 20-year-old Houston 
housewife with a 5-year history of multiple suicide at- 
tempts, diurnal mood swings, crying spells, and chronic 
terminal sleep disturbance often associated with night- 
mares. 

The family history revealed that 1) a maternal uncle 
was subject to auditory and visual hallucinations which 
were entirely eliminated with administration of desipra- 
mine in the recommended pharmacologic doses, 2) the 
maternal grandfather had a prefrontal lobotomy in 1952, 
and 3) a maternal great-great-grandfather had a brother 
who committed suicide in 1909. 

Five days after being placed on desipramine the pro- 
band showed dramatic improvement. She has remained 
asymptomatic but has required intermittent use of the 
medication. 


At the time this work was done, Dr. Pardue was a resident, University 
of Texas Medical Branch, Galveston, Tex. He is presently Staff Psychi- 
atrist, P.O. Box 215, Naval Hospital, Corpus Christi, Tex. 78419. 
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METHOD 


Known descendants of the proband's “normal” great- 
great-grandfather (who will be referred to as Mr. A) were 
contacted. They were told that a psychological study was 
being made of Mr. A's descendants and were asked to 
take the Minnesota Multiphasic Personality Inventory 
(MMPI). After the participating family members had 
completed the test, the possibility of a hereditary emo- 
tional disorder was explained to them, and each was 
briefly interviewed. Many members expressed personal 
interest in mental disorders, and some held individual ex- 
planations for the phenomenon occurring within their 
family; almost all were receptive to the study and quickly 
accepted the idea of a treatable hereditary emotional dis- 
order in their family. 

Information concerning nonparticipating members 
(those who were deceased or did not take the MMPI) was 
used only when obtained from their first-degree relatives. 
The resulting test and interview data were then analyzed. 


RESULTS 


Of the 92 known living descendants of Mr. A born be- 
fore 1959, 73 were tested and interviewed (see table 1). 
Interview data revealed 30 family members with clinical- 
ly significant histories. To facilitate interpretation, the 
findings were mapped onto the pedigree of Mr. A's de- 
scendants (figure 1). 

The dark areas on the figure represent individuals who 
1) were clinically depressed and showed substantial im- 
provement on desipramine (N =8); 2) had made overt sui- 
cide attempts according to relatives who had witnessed 
the attempts (N 8); 3) had a history of hallucinations 
unrelated to drug or alcohol intoxication (N 25); 4) had 
received insulin or electroconvulsive treatments (N—4); 
5) had been hospitalized for depression (N 23); or 6) had 
a history of depressive mood swings with decreased en- 
ergy, terminal sleep disturbance, and/or crying spells but 
had neither been hospitalized nor received an adequate 
trial of tricyclic antidepressant medication (N =3). 

Lightly shaded areas represent individuals with find- 
ings that were suggestive of depression but insufficient to 
establish the diagnosis (e.g., history of chronic terminal 
sleep disturbance frequently associated with nightmares) 
(N=9). Both the dark and lightly shaded areas were 
termed phenotypically positive (N 227), while unshaded 
areas were termed phenotypically negative (N 283). 

Separation of phenotypes according to phenotype of 
parent was highly significant (p «.00001): of 23 positive 


BRIEF COMMUNICATIONS 


TABLE | 
Participation in Study by Descendants of Mr. A Born Before 1959 


Total Living at Time of Study (N=92) Tested with MMPI (N = 73) 
Descendants (N = 110) Number Percent Number Percent 
Children 7 | 14.3 i 120.0 
Grandchildren 27 20 74.1 17 85.0 
Great-grandchildren 55 50 90.9 39 78.0 
Great-great-grandchildren 2) 2] 100.0 16 76.2 


FIGURE | 
Complete Pedigree of Mr. A's Descendants Born Before 1959* 
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*The open square at the top of the figure represents Mr. A; the closed square represents his brother who committed suicide. The arrow points to the proband. 
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phenotypes, 20 had phenotypically positive parents and 3 
had negative ones; of 75 negative phenotypes, 11 had 
phenotypically positive parents and 64 had negative ones. 
Mr. A’s 7 children were excluded because the interview 
data suggested that Mr. A was phenotypically positive, 
but the sources were not first-degree relatives. Five other 
members of the pedigree (represented on figure 1 as 
phenotypically negative) were excluded for similar rea- 
sons. 

Three phenotypically negative individuals had histories 
of depressive symptoms. Two of these were descendants 
of the same second-generation male who had generally 
unaffected offspring. Neither had experienced the suicidal 
preoccupations or biologic features prevalent in other 
branches of the pedigree; both displayed situational fac- 
tors and had been unresponsive to an adequate trial of 
tricyclic medication. The third individual had transiently 
received tricyclic medication following termination of his 
marriage but had no other history of depressive symp- 
toms. 

Such diverse forms of treatment as psychotherapy, 
anxiolytics, neuroleptics, electroconvulsive therapy, in- 
sulin, and psychosurgery had been received by some of 
the phenotypically positive members. In the absence of 
concurrent tricyclic medication the responses had been 
poor or equivocal. No one had received MAO inhibitors. 

To test the hypothesis that two phenotypes were 
present in the study population, scores from the MMPI 
examinations were analyzed by computer and mathemat- 
ically matched to code type profiles as defined else- 
where (6-8).! 

Profiles compatible with psychiatric abnormalities oth- 
er than personality disorders were defined as positive 
(N =22). Profiles compatible with a normal control group 
were defined as negative (N=37). Profiles compatible 
with personality disorders were not considered as mani- 
festations of unipolar depressive illness and were also de- 
fined as negative (N = 14). 

Separation of test profiles according to phenotypic 
groups was also highly significant (p<.001): of 18 positive 
phenotypes, 11 had a positive MMPI profile and 7 had a 
negative one; of 55 negative phenotypes, 11 had a positive 
MMPI profile and 44 had a negative one. It is of interest 
to note that for most of the negative phenotypes with pos- 


'The analysis was performed by John Overall, Ph.D. 
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itive profiles, there were obvious situational factors that 
could account for the atypical tests (e.g., congenital deaf- 
ness). 


DISCUSSION 


The uniform features of depression without evidence of 
manic behavior would clearly appear to place this illness 
in the category of affective disorders as a unipolar de- 
pressive illness. 

The distribution of the two phenotypes seen in figure 1 
suggests an autosomal dominant gene with variable ex- 
pressivity as the mode of transmission, although polygen- 
ic transmission cannot be ruled out. An X-linked domi- 
nant or recessive transmission is ruled out, however, by 
the presence of father-son affected pairs, which suggests 
the illness is separate from some bipolar illness in which 
the X chromosome has been implicated (9). The evidence 
of the study therefore supports the position of Angst and 
Perris (10) that the unipolar depressive psychoses should 
be distinguished nosologically from bipolar forms. 

The essentially uniform response of these individuals 
to tricyclic medication in contrast to other forms of treat- 
ment emphasizes the potential importance of pharma- 
cogenetic studies in psychiatry. 
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Request for Research Protocols 


Sig: The Task Force on Ethics in Human Research of the 
APA Council on Research and Development is undertaking on 
a trial basis a program designed principally to provide assis- 
tance to institutional review committees charged with the re- 
sponsibility of reviewing human research proposals in their in- 
stitutions. 

In this program, we propose to act in a quasi-judicial fashion 
to review controversial research protocols sent to us by col- 
leagues and others. The task force is prepared to issue opinions 
based on careful study (without identifying investigators or 
their institutions) analogous to those of an appeals court con- 
cerning ethical and moral issues related to the research de- 
scribed. We hope that some of these research protocols or ap- 
propriate summaries and opinions can then be published as a 
basis for further discussion within the profession. 

The purpose of this letter is to alert Journal readers to the un- 
dertakings of the task force and to request that protocols in- 
volving research with human subjects be sent to the task force 
for review at the address given below. Since it will probably not 
be possible for us to review all controversial protocols, we 
would prefer to receive a brief description of the protocol first in 
order to avoid duplication and to enable us to deal with the 
more important questions. 


SAMUEL B. Guze, M.D. 

Chairman, Task Force on Ethics in Human Research 
Department of Psychiatry 

Washington University School of Medicine 

4949 Audubon Ave. 

St. Louis, Mo. 63110 


Instant Binding versus Shredding 


Sir: The February 1975 issue of the Journal contained three 
letters to the editor commenting on the filing system described 
by Thomas Gutheil, M.D., in the October 1974 issue. I have 
used Dr. Gutheil’s system and found that.it became a chore to 
shred journals, duplicate common pages, and file articles never 
to be read again. An idea occurred to me while I was struggling 
with a stack of journals to be arranged or thrown away. Instead 
of mutilating them into a superfile, what if one could bind them 
simply and use their own annual indexes for any reference 
work? 

Professional binding or box binders are inconvenient and ex- 
pensive. I tried "instant binding" and it works! Lay January or 
July issues face down, run a ribbon of glue along the back sheet 
next to the binding edge, add the next issue, apply another strip 
of glue, and so on. Then bind the whole with two-inch electrical 
tape, either length wise or as three cross strips so as not to cover 
the information on the spine of the journal. This makes a strong 
binding that can be tossed around or used as a book. It may not 
look beautiful, but it is cheap and practical. 

Now I can use six issues together like a book or start with 
two issues and add the next four as they arrive. The extra divi- 


dend of this technique came as a surprise. All those articles one 
momentarily passes over remain to be read later. There is six 
times as much reading territory to choose from in an off mo- 
ment, and the individual issues do not get scattered or lost. 


A. CHAPMAN [sHam, M.D. 
Fort Worth, Tex. 


The Defensive Use of the Telephone 


Sir: The telephone is a vital communications instrument. The 
phone offers an opportunity for the improvement of many neu- 
rotic relationships, especially when telephone calls are the ve- 
hicle for continuing dominating relationships. These often in- 
volve infantile patients who are regularly and repeatedly 
seduced by parents who inappropriately tell them their prob- 
lems rather than complaining to brothers, sisters, friends, doc- 
tors, religious counselors, or their own parents. Much of such 
upsetting and inappropriate relationships is perpetuated by tele- 
phone. A mother may call her son daily, regaling him with criti- 
cisms of his father and thereby upsetting and seducing him, es- 
pecially when the conversation involves sexual criticism of the 
father. It is hard far a conscientious child to stop such a paren- 
tal diatribe, be it mild or severe. In person, an unfortunate child 
is overwhelmed. In telephone conversations, such patients al- 
most dig the earpiece into their ears, seemingly hypnotized by 
the destructive yet fascinating gossip about their own parent. 

I have successfully helped patients to cope with this problem 
by advising them to hold the phone with the mouthpiece near 
their mouth, but the earpiece far away from their ear, so that 
the commanding parental voice is barely heard. The phone is 
spoken into like a microphone. This seems to remove or relteve 
the intensity of the emotion, enabling the patient to begin his or 
her psychotherapeutic rebuttal. For example, he can say. 
"Mother, are you aware that such talk about my father upsets 
me terribly?" When an angry protest comes back, it is muted 
and distant, and the patient can then calmly repeat his former 
statement. Provocat:ve or hysterical talk 1s barely audible, and 
thus has a much diminished impact. The patient's words, how- 
ever, spoken directly into the mouthpiece, are heard. 

This model also seems to help patients with in-person conver- 
sations. Having established that it is within their power to force 
a conversation with a parent to take a logical course, patients 
frequently carry this attitude over into their “live”? conversa- 
tions. The most beneficial result of the technique is that family 
relationships are strengthened by dialogue that replaces the 
destructive avoidance technique of not speaking at all that we 
so often hear about. The formerly intimidated patient takes the 
lead in correcting destructive family patterns. 

The phone should be, by this method, considered a possible 
useful tool for beginning the correction of neurotic relationships 
which are sometimes perpetuated by phone conversations them- 
selves. 


FREDERICK BUCKERMAN, M.D. 
New York, N.Y. 
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Pharmacotherapeutic Investigation: Time for Change 


Sir: I wish to address the issue of the antiquated organization 
of virtually all pharmacotherapeutic investigations. Discussions 
by Lasagna and Wardell (1) and Goldberg (2) dramatically il- 
lustrated the stalemate confronting American pharma- 
cotherapy. Lasagna and Wardell asserted that some com- 
ponents of the Food and Drug Administration (FDA) had been 
unreasonably delaying the acceptance of safe, useful therapeu- 
tic agents. Goldberg stated that both law and reason demand 
adequate testing for safety and efficacy. f 

The particular case they discussed concerned the antianginal 
use of propranolol. In April 1970, the FDA decreed that pro- 
pranolol should not be approved because existing studies were 
inadequate to demonstrate efficacy and there were unresolved 
safety questions. The drug’s sponsor initiated controlled clinical 
trials, 

Five years have passed, and studies that would answer this 
important clinical question have not been completed. Gold- 
berg’s discussion betrayed no dissatisfaction with this intoler- 
able state of affairs, but rather criticized the FDA for taking 
what he considered to be a premature action by recommending 
that the package insert mention the use of propranolol in an- 
gina pectoris in a very qualified way. If Goldberg is interested in 
promoting the rapid introduction of safe, effective therapeutic 
agents, he should concentrate his fire on the delay that has en- 
sued between the clinical finding, initiation of investigations, 
and their completion. | 

To develop adequate clinical trials requires the financial sup- 
port of a profit-motivated pharmaceutical firm, an interested 
and capable investigative team, an available clinical population, 
and a clinical setting that will allow systematic research. This 
fortunate confluence of events is all too rare. 

If the public is to be served, it is clearly necessary to develop a 
national institute of applied pharmacotherapy as a central 
agency within the National Institutes of Health and also to de- 
velop large specialty research hospitals devoted to the assess- 
ment of pharmacotherapies. These premarketing procedures 
should be supplemented by a computerized postmarketing sys- 
tematic clinical surveillance procedure. Persisting with the 
present haphazard program can only result in continuation of 
the current situation of frustrated doctors, inadequately cared 
for patients, foot-dragging bureaucrats, and exasperated legis- 
lators. 
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DONALD F. KLEIN, M.D. 
Glen Oaks, N.Y. 


The Importance of the Couple 


Sır: The article “Marital Therapy from a Psychiatric Per- 
spective: An Overview" by Ellen M. Berman, M.D., and Harold 
I. Lief, M.D., (June 1975 issue) was a welcome addition to the 
growing focus on the importance of the couple in psycho- 
therapeutic endeavors. 

Your readers might be interested to know of a group called 
the Association of Professionals for Growth in Marriage. The 
uniqueness of this group of couples lies in its commitment to the 
psychobiological reality and complementarity of a male hus- 
band and female wife. 
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One of the basic concepts espoused by the group is the latent 
creative potential of the couple, which far surpasses the creativ- 
ity of singlehood and adolescence. The struggle is to' move 
beyond the residual bisexuality of childhood. Loyalties to our 
families of origin that interfere with living in the present as 
people committed both to our gender and generation must be 
made conscious and discussed in the intimacy of the marital 
relationship. The results are reflected not only in the marriage 
but in our children and our professional lives. 

The group publishes a journal, sponsors symposia, and meets 
regularly to share its discoveries and continue in the growth 
process. Inquiries can be addressed to the Association of Pro- 
fessionals for Growth in Marriage, Dynamic Springs Family 
Institute, Newtown Square, Pa. 19073. 


IRviNG S. WIESNER, M.D. 
Swarthmore, Pa. 


More Worry 


Sir: In "The Empirical Nature of Worry" (October 1974 is- 
sue) Alan Challman, M.D., described worry as "suffering im- 
posed upon the self by the self, but attributed to necessity and 
the particular outside circumstance." 

Worry is a symbolic homologue and analogue to sacrifice to 
the gods, small installments of worry serving teleologically to 
appease the powers that be and avert disaster, much as in- 
surance premiums render one immune to the ravages (at least 
the financial ones) of fate. Worry satisfies the intuition or ethic 
that everything must be paid for. 

However, as one might suspect from the significant role it 
plays in many lives, worry serves other quasi-religious as well as 
immediate emotional and social needs. Worry, particularly 
about past events, may serve as penance or self-punishment or 
as an aid in venting masochistic tendencies. 

One's emotional well-being may necessitate worry. First, 
worry may enliven an otherwise bland fantasy life, accom- 
modating one's need to feel and to “make the times of day when 
there is really nothing to worry about intensely pleasurable, be- 
cause of contrast" (1). 

More important, worry enables one to deal with anxiety gen- 
erated by both repressed and pressing conflicts. The Indo-Euro- 
pean root "wer" implies evasion. À concrete worry presents a 
focus to divert and allay anxiety generated by intolerable sub- 
conscious issues, perhaps even averting the need to face the real 
problem. Most worries are more tangible and familiar than 
nebulous psychological conflicts; they are also insoluble and 
therefore never require decision or action. 

Worry satisfies a sense of responsibility and the need to be 
needed, for the very act implies participation and that one's par- 
ticipation is needed. Further, worry implies power to alter the 
situation, even in a magical way, relieving one of any sense of 
helplessness—to worry is to do something. This mystical sense 
is heightened by being able to say, "I saw it coming," or “I told 
you so," further stoking one's fantasy life and sense of worth. 

Worry is most potent and subtle as a manipulator. Worriers 
tend not to hide their light under a bushel but to hang it aloft, to 
light the powers “up there" to their relief. Here, supernatural 
powers are replaced by people in the immediate environment, in 
whom the worrier induces feelings of responsibility and obliga- 
tion. Their compliance is more gratifying than compliance to a 
direct plea, for it potentially elevates the worrier from a 
recipient of succor to a benefactor of concern, wisdom, and 
foresight. 

One can get too much of any good thing and incessant wor- 


rying is a common precedent to psychosomatic problems. The 
positive feedback nature of worry, as Dr. Challman noted, 
makes it (like other characterological aberrations) very refrac- 
tory to intervention. 

Ubiquitous worry, although unpleasant, is “entertained by 
the host” because of its utility in several areas of psychological 
functioning. 
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GARFIELD PICKELL, M.D. 
Halifax, N.S., Canada 


Dr. Challman Replies 


Sir: Dr. Pickell’s fertile mind has discerned many secondary 
gains the worrywart harvests from his ritual. He quite correctly 
labels religious sacrifice as a homologue or analogue to worry. 
Their similarity and ubiquity among the human race lead to the 
assumption that they have a common ancestor and are both rit- 
ualizations of the universal experience during infancy of having 
one’s needs unaccountably or miraculously fulfilled following a 
period of suffering. Post hoc ergo propter hoc. { do not see how 
this hypothesis can be proved or disproved. 

There is always the rather unpleasant alternative possibility 
that men engage in self-torment simply because they have an in- 
ner drive for suffering as well as for comfort. If that is the case, 
the attribution of the gods taking pleasure in human suffering 
could be merely a projection of our own mental operation. 


ALAN CHALLMAN, M.D. 
Minneapolis, Minn. 


An Unreported Hysterical Sign 


Sır: Because of the fluidity and interchangeability of symp- 
toms and signs in hysteria, a diagnosis usually cannot be made 
on phenomenology alone. In some cases, however, symptoms 
are characteristic enough and frequently enough encountered to 
be almost pathognomonic. Among such symptoms, known as 
"stigmata," are globus hystericus, stocking and glove anes- 
thesia, and tunnel vision (1). Hysteria is known, however, as a 
"great imitator," and many so-called stigmata can arise as a re- 
sult of questioning, a form of iatrogenic suggestion. 

There is one sign that ] have observed often enough in hys- 
terical patients to include it as one of the stigmata, although I 
have not seen it described in the literature. This sign is directly 
observable and therefore not influenced by the physician's in- 
quiry. It consists of a widening of the palpebral aperture to the 
extent that there is an appreciable circular border of white 
sclera around the cornea. This produces a staring look that is 
reminiscent of exophthalmos. This abnormal palpebral widen- 
ing is, in fact, under the name Dalrymple's sign, one of the clas- 
sic signs of a hyperactive thyroid. In hysteria, it is an inter- 
personal sign precipitated by the encounter with another 
person. It has the hallmarks of both drive and defense, i.e., it is 
a combination of flirting ("making eyes") and hypervigilance. 
The eyelids are controlled by both voluntary and involuntary 
muscles, so that the eye sign may be partially but not wholly an 
autonomic response. 

I have also observed that the classical characteristics of the 
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hysterical personality are changing. The stereotype of the fe- 
male hysteric as ''flirtatious and frigid” does not seem to hold 
true among the young adult population. I more frequently see 
the determinedly nonflirtatious woman who speaks with indif- 
ference of multiple orgasms but who otherwise demonstrates 
the narcissism and shallow affect commonly associated with the 
histrionic personality type. The new symptomatology appears 
to be a concession to changing cultural expectations. 

I would be interested to know if other readers have observed 
the eye sign and the changing sexual functioning of patients 
diagnosed as hystericzl. 
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Mary V. SEEMAN, M.D. 
Department of Psychiatry 
Toronto Western Hospital 
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Does Research Interfere with Patient Care? 


Sin: Our experience in operating a research unit designed to 
collect psychobiological data on acute schizophrenic patients 
while relying on predominantly psychosocial treatment tech- 
niques leads us to conclusions contrary to those stated by Louis 
H. Reich, M.D., and Brian L. Weiss, M.D., in their article, 
"The Clinical Research Ward as a Therapeutic Community: 
Incompatibilities” (January 1975 issue). We believe two short- 
comings in their worx may account for their findings. 

In the first place, the authors seem to have assumed that a 
therapeutic community is a relatively homogeneous entity witk 
uniform characteristics. Many, if not most, inpatient treatment 
settings today call themselves therapeutic communities, despite 
obvious differences in treatment philosophies and in the opera- 
tions undertaken to achieve the defined clinical goals. Taere- 
fore, in writing about their own therapeutic community, Drs. 
Reich and Weiss should have stated clearly what their therapeu- 
tic assumptions were and how the unit was organized to accom- 
plish their goals. Only then could one understand what factors 
conflicted with the therapeutic goals and whether or not re- 
search constitutes such an interference. 

Throughout their article, the authors referred to milieu ireat- 
ment in a manner which implies that their own therapeutic as- 
sumptions do not favor or rely on psychosocial techniques fer 
the treatment of the functional psychoses. This is an interesting 
paradox, insofar as the therapeutic community approach—at 
least classically—is basically psychosocial in nature. Indeed, to- 
ward the end of their article, the authors questioned the utility 
of the therapeutic community approach with psychctic and bor- 
derline patients. This leaves the reader wondering if they are 
describing research as incompatible with the therapeutic com- 
munity or the therapeutic community as incompatible with 
good clinical care. 

A second problem ts that Drs. Reich and Weiss described re- 
search interference as though it were different from other inter- 
ferences in a treatment milieu. It is too simplistic to state that 
an unlocked door implies that patients should be free to come 
and go on their own cognizance and that a research protocol 
which requires their presence on the unit is therefore antithera- 
peutic. If this were true, one should also concede that manda- 
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tory group therapy which precludes leaving the unit is also anti- 
therapeutic. 

No one would challenge the idea that it is possible to design a 
psychiatric treatment unit to have fundamental contradictions. 
If a clinician believes that a symptomatic schizophrenic must be 
on drugs, a program to keep the patient off drugs runs counter 
to that clinician's therapeutic philosophy. If the reason for 
keeping the patient off drugs is to facilitate a research protocol, 
then a contradiction exists. However, if the patient is kept off 
drugs to elicit more diagncstic information, the contradiction 
still exists, although in this instance, it is for clinical reasons. It 
is not that research is a special and unique circumstance, but 
rather that it is one of the variables which must be taken into 
account in planning the program. 

Having dealt daily with both research and clinical work 
tasks, it troubles us to read statements such as the following 
one from Drs. Reich and Weiss's article: “Indeed, since re- 
search decisions are nonnegotiable, it is only through the pa- 
tient's ready acquiescence that the protocol can be conducted 
smoothly and efficiently." The authors contend that this is an 
example of research incompatibility with a therapeutic com- 
munity's clinical goal of encouraging counterpassive and re- 
sponsible behavior in the patients. One can define it that way, 
but what is inherently antitherapeutic about it? Or, for that 
matter, what is pathologically passive or irresponsible about 
agreeing to participate in a protocol? Research decisions, like 
clinical decisions, can be negotiable or nonnegotiable and well 
advised or ill advised. In some settings, payment of the bill is 
nonnegotiable, but this is not considered to be at philosophic or 
pragmatic odds with treatment. 


The authors cited several references in support of their argu- 
ment. The reader should be aware that there are many refer- 
ences in the literature that deal with the philosophy and meth- 
odology of therapeutic communities, a number of which come 
to quite contrary conclusions (1-4). The authors' belief system 
about research therapeutic communities and their assertions of 
incompatibilities simply do not reflect our experience. 
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THOMAS H. MCGLASHAN, M.D. 
WILLIAM T. CARPENTER, JR., M.D. 
Bethesda, Md. 


Drs. Weiss and Reich Reply 


SiR: The therapeutic community established on the research 
unit described in our article was not only modeled after the 
Tompkins I unit at the Yale University School of Medicine but 
was also planned and established by the same people who pio- 
neered that unit. This model therapeutic community has been 
Observed and copied often, and its milieu structure has been de- 
scribed in detail (1). Both of us rotated through this unit during 
our psychiatric training. Since the structure of the Pittsburgh 
unit was definitely a “model” therapeutic community, we can 
safely refer Drs. McGlashan and Carpenter to the excellent re- 
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view article by Van Putten (2) on the contraindications to 
milieu therapy. Obviously, psychotic patients can benefit from 
psychosocial techniques; we feel, as shown in the first case histo- 
ry in our article, that antipsychotic medication can potentiate 
these benefits. 

We also feel that it is too simplistic to say that “It is not that 
research is a special and unique circumstance. . . ." It is obvious 
that on a research ward, research is special and not a routine 
"variable." If the door is open and a research patient wanders 
out, it is not only the patient who is lost. 

It troubles us to have to write statements such as the one 
quoted by Drs. McGlashan and Carpenter. However, it has 
been our recurrent experience that clinical research does not go 
smoothly when the patient is reluctant or unwilling to partici- 
pate. This is not a question of therapeutics, merely of goals. Our 
goal in writing the article was to communicate our experience in 
order to alert others to the many incompatibilities that exist be- 
tween the clinical research ward and the therapeutic milieu 
structure. There are many contradictions, cited in our paper but 
not restated here, such as problems encountered with placebos, 
stafT attitudes and morale, relapses induced by the withdrawal 
of active medication, the need for continuous measurements of 
biological parameters, etc. If the system employed by Drs. 
McGlashan and Carpenter has overcome these problems and 
the others cited in our article, we would be overjoyed to hear 
about it. 
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BRIAN L. Weiss, M.D. 
Miami, Fla. 

Louis H. REICH, M.D. 
Keesler AFB, Miss. 


The Boards: Candidate Anxiety and Examiner Behavior 


Sin: Several recent articles and letters in the Journal have 
dealt with the certification examinations of the American Board 
of Psychiatry and Neurology. One author cited the low per- 
centage of psychiatrists (58 percent) who attempt to take the 
Boards (1). Another humorously tried to list excuses for not 
taking them (2). A third angrily rejected the Boards completely, 
calling them “‘pseudoscientific fiction" (3). 

It is safe to assume that anxiety plays a role in evoking these 
defenses of avoidance, humorous rationalization, and anger. 
Since the risk of failure is approximately 60 percent (4) and the 
effort required in preparation is considerable, it is inevitable 
that the examination experience will be stressful. But there are 
factors that are avoidable, including certain behaviors of the ex- 
aminers. 

That the examiners for the Boards conduct themselves with a 
characteristic mien has been documented (5). They give little 
feedback on the candidate's performance, communicating an 
opaque, noncommittal facade, which does little to put the can- 
didate at ease. Attempts to alter these behaviors could only help 
to lessen the anxiety of the experience and might even encour- 
age more psychiatrists to take the Boards. 
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A Personal Perspective on the Pregnant Resident 


SIR: In giving their rather pessimistic views in “The Pregnant 
Psychotherapist in Training: Some Preliminary Findings and 
Impressions" (April 1975 issue), O. Eugene Baum, M.D., and 
Christina Herring, M.D., failed to mention several important 
variables. The question of whether the therapist is working with 
inpatients or outpatients is relevant, as the more disturbed in- 
patient will presumably have more difficulty in dealing with and 
integrating the therapist's pregnancy, and the therapist in turn 
may find it harder to recognize the patient's reactions. The au- 
thors did not mention whether the pregnant therapists were 
working full- or part-time. Particularly in the third trimester, 
one would expect that the well-rested resident on a part-time 
program would be better able to invest herself in her work than 
one who was working fuli-time. Also relevant is the question of 
whether this is a first pregnancy, as one might anticipate less ap- 
prehension with successive pregnancies. 

The authors made a strong case for support from supervisors 
but were not clear about just what this entails. I had preg- 
nancies in the second and fourth years of a part-time residency 
program, and my supervisors had had no previous experience 
with anyone in my situation. While they were emotionally sup- 
portive, they were unable to predict what patients' responses 
might be—nor were they always able to advise me on how to 
deal with them. Fortunately, recent publications dealing with 
the previously neglected subject of the pregnant therapist (1) 
may enable residents and their supervisors to profit from the ex- 
perience of others. 

Finally, the authors did not discuss the positive value that the 
therapist's pregnancy may have. Given a skilled and sensitive 
therapist, pregnancy may act as a catalyst, bringing into treat- 
ment separation fears, feelings of sibling rivalry, and sexual 
concerns that might not otherwise have arisen, and the preg- 
nancy may facilitate treatment by intensifying transference. 
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Drs. Baum and Herring Reply 


Sir: Far from being pessimistic, our objective was to find out 
as much as we could about the variables Dr. Browning refers to 
from the residents themselves, so that we might add to the total 
body of knowledge and make pregnancy more meaningful for 
all concerned. This is an optimistic orientation. We placed more 
emphasis on the first year of training because it is one of greater 
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stress for most and pregnancy, particularly a first pregnancy, is 
an added stress. In our program, the women were full-time, 5ut 
they could take time off freely and flexibly and could also take 
leaves of absence before and after delivery. The training time 
was made up later. Unquestionably, a part-time residency, 
which Dr. Browning apparently had, would be a different and 
probably less stressful experience. However, in one instance 
where we did have a half-time resident (who was not pregnant 
during that pericd), her conscientiousness and personality 
make-up resulted in a stressful experience for her. Our first year 
is primarily an inpatient year, but during the last half of the first 
year our residents treat one or two outpatients with a special su- 
pervisor. Thus, our first-year residents had both inpatient and 
outpatient experience. Inasmuch as inpatients have other help- 
ful people to relate to—staff, nurses, social workers, and fellow 
patients—a borderline or very disturbed outpatient as an initial 
experience can be more stressful, both for the inexperienced 
resident as well as the patient. As we stated in our article, "One 
would expect, therefore, that by the second and third year of 
training, the resident would have developed greater skills that 
would help her cope with this special situation ... as wel as 
make the residency a richer learning experience for herself." 

Dr. Browning states that she had her pregnancies in the “‘sec- 
ond and fourth years of a part-time residency,” which allows 
time for the development of the "skilled and sensitive therapist" 
state referred to above. It is possible but unusual for a begin- 
ning first-year resident to have these skills and sensitivity, which 
are acquired with experience, acquisition of knowledge, and the 
growth that takes place in training. 

The role of the supervisor was clearly spelled out, although 
this was a preliminary study: "Supervision, therefore, became a 
rich and rewarding experience for supervisee and supervisor" iri 
those instances in which the analytic supervisee was pregnan: 
and could contrast this experience with the previous exper:ence 
while in the residency. She not only had the advantage of expe- 
rience in pregnancy but also the advantage of clinical experi- 
ence in growth and development as an individual therapist. The 
best kind of optimism is that which comes from understanding 
and open, objective dealing with everything that comes up in 
any clinical situation, as in any life situation. 


O. EUGENE BAUM, M.D. 
CHRISTINA HERRING, M.D. 
Philadeiphia, Pa. 


Going by the Book 


Sir: In “Difficulties in Brief Conjoint Treatment of Sexual 
Dysfunctions" (February 1975 issue), Melvin R. Lanksy, M.D., 
and Capt. Adelaide E. Davenport reported an 80 percent failure 
rate—which is not surprising, considering that they based the 
treatment on reading Human Sexual Inadequacy (1). 

Having been on the staff of the Masters and Johnson clin:c 
for one year, I can assure your readers that no one can learn this 
treatment technique from a book and that the patients Masters 
and Johnson treat are not "easy cases" but represent a very 
wide spectrum of psychopathology, resistance, ambivalence, de- 
pression, and mixed motivation. What does not come through 
clearly in their book is that the Masters and Johnson treatmeat 
is 80 percent relationship therapy and only 20 percent sexual 
therapy. Dr. Lansky and Capt. Davenport noted that most of 
their patients would not do the exercises, especially those in- 
volving "giving and receiving pleasure." In fact, Masters and 
Johnson never recommend that people "pleasure" each other, 
as that is impossible. Changing people's fear and vulnerability 
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regarding touching and being touched must always come pari 
passu with instructions to touch. 

Certainly, no surgeon would start operating on patients after 
having read one book. We psychotherapists seem to have no 
such hesitancy. No wonder our colleagues do not take us seri- 
ously! 
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THOMAS P. Lowry, M.D. 
Kentfield, Calif. 


Dr. Lanksy and Ms. Davenport Reply 


Str: Dr. Lowry’s contention that Masters and Johnson’s 
patients "represent a very wide spectrum of psychopathology, 
resistance, ambivalence, depression, and mixed motivation,” 
true though this be for any sample of patients, does not gainsay 
the fact that their sample is biased toward financially successful 
couples who are highly motivated to remove essentially ego- 
alien symptomatology. To their credit, the authors are explicit 
about this bias. Our attention to the bias is a criticism not of 
Masters and Johnson’s work, but of the less reputable therapeu- 
tic claims that have followed in its wake and of those who have 
irresponsibly applied their techniques to relationships organized 
around blame and fear of intimacy without first resolving some 
of these probiems. 

There ts indeed some support for the claim that the Masters 
and Johnson treatment is “80 percent relationship therapy and 
only 20 percent sexual therapy." The early chapters of Human 
Sexual Inadequacy show great sensitivity to and respect for 
manifestations of anxiety in the course of the treatment. What 
is missing, however, is an appreciation of the significance of the 
symptoms of sexual dysfunction in the overall relationship. This 
oversight may be related to the sample bias favoring couples 
whose troubles are due to the symptom and tending to exclude 
those in whom symptoms are a compromise that protects the 
relationship in the presence of more severe pathology in in- 
timate relationships. It is to the latter group, widely represented 
in our unselected sample, that we have tried to draw attention. 

Dr. Lowry's surgical analogy is particularly well chosen. A 
surgeon, even if he confines himself to one specialized proce- 
dure, is still, by training and profession, a surgeon. Likewise, 
psychotherapists, even if we limit our activities to one type of 
procedure, should be psychotherapists first and specialized tech- 
nicians second. If this were the case, perhaps our colleagues 
would take us seriously. 


MELVIN R. LANSKY, M.D. 
ADELAIDE E. DAvENPORT, M.S.W. 
Encino, Calif. 


Free Will and Psychiatry 


SIR: In an earlier letter to the editor (1), I restated my reasons 
for excluding free will as a concept in psychiatry. In “‘Psychiat- 
ric Controversy: Man's Ethical Dimension" (January 1975 is- 
sue), Silvano Arieti, M.D., employed this concept inter- 
changeably with that of will, which may have as much 
usefulness as other terms referring to inner psychic processes. 
Free will is different and, being internally inconsistent, cannot 
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have empirical consequences. Thus it has no place in science. 

As analogy, Dr. Arieti refers to the freedom (incompleteness 
of causal determination) postulated in the Heisenberg uncer- 
tainty principle. This appears to be a misinterpretation of that 
principle. The incompleteness is in man's knowledge and results 
from his immersion in the universe he observes; no in- 
completeness of causality is implied. 

In his response to mv previous letter, Dr. Arieti argued that 
we must utilize a concept of free will, for otherwise we cannot 
hold men responsible for their actions. Obviously, we do hold 
men responsible, but this reasoning is spurious. Heisenberg un- 
certainty does not result in our attributing freedom and moral 
responsibility to an atom or molecule. In my opinion, it is even 
doubtful that we could individually or collectively maintain a 
choice not to hold men responsible in some manner. 

There is no disagreement here with Dr. Arieti's main point 
that ethical concern is important grist for the psychotherapeutic 
mill. This can proceed, however, from the basic concept that no 
one is devoid of all superego (primitive man possibly excepted); 
exploration of conflict can free the ego to better survey all con- 
sequences. Such an approach is significantly different, as I pre- 
sume Dr. Arieti would agree, from simply instilling values. A 
good therapist will temper his zeal for ethical development with 
his knowledge of the temporal-cultural mutability of many val- 
ues. 
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Dr. Arieti Replies 


Sir: Many people would like to exclude the concept of free 
will from psychology and psychiatry. Dr. Hood seems surprised 
that I have continued to use this concept in spite of his letter to 
the editor in the November 1968 issue of the Journal. 

Actually, I have discussed at length my reasons for retaining 
such a concept in two of my books (1, 2). By no means do I be- 
lieve that we have complete or absolute freedom of choice, but I 
see human evolution, civilization, and mental health as aiming 
at enlarging whatever margin of choice we have. I interpret psy- 
chopathological syndromes as well as some adverse social 
forces as conditions which, among their other ill effects, restrict 
this margin of choice. If the concept of will is deprived of the 
concept of free choice, it becomes synonymous with motivation 
and is therefore completely unnecessary. Just because we can- 
not fully understand a phenomenon in accordance with the 
known canons of science, we are not justified in discarding it. If 
such were the case, we would have to eliminate many other con- 
cepts, including that of the superego to which Dr. Hood refers. 

I also do not intend to imply that in acting freely a human 
being acts like a subatomic particle. My mention of the prin- 
ciple of indeterminacy was designed to show that, even in the 
universe known to us, not everything 1s subject to strict deter- 
minism. 

Dr. Hood states that I misinterpreted Heisenberg's principle; 
according to him, the principle means that’ what is undeter- 
mined is so only because, with the means available to us, we are 
not always capable of ascertaining causality or of measuring 
certain events—not because some events are not caused. ] am 
aware that several people, including J.E. Turner and probably 


Bertrand Russell, have interpreted Heisenberg’s principle in 
this way. I am also aware that other philosophers of science and 
mathematicians, Reichenbach (3), for instance (and, I believe, 
Heisenberg himself), have interpreted the principle as being 
opposed to universal application of the principle of causality. 
At least in some areas of the cosmos, the principle of causality 
is replaced by the principle of anomaly. Had Heisenberg meant 
only the obvious—that we are not able to determine or measure 
some causes of some events—his principle would not have been 
so revolutionary. 
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SILVANO ARIETI, M.D. 
New York, N.Y. 


Psychiatrists Do Have Clothes 


Sir: I should like to make a further comment on Dr. Torrey’s 
article in The Washington Post, “The Psychiatrist Has No 
Clothes" (1). 

I wonder how many people recall the “Your patients are not 
our patients, your hospitals are not our hospitals" speech deliv- 
ered some 70 years ago by Weir Mitchell? The basic attitudes 
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appear to be the same. Psychiatrists have only recently 
emerged, as have their patients, from the cloisters and back 
wards of mental hospitals. There is a general belief that tke 
patients were there because society in general and organized 
medicine in particular did not want to know about them, cope 
with them, or deal with the value system or social implications 
of what was wrong with them and why. It is probably too little 
realized that psychiatrists were in the cloisters and back wards 
because they dared to involve themselves with these questions, 
and so they also were not tolerated by society and organized 
medicine. 

The urge to ignore, hate, or destroy the feared object is still 
very powerful. Dr. Torrey appears to be expressing this urge. 
He seems to say, "If pills will fix them, OK, we'll pay for it. If 
pills won't work for them, give them to the psychologists—but 
they won't get paid, because we are going to make anyone who 
messes around with people's beliefs and values suffer." Further- 
more, he seems to be saying, "We will destroy anyone who both 
messes with people's beliefs and gives out pills." Perhaps to the 
Dr. Torreys of this world, sin is sin and sickness is sickness— 
and the twain can never meet. 

To all who are in the market for Dr. Torrey's beliefs, I say 
caveat emptor. 
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The Freud/Jung Letters. Bollingen Series XCIV, edited by Wil- 
liam McGuire; translated by Ralph Manheim and R.F.C. Hull. 
Princeton, NJ., Princeton University Press, 1974, 589 pp., 
$17.50. 


This compilation of the over 360 letters of Freud and Jung, 
written between 1906 and 1913, fills a vacuum in the early histo- 
ry of psychoanalysis and constitutes a major publishing event. 
The history of the survival of this correspondence and the nego- 
tiations that eventuated in this volume are themselves a com- 
pelling historical drama, a mixture of individual human con- 
flicts and the conflagrations of world history. 

The intimate correspondence between these two giants of the 
psychological revolution is a historian's feast. Separate essays 
could concern themselves with various topics—the history of 
psychoanalysis, the history of ideas, or even the elemental histo- 
ry of human relationships. 

The scientific content of the letters adds an important dimen- 
sion to their intellectual psychoanalytic content. The rough 
fashioning of the large building blocks of the base of psycho- 
analytic theory is seen here. One thing that struck me was that, 
although psychoanalysis later became steadily more inclusive 
and complex, it also became more simple and elegant as it pro- 
gressed from the dynamic, topographic, and economic to the 
later structural view of the human personality. One comes to re- 
spect even more the courage, conviction, and foresight it took to 
persist and advance through the early tortuous formulations. 

In this correspondence we see how the creative thrust asserts 
itself, how creative output comes only upon the laboriously pre- 
pared groundwork of struggle, doubt, and perseverance. We are 
privy to the origins of Freud's classics—the first whisperings 
about Little Hans, the Rat Man, the Wolf Man, Totem and Ta- 
boo, and Leonardo—and Jung's early views on associations, 
symbolism, dementia praecox, paranoia, and the evolution of 
his leanings toward the mystical and the occult. 

Other gains found in this book are no less rewarding as infor- 
mation, as food for contemplation, and as links with the future. 
The parade of early visitors, either to Freud directly or to Jung 
first and then to Freud, consisted of the future nucleus in each 
country in which psychoanalysis was later to take either firm or 
tenuous root. The roles played by the early pioneers— Ferenczi, 
Abraham, Adler, Rank, Ernest Jones, A.A. Brill, Ossiakov of 
Moscow, and others—offer fascinating insights into the early 
roots and seeding of the future science of psychoanalysis. 

One sees the beginnings of psychoanalytic organizational life, 
in Vienna, Zurich, Berlin, New York, and Boston; the origins of 
the American Psychoanalytic Association; and the first con- 
gresses of the International Psychoanalytic Association. From 
the very beginning the negative aspects of organizational psy- 
choanalysis are seen as much as the positive. Perhaps there is as 
much to be learned from this history of the group as from indi- 
vidual psychoanalysis. *My Viennese," Freud wrote to Jung in 
1909, “exasperate me more and more, or am I getting 
‘cranky’? There is the history of the early journals—the Zen- 
tralblatt, the Zeitschrift, Imago, the Jahrbuch, the Bulletin of 
the International Psychoanalytic Association—the paths to the 
International Journal of Psycho-Analysis. 

Behind the foreground of scientific and historical events there 
shines through a more ubiquitous background, which, in my 
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opinion, provides a subtle but crucial light on the nature of in- 
tense and meaningful human relationships. What we follow 
through these pages in a deeply human sense, exquisitely and 
succinctly contained, is the rise and fall of a friendship. 

In these days, when transcripts of intimate conversations in 
high places have come to occupy national attention, it is of im- 
mense interest to be admitted into these private conversations 
between titans. It is an interesting exercise for each reader to 
come to his own conclusions as to where frankness, honesty, 
and even truth end and less noble motives take over. What both 
Jung and Freud have to say about such figures as Eitingon, 
Abraham, Ferenczi, Jones, and others is stimulating, provoca- 
tive, perplexing, and disturbing. 

I am reminded of two papers I wrote 10 years apart that epit- 
omize the positive and negative aspects of human relationships. 
The earlier one was titled “On Friendship" (1) and the other, 
"On the Cacophony of Human Relations" (2). Had this corre- 
spondence existed at the time of the writing of either of those, it 
could have been a dramatic example of both friendship and ca- 
cophony, a bridge between the two. 

The final outcome of Freud and Jung's friendship was inevi- 
table, inexorable. While Freud looked upon Jung as *'spirit of 
my spirit" and ‘my dear son and successor," he was also writ- 
ing, long before there was any reason to suggest it, “I hope no 
misunderstanding ever separates us." Some time later, playfully 
but with premonition, he wrote, “My liquidation will come 
about mainly from you.” For his part, Jung alternated between 
writing “your psychoanalysis” and “our psychoanalysis” long 
before there was any overt problem. 

The first sign of overt trouble is seen not in Jung’s statements 
but in those of his wife, Emma, who wrote 4 of the most poi- 
gnant letters in the book. Dutiful and protective of her husband, 
she wrote with frankness but deep respect to Freud. Her admo- 
nitions were lost, however, in the storm between the two men. 
The Kreuzlingen episode, a slight felt by Jung at the hands of 
Freud, was obviously an excuse for, not the cause of, the final 
break. In a lecture given to the British Medical Society in Lon- 
don on August 5, 1913, Jung applied the name "analytical psy- 
chology” to the “new psychological science" and never men- 
tioned the word "psychoanalysis" again. 

There is a sense of *could-have-been" in these pages. “In 
1886, when I started my practice," Freud wrote Jung in 1909, 
“I was thinking only of a two-month trial period in Vienna; if it 
did not prove satisfactory I was planning to go to America and 
found an existence that I would subsequently have asked my 
fiancée in Hamburg to share." What would history have been 
like? 

This book is raw data as well as pleasure. It is a source of re- 
flection about the forward movement of human ideas from 
many angles. 
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Interpretation of Schizophrenia, 2nd ed., by Silvano Arieti, 
M.D. New York, N.Y., Basic Books, 1974, 737 pp., $22.50. 


It has often been said that to understand schizophrenia would 
be to understand psychiatry. Others, with more of an obsession- 
al streak, have argued that understanding schizophrenia would 
be equivalent to understanding some specific but large per- 
centage of psychiatry. Perhaps it would be most accurate to say 
that the understanding of schizophrenia would give profound 
insight into all mental functioning—normal as well as abnor- 
mal. To attempt, therefore, a comprehensive explanation of this 
disorder is an effort of large if not heroic proportions. 

In the 20 years since the first edition of Arieti's Interpretation 
of Schizophrenia appeared, the field has changed enormously. 
It is no longer possible to be an expert in every aspect of the 
syndrome. This has led many who are interested in the disorder 
to publish multiple-authored volumes. It is always easier to find 
a score of specialized experts than a single individual who en- 
compasses all of this knowledge. The obvious disadvantage of 
the multiple-authored volume is the lack of synthesis that can 
be obtained only from a single brain's organizing the material 
in a unified fashion. Arieti is aware of the pitfalls and benefits of 
a single-author approach and therefore undertakes his task in 
an informed manner. 

This volume is the most monumental undertaking of a com- 
prehensive textbook on schizophrenia since Eugen Bleuler's De- 
mentia Praecox (1). It 1s inevitable that comparisons will be 
made between these volumes. This human need to compare is 
unfortunate and may unfairly diminish the value of Arieti's 
contribution. Bleuler changed the direction of our thinking 
about schizophrenia from a disease entity model to that of a 
syndrome. In addition, he introduced a nosologic strategy when 
he separated the accessory from the fundamental symptoms. 
This strategy has proved to be helpful in a variety of disorders 
that are probably unrelated to schizophrenia, such as alcohol- 
ism and hypertension. Arieti has attempted to synthesize his un- 
derstanding of the disorder. He includes personal contributions 
and insights but does not exclude the work of many others. In a 
very real sense, he has attempted to write the definitive text on 
schizophrenia. He may well have. Certainly, the fact that this 
book received the National Book Award for 1975 speaks for the 
success of the effort. 

The weaknesses of the book are in the summaries of the biol- 
ogy of schizophrenia. However, it is only fair to say that these 
are weak only relative to the great strength of the other sections 
of the book. The section on pharmacologic and somatic thera- 
pies of schizophrenia is quite adequate although not out- 
standing. Clearly, these therapies cannot be summarized in 20 
pages. A psychopharmacologist would undoubtedly prefer a 
more intensive and extensive treatment. Nevertheless, the stu- 
dent will not go wrong by reading this material. Similarly, the 
sections on genetics and biochemistry will not satisfy the spe- 
cialists; these areas are rapidly developing and have changed 
even since these sections were completed. This is not meant as a 
criticism. I only want to emphasize the reality of the informa- 
tion explosion. In spite of their limitations, these sections are 
balanced, fair, and informative to the nonspecialist. 

Arieti states that the future patient develops in a psycholog- 
ically unhealthy environment. In a certain sense this must be 
true, yet in another sense it may not fit the data. We must be 
able to explain why the adopted offspring of schizophrenic wo- 
men have the same prevalence rate for the disorder as those 
who are raised by their biologic, schizophrenic parents. It is 
certainly true that the adoptive parents can offer an unhealthy 
environment, but we must explain why there is no statistically 
significant difference between the prevalence rate for the dis- 
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order in the two environments. The most parsimonious ex- 
planation is that developmental tasks and stresses are relatively 
universal and as likely to occur in the adoptive as in the biologic 
home. Other possible explanations for the data are that the 
child relates to the parents in such a way as to actively con- 
tribute to the development of a kind of relationship that is 
harmful and that the likelihood of this outcome is as statis- 
tically probable in an adoptive as in a biologic home. 

The strengths of the book are so many that it is difficult to se- 
lect any for emphasis. The section on the historical development 
of the understanding of schizophrenia, while confined to a few 
key figures, is done with depth and understanding. The psycho- 
structural approach to schizophrenia is very much at the center 
of Arieti's thinking and is probably the most unique contribu- 
tion in the volume in terms of theory. Yet the importance o: the 
book-:lies not in its theoretical understanding but in its message. 
Whether he is speaking of the psychotherapy of schizophrenia, 
which he does elegantly, or the pharmacotherapy, which he does 
more succinctly, Arieti communicates a sense of balanced opti- 
mism and hope. He is not frightened by schizophrenia, and this 
comes across clearly to the reader. The section on the psycho- 
therapy of schizophrenia is outstanding. In 130 pages, including 
two detailed case studies, he masterfully presents an under- 
standing of the principles and practice of psychotherapy witk 
the schizophrenic patient. 

Not since the textbooks of Kraepelin and Bleuler has there 
been such systematic use of clinical material. Arieti uses photo- 
graphs of patients in catatonic postures, copies of letters, exam- 
ples of handwriting, samples of art, and extensive quotes of 
patients. I have long been convinced that only through the use 
of patient material can one communicate the uniqueness of 
schizophrenia. No one thinks quite like a schizophrenic patient. 
The many valuable examples offered by Arieti will help to in- 
form the reader of the singular cognitive processes of these 
patients. 

This is an ex:zraordinarily complete and devoted effort on 
Arieti's part to produce the standard text on schizophrenia. It is 
beautifully written and always lucid. One can disagree with the 
author on scientific :ssues but not with his intent and dedication. 
The task he set for himself is impossible, yet he has come closer 
to succeeding than any man has a right to do. This volume is not 
a revision of his earlier work but, rather, his magnum opus on 
schizophrenia. 
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A Season in Hell, by Percy Knauth. New York, N.Y., Harper & 
Row, 1975, 111 pp., $6.95. 


The dry prose of a medical text can never match an articulate 
writer's description of his own disease. Following in the foot- 
steps of Clifford Beers, Percy Knauth has made a special contri- 
bution to the uaderstanding of depression. The pages cf this 
thin volume could 3e read quickly, but the psychiatrist should 
read it carefully because there are valuable insights in this case 
history. 

Knauth, who was a writer for Time-Life for 30 years, suf- 
fered a depressive illness at the age of 57. He had “lost his jok” 
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and gone into free-lancing. Poignantly, he describes the gradual 
onset of his symptoms, focusing on his awareness of aging and 
of a physical injury that underlined his mortality. The feelings 
that we psychiatrists call a sense of hopelessness, a loss of self- 
esteem, repressed rage, and guilt-laden rumination come alive 
in this book, as does the suicidal preoccupation of the depres- 
sive patient. Knauth traces his sense of failure to an earlier 
marriage and, farther still, to his own childhood and his father’s 
mental deterioration. This history is helpful to the psychiatrist 
in understanding the importance to the depressed patient of 
some sign that another human cares and of any evidence of 
hope. 

Does the average psychiatrist understand how a patient who 
has to wait two weeks for an appointment feels? Knauth de- 
scribes this vividly. He also describes his seven months of treat- 
ment by psychoanalytically oriented psychotherapy and antide- 
pressants. A writing assignment brought him into contact with 
a depression research grcup; he therefore writes about the role 
of catecholamine metabolism in psychological stress in a man- 
ner that will help the lay person understand this complicated 
subject. 

Knauth also describes how a change in antidepressant and a 
higher dosage of this new medication improved his symptoms 
within a week. In all fairness, his recovery may indeed have 
been the result of the antidepressant, but clinicians know that 
depression has a natural history and may lift spontaneously 
within six to eight months. Many of us have seen patients 
treated by a colleague for many months improve with a change 
of physician and no change in medication. Therefore, we must 
not conclude from the Knauth case that the seven months of 
psychotherapy and medication were ineffective. 

It is clear that Knauth carefully reviewed the current research 
on depression; his book summarizes it well. He offers hope to 
the depressed patient who obtains aid from a community men- 
tal health center as well as the one who goes to a private psychi- 
atrist. His efforts for the National Association for Mental 
Health also come through in this book. 

A Season in Hell should be on the “must” reading list for 
medical students, residents, psychiatrists, and all other physi- 
cians. 


DONALD G. LANGSLEY, M.D. 
Sacramento, Calif. 


The Psychology of Sex Differences, by Eleanor Emmons Mac- 
coby and Carol Nagy Jacklin. Stanford, Calif., Stanford Uni- 
versity Press, 1974, 627 pp., $18.95. 


Maccoby and Jacklin summarize the vast number of psycho- 
logical studies of differences between males and females in so- 
cial behavior, intellectual abilities, motivations, and emotional 
reactions. They systematically analyze data from studies of sex- 
ual differences in percepticn, cognition, self-concept, level of ac- 
tivity, sociability, aggression, competitiveness, dominance, and 
socialization in an attemp: to determine which of the many be- 
liefs about sex differences have a solid basis and which do not. 
They also attempt to discover how and when differences be- 
tween the sexes develop. 

The authors identify themselves as feminists and acknowl- 
edge the possibility of bias in their work. They find that, begin- 
ning in early infancy, the sexes show a remarkable degree of 
similarity in the basic intellectual processes of perception, 
learning, and memory. They conclude that many of the com- 
mon beliefs about fundamental differences between males and 
females are not supported by psychological studies and there- 
fore must be regarded as myths. 
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Although they do not deny the role of biological differences, 
they do not explore biological factors with the same emphasis 
and thoroughness that they give psychological factors. The au- 
thors are neither geneticists nor biologists, and they admit that 
they are not qualified to undertake an in-depth account of bio- 
logical factors in differences between the sexes. They also do not 
deal with abnormalities in the development of sexual identity. 

The majority of the studies of general intellectual ability with 
subjects over the age of 6 reported no differences between the 
sexes. Whenever a difference was found in tests of verbal abili- 
ties, it was usually girls over the age of 10 and women who ob- 
tained higher scores. According to the authors, the evidence 
does not support the idea that girls are more dependent than 
boys. The data also do not show differences in levels of activity 
or impulsiveness, but they do show differences in aggressive- 
ness; on some measures girls were more timid or anxious than 
boys. 

Commonly accepted differences in intellectual! performance 
have not been consistently demonstrated by psychological stud- 
ies. Studies of personality correlates of intellectual performance 
suggest that intellectual development in girls is fostered by their 
being assertive and active and having a sense that they can con- 
trol the events that affect their lives. These factors appear to be 
less important in the intellectual development of boys, perhaps 
because they are already sufficiently assertive and have a sense 
of control over events. 

Males do not appear to be more motivated to achieve than fe- 
males. No differences in self-esteem were seen through college 
age. When temperament and emotionality were considered, 
however, boys were found to be more active in some situations. 
The authors assert that it is not accurate to describe boys as 
generally more active, however. 

Recent studies have not shown any consistent tendency for 
one sex to be more timid than the other. However, there are 
some situations that arouse fears more readily in girls than in 
boys. Seemingly reluctant to find that girls are more passive 
than boys, the authors suggest that girls cope more calmly. 

Maccoby's 1966 book (1) indicated that women and girls 
showed more interest than boys in social activities and that 
their tastes in books and television programs were more orient- 
ed toward gentle aspects of interpersonal relations and less to- 
ward aggression, action, and science. This book also stated that 
girls developed an interest in the opposite sex at an earlier age 
and were more concerned about their appearance and attrac- 
tiveness. Maccoby and Jacklin now report that although there is 
nothing in recent research to contradict these conclusions, there 
is no justification for concluding that girls have a greater capac- 
ity for social responsiveness. In their opinion, the social skills of 
men and boys have been seriously underrated. 

The authors appear to go out of their way to minimize sexual 
differences in nurturing and maternal behavior, which most 
people would agree are characteristic of females. They selec- 
tively focus on reported instances of nurturing behavior in 
males. They conclude that the two sexes are equally empathic, 
but they acknowledge that measures of this quality have been 
deficient. They also find that both sexes are equally suggestible. 
They believe that many of the popular beliefs about the psycho- 
logical characteristics of the sexes have little or no basis in fact 
and that the popular stereotypes tend to perpetuate the myths. 

It is likely that a great deal of the human personality is 
shaped by cultural expectations and upbringing as well as by bi- 
ology and heredity. However, it is also possible that faulty tech- 
niques of measurement have been used in the studies available 
or that the problem has been wrongly defined. Perhaps future 
studies will provide support for the popular belief that women 
are more emotional, intuitive, sensitive, tolerant, patient, and 


impressionable and that they are interested in different lifestyles 
than are men. 

The findings reported in this book will provide welcome sup- 
port for feminist claims of equality and will be of special use to 
psychologists who are engaged in studies of the traditional psy- 
chological measurements of differences between the sexes rath- 
er than studies of the more subtle emotional and unconscious 
elements of the human psyche. 
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The Educated Woman: Prospects and Problems. Report 92, by 
the Group for the Advancement of Psychiatry Committee on 
the College Student. New York, N.Y., GAP, 1975, 145 pp., 
$4.00 (paper). 


This book deals with the difficulties encountered by the col- 
lege woman “who wishes to respect herself as a whole person, 
and thus seriously consider her options in regard to career and/ 
or marriage and children.” Discussion of the social pressures, 
intrapsychic conflicts, and practical difficulties of combining 
marriage and motherhood with a career—factors that prevent 
women from achieving the goals described above—form the 
bulk of the book. 

The authors clearly wish to treat this controversial subject in 
an objective, low-key manner, without indulging in moral in- 
dignation or revolutionary criticism of society. Nevertheless, 
their point of view comes through clearly: we are in a period of 
change, and colleges as well as society ought to help promote 
equality between men and women. Frequently, however, the au- 
thors carry their caution to extremes, as in the following state- 
ment: 


Many of these problems [conflicts about achievement] 
are inseparable from becoming adults but in the com- 
mittee's opinion women face specific problems which are 
particularly intense in this era of changing sex roles and 
family patterns. (p. 120, emphasis added) 


The Educated Woman states that most people, including 
women, believe that marriage and motherhood should consti- 
tute women’s primary goals and that other aspirations, al- 
though acceptable, are not to be taken too seriously. In college, 
male students and teachers usually share this view of the wom- 
an’s role. Most psychotherapists also believe in these stereo- 
types. Thus women’s hard-won right to higher education has 
not resulted in as much progress toward equality as might have 
been expected. One reason for this is the practical difficulty of 
combining a career with marriage and children. Furthermore, 
there is the intense and continual social pressure placed on 
women to believe that they are intellectually inferior and that to 
be anything but noncompetitive makes them unfeminine and 
therefore wrong. Such pressures create in women more fear of 
achievement and success than men face. (Some of these fears, of 
course, afflict many men, but at least success is regarded as a 
natural goal for men.) 

The book also discusses the economic discrimination against 
women that exists; this means that the higher level jobs are hard 
to come by. Working as assistants and secretaries does not nec- 
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essarily gratify the desire for creative accomplishment. 

Various ways of solving the difficulties faced by women who 
choose to combine career and family are presented, and a num- 
ber of brief illustrative cases help make the dilemmas vivid. 

The last two chepters of the book discuss suggestions and 
recommendations for change. Some of these have to do with 
steps that colleges might take, such as hiring more women 
teachers to provide more role models for women students, al- 
lowing more flexibility in part-time study and in transferring 
credits, and providing more adequate child-care facilities. 
Other suggestions are in the nature of wishful thinking: women 
must acquire more self-esteem (how?), men must change their 
attitudes toward the achievement goals of women (will they?), 
and society in general must adopt more flexible attitudes 
toward sex roles and child-rearing practices (a hope). 

One defect of this book is that it is poorly organized. It is also 
somewhat verbose and repetitious. I think that the discussion of 
the feminine-masculine axis in chapter 4, which deals with roles 
and identification, overemphasizes biological facts and con- 
troversies. The definition of gender or sex roles is obviously pri- 
marily social; the fact that women are paid less than men for the 
same work and are promoted less frequently than men has 
nothing to do with chromosomes, hormones, or genitalia. 

The authors have too little to say about economic realities, in 
my opinion. For example, they do not mention the fact that the 
best economic future for a young educated woman lies in mar- 
rying a man who is either affluent or who has good earning po- 
tential. To be independent and autonomous might very well 
mean a sacrifice in standard of living for many women. 

The changes advocated in this book will not come about 
without a struggle, but women are especially unsuited for fight- 
ing for selfish goals because of their careful training in pleasing 
others and in not being unbecomingly aggressive. 

Although there is little that is new in this book, I think it 
might serve a useiul function in making psychiatrists, college 
administrators, and professors more aware of the conflicts 
women face and how these are reinforced by traditional dis- 
criminatory attitudes. It would be particularly useful for those 
who counsel the educated woman facing these conflicts. Per- 
haps this book will broaden the reader's point of view about al- 
ternative living patterns. 


GENEVIEVE KNUPFER, M.D. 
Menlo Park, Calif. 


Models of Madness, Models of Medicine, by Miriam Siegler 
and Humphry Osmond. New York, N.Y., Macmillan Publish- 
ing Co., 1974, 280 pp.. $8.95. 


Most psychiatrists and behavioral scientists, having teen 
surfeited by publications concerning models of madness in re- 
cent years, will welccme this book. The authors describe very 
clearly what they think each model is as well as the weaknesses 
and faults of each. They lament, as many do, the welter of mod- 
els that have been set forth, each originator believing his model 
solves all conflicts in the field of psychiatry. This multiplicity of 
approaches is not peculiar to psychiatry. Throughout the histo- 
ry of science there have always been conflicting models. As late 
as the 1930s some scientists were attempting to reconcile the 
Newtonian system, which was published in 1687, with Einstein's 
theory of relativity, set forth in 1905. 

In the years following the revolutionary discoveries of Vir- 
chow, investigators attempted to use the new techniques of pa- 
thology and bacteriology to unravel the mysteries of mental ill- 
ness. Because their efforts proved fruitless, such neurologists as 
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Déjerine, Janet, Freud, Adler, Jung, and others looked for hid- 
den causes of illness in the mental life of their patients. Lament- 
ably enough, two opposing schools, the organic or medical 
school and the psychological school, evolved and soon became 
bitter antagonists. As time went on it became apparent that nei- 
ther of these two schools of thought could reveal the mysiery of 
some of psychiatry's vexatious problems—schizophrenia, for 
example. Lacking adequate research tools, investigators found 
it impossible to get hard data. It is understandable, therefore, 
that violent disagreement centering around the causes and 
treatment of diseases should follow. 

While working in a mental health center several years ago, 
Siegler and Osmond were confronted with a gallimaufry of 
views espoused by doctcrs, nurses, social workers, and psychol- 
ogists, which they describe as giving rise to a confusion more 
chaotic than the Tower of Babel. There were hospital beds, 
charts, and clinical apparatus of all sorts along with discussions 
of etiology, diagnosis, and treatment. Here they had the basis 
for the medical model. At the same time they also heard dis- 
cussions about ego strength, unresolved conflicts, and parents 
who unconsciously interfered with the treatment of their chil- 
dren. This then became the psychoanalytic model. Good behav- 
ior was encouraged and resulted in privileges; this was the basis 
for the moral model. The patients were viewed by some as a dis- 
advantaged lot who were in need of social rehabilitation; this 
became the social model. As a result of these initial observa- 
tions, Siegler and Osmond had the beginnings of four models. 

A review of psychiatric literature in 1964 led them to con- 
struct the family interaction model, and the conspiratorial mod- 
el was prompted by the writings of Thomas Szasz. Soon, other 
models were constructed: the impaired model, reflecting the 
studies of Gerald Gordon, and a psychedelic model explaining 
the writings of R.D. Laing. 

Siegler and Osmond then concerned themselves with 12 di- 
mensions for each model: diagnosis, etiology, behavior, treat- 
ment, prognosis, suicide, the function of hospital or institution, 
personnel (practitioners), the goal of the model, and the rights 
and duties of patients, of the family, and of society. 

Siegler and Osmond have done an excellent piece of work in 
constructing each model and comparing one model with anoth- 
er. They have done this with a clarity that few others have been 
able to achieve, defining a “model” as an arrangement of a 
point of view in such a way that it can be compared with other 
points of view. They divide all models into two classes that re- 
flect two ways of viewing human misfortune: discontinuous and 
continuous. The medical, moral, and impaired models belong in 
the former class because their view of the problem of madness is 
partial or restricted rather than global. 

There is a magnificent delineation of the medical model, 
which they point out is made up of two roles, the powerful au- 
thoritarian role of the physician (which Paterson called **Aescu- 
lapian authority") and the sick role, which was described by 
Parsons. Siegler and Osmond spell out the sick role very clear- 
ly: a sick person is exempt from his normal social responsi- 
bilities, cannot help being ill, and cannot get well by an act of 
will. The sick person is also expected to get well as soon as pos- 
sible, to seek help (usually from a physician), and to cooperate 
with that help. 

Five models, the psychoanalytic, family interaction, psyche- 
delic, social, and conspiratorial, are considered continuous in 
nature. The authors describe the tone of these models as funda- 
mentally religious. They state that those who use these models 
make almost everyone feel guilty, and that blame tends to fall 
upon such scapegoats as mothers of schizophrenic children. 
They add that continuous models provide a "certain melan- 
choly pleasure" for orderly minds. 


984 Am J Psychiatry 132:9, September 1975 


The authors claim that they would not have written this book 
if the psychoanalytic model had never come into being. The 
psychoanalytic model is an "explain all." According to this 
model, patients are no longer considered the victims of a disease 
process but the “victims of grievous errors of child-rearing.” 
They point out that to back these concepts by medical authority 
was contrary to Freud’s wishes. 

It is emphasized tha: no model is as viable and scientifically 
sound as the medical model. According to this model, there is 
no confusion about the role of the physician and patient, the 
patient is appropriately cared for, and the family and society 
alike receive attention. This lucid delineation of the roles of 
physician and patient has seldom been stated more succinctly. 
The sick role and the patient-physician relationship have been 
found in all cultures, but the authors do not explain why the 
physician has had this "Aesculapian authority" given to him 
throughout the ages. No mention is made of the psychodynamic 
factors that are such a vital part of the physician's relationship 
with his patients. 

The authors point ou: that difficulties often arise when propo- 
nents of various models work together. The psychologists and 
social workers cannot see why they should be paid less, under- 
valued, and exploited bv psychiatrists. 

Siegler and Osmond accuse present-day medical educators of 
not teaching medical students anything about the patient-physi- 
cian relationship: "If anything, the human, nonspecific aspects 
of medical training have narrowed in recent years . . . however, 
even the most indulgent public finds it hard not to resent the ar- 
rogant and overbearing behavior not infrequently found in the 
profession" (p. 140). Even after Watergate, they suggest that 
medicine "emulate its great sister profession [law] and ... in- 
quire zealously and determinedly into the moral and ethical 
roots of medicine with the intention of improving medical edu- 
cation" (p. 140). 

In order to correct what they erroneously consider a gross 
deficiency in medical education, the authors fatuously recom- 
mend that medical students and their teachers study the careers 
of several notorious medical impostors (p. 144). Had the au- 
thors used the same objectivity that they urge for others in mak- 
ing statements, they would have learned that in all good medical 
schools, 10 to 15 percent of the medical curriculum in the first 
year is given over to the study of the individual, his growth and 
development, his place in the family and society, and the impor- 
tance of the physician's relationship to his patient in the diag- 
nosis and treatment of :llness. There was no provision for this 
type of instruction before World War II. 

There are also instructions in this book as to how an *'enlight- 
ened” psychiatrist behaves. Every psychiatric resident knows 
the first part of the following instruction, but only a naive, inex- 
perienced one would attempt to predict the duration of a mental 
illness: 


He knows he is a physician, ... knows that he has Aes- 
culapian authority and how to use it, ... takes a medical 
history, conducts a pEysical examination, ... orders other 
appropriate laboratory and psychological tests, ... ex- 
plains to the patient what illness he has, ... [and] makes it 
clear [that] neither the patient nor family were to blame, 
... how likely it is that the patient would recover, and how 
soon he might hope for this recovery. (p. 212) 


Addressing themselves to the future of psychiatry, Siegler 
and Osmond state, 


In every social situation there is a level of behavior 
which people will accept as being “all right," or **doing the 


right thing." ... Psychiatry has at present sunk below this 
bare minimum of standard behavior. ... We would suggest 
as a bare minimum standard for psychiatric models that 
they be complete, that they be used consistently and that 
they be used with the consensus of all participating mem- 
bers. This will not be sufficient to make psychiatry “good,” 
but it will at least prevent it from sinking into immorality 
and even illegality. (p. 201) 


They also modestly assert, ““While we do not expect the con- 
sequences of our model-making efforts to be so momentous as 
those of the Copernican revolution, our models have served 
much the same purpose” (p. 216). 

If one is interested in reading an excellent description of 
models, about which the authors are knowledgeable, this is the 
book to read. If one wants to read a scathing indictment of 
present-day medical education, and doctors as a group, this is 
also the book to read. The sweeping statements about psychia- 
trists, which include dedicated teachers, clinicians, investiga- 
tors, and the whole complex field of psychiatry, together with 
the authors’ woeful ignorance about trends in modern medical 
education, leave the reader seriously doubting their objectivity 
as scientists but certainly knowing of their prejudice as sociolo- 
gists. 


EDWARD O. HARPER, M.D. 
Cleveland, Ohio 


Factors in Depression, edited by Nathan S. Kline, M.D. New 
York, N.Y., Raven Press, 1974, 268 pp., $16.95. 


For 10 years a small group of leading international psychiat- 
ric researchers has been retiring yearly to a Caribbean island— 
“a setting conducive to the research life as it should be lived” (p. 
vii). These ''Denghausen conferences" undoubtedly have 
created circumstances favorable for the cross-fertilization of 
ideas and the constructive criticism that usually exist only infor- 
mally and at the periphery of more orthodox scientific meet- 
ings. Factors in Depression is a product of members of this se- 
lect group. As such, it is a loosely organized anthology of the 
diverse contributions of these researchers to the maturation of 
biological psychiatry during the 10 years spanned by the confer- 
ences. 

Twenty years ago, a book with this title almost certainly 
would have been a collection of papers presented at a psycho- 
analytic symposium. At least five chapter titles indicate that 
this book, however, is as much concerned with research meth- 
odology as with depression. Furthermore, fully three-fourths of 
the book is devoted to psychopharmacological and neurochem- 
ical topics. For better or worse, this emphasis accurately re- 
flects the direction taken by psychiatric investigations of de- 
pression and correctly points out the major role played by two 
or three drugs in the development of new hypotheses and re- 
search strategies during the past 10 years. 

The origins of the book explain its strengths and weaknesses. 
It is certainly worth reading because of the achievements of the 
authors. Several chapters represent summations of a research- 
er's lifework. Consequently, these chapters are historically in- 
formative, well reasoned, comprehensive, and, as chronicles of 
perseverance and productivity in one area of study, instructive 
to those who are less experienced. These summations also argue 
for consistent support for long-range projects designed to an- 
swer limited and specific questions (Mogens Schou's work on 
lithium prophylaxis is just one example). 

Other contributions are more narrowly conceived or even 
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parochial. One of the more remarkable developments in the 
neurochemical investigations of affective disorders has been the 
emergence of neurotransmitter partisanship. Mind-body dis- 
putes have given way to internecine indoleamine-catecholamine 
debates. Several chapters in the book are of this genre. Since 
there are now 10 or 15 candidates for neurotransmitter status 
and at least 6 postulated types of feedback regulatory mecka- 
nisms, we shall soon have to develop an infinitely more complex 
notion of what is happening at the molecular level in the brain. 

Jack Durell contributes a nicely organized review of sodium 
and potassium metabolism in affective disorder. For some rea- 
son, this work, which has been done by Alec Coppen and others, 
has been relatively neglected in books about depression and in 
recent scientific wcrk-—a regrettable omission in view of the 
promising early findings and the possible relevance of elec- 
trolyte metabolism to lithium action. 

A book about depression whose organizing principle is the 
fact that its authors belong to a small, diverse group makes for 
heterogeneity and a lack of balance. This is reflected in the 
book's generalized title and presents a challenge to the editor. 
Brief introductory comments before each chapter or section 
would have been helpful. For example, it is not immediately ap- 
parent why Liev Gjessing's chapter on periodic catatonia ap- 
pears in a book about depression; however, several other chap- 
ters emphasize that depression is a periodic illness and that 
Gjessing’s methods of :ongitudinal clinical studies might profit- 
ably be applied to its study. One example of papers emphasizing 
the periodic nature of depression is William Bunney and Dennis 
Murphy's chapter on the switch process in manic-depressive ill- 
ness. 

Almost without exception, the papers in this book are com- 
prehensive and thought-provoking articles written by in- 
novators in several major areas of investigation. Because of 
their extensive research experience, and perhaps because of 
their association with each other, the authors appreciate subtle 
but substantive theoretical and methodological problems; a 
lively consciousness of these problems permeates the book. The 
authors have a large stake in the work to which they have de- 
voted their lives, and therefore this 1s also a book of opinions, 
seldom explicitly stated, about how we should look at depres- 
sion. 


THOMAS WEHR, M.D. 
Bethesda, Md. 


The Ordeal of Civility: Freud, Marx, Lévi-Strauss, and the Jew- 
ish Struggle with Modernity, by John Murray Cuddihy. New 
York, N.Y., Basic Books, 1974, 263 pp., $11.95. 


To find a focus for the review of a book of such wide scope, it 
is helpful to limit one's efforts to the aspects that justify publi- 
cation in this journal. I shall therefore address myself primarily 
to the proposals that cite psychological processes as an ex- 
planation of Cuddihy's thesis and that are forwarded to explain 
Freud's essential work. Cuddihy's central proposition is the fol- 
lowing: When the Jews lost their bases in the little villages and 
their contact with their traditions, they had to pay a high price 
for their “civility,” that is, their assimilation into Western, non- 
Jewish culture. While they paid this price, their outstanding 
thinkers proposed new ideas in various fields of endeavor with 
the objective of attacking the cultural values of the society to 
which they had adapted themselves. 

To substantiate his position, Cuddihy studies in extraordi- 
nary detail the lives anc work of Freud, Marx, and Lévi-Strauss 
as well as many other Jewish scholars. His major thesis presents 
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such an enormous simplification of complex social, individual, 
and scientific variables that one is amazed at his assumption 
that this would be acceptable to his readers. 

While one disagrees with much of the thinking behind Cud- 
dihy’s thesis and elaboration, one is at the same time stimulated 
and often amused by the diligence with which he supports his 
ideas and the efforts he makes to find references that seem to 
give them credence. If one can forget his thesis, one can find in- 
teresting footnotes about a large area of modern Western 
thought. 

If one accepts the author’s theory, one would have to con- 
clude that if there were no Jews and no ghettos, there would 
never have been Marxism or a theory of the unconscious or the 
theory of relativity. I would like to state that Cuddihy is not an- 
tagonistic to the contributions of outstanding Jewish scholars. 
Rather, he attempts to explain their inner psychological mo- 
tives and the impact of their findings on their environment. If 
Cuddihy had extended his theory to all minorities or shown that 
substantial contributions often occur in rebellion against an es- 
tablished system, if he had examined Newton, Copernicus, Gal- 
ileo, Savonarola, or Luther as well as Jewish scholars, one could 
follow the exploration of his paradigm with greater credulity. 
Could it be that he is not bothered by the fact that all Jews are 
neither successful in their civility nor creative enough to coun- 
teract the assimilating environment? He does not consider other 
sources of influence that may have codetermined the life and 
work of the outstanding men he chooses to use as examples for 
a large group of people to whom he ascribes qualities that are 
specific for the individuals. 

In the author’s exploration of Freud’s work and the genesis 
of Freud’s theory, we find this sentence: “‘Freud’s life work was 
to make sense of the Jewish emancipation experience.” This 
simplification violates historical facts. Cuddihy does not corre- 
late Freud’s work to the scientific thought of his time or to the 
data on which the formation of his theory rest. Rather, he fol- 
lows his single-minded course, which then permits him to arrive 
at the following conclusion: "The id... was a moral equalizer 
legitimating ‘scientifically’ social equality between Jew and 
Gentile in late nineteenth century Europe." This assumption 
completely misses the relationship of the id to the biological 
substructure. It also eliminates the significance of the concept 
of the ego to guide strivings, to give a response to reality, to ac- 
cept differences, and to provide the capacity for differentiation. 

If one follows the author, one sees that he is a widely read 
man in love with his thesis. This permits him to explore with 
confidence many fields of study, such as economics, anthro- 
pology, religion, and psychoanalysis. If Cuddihy had not made 
such efforts to substantiate an untenable proposition and had 
used the same diligence to order his ideas into a multidimen- 
sional, multidetermined fabric of the phenomena under study, 
we could have admired his work. As it is, we can thank him for 
collecting details that have to be detached from the main thesis 
to be appreciated. 


. PETER B. NEUBAUER, M.D. 
New York, N.Y. 


Strategic Intervention in Schizophrenia: Current Developments 
in Treatment, edited by Robert Cancro, Norma Fox, and Lester 
E. Shapiro. New York, N.Y., Behavioral Publications, 1974, 
302 pp., $14.95. 


This volume is a potpourri of therapeutic approaches to 


schizophrenia. Although it is diversified, it is not necessarily 
comprehensive. The impetus for the volume was a symposium 
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on current treatment strategies in schizophrenia held in 1973. 
The symposium was sponsored by the Joint Committee on 
Schizophrenia of the New York State District Branches of 
APA and was organized and chaired by Lester Shapiro. Eleven 
papers are distributed among three sections: Individual, Fam- 
ily, and Group Therapy; Somatic, Pharmacologic, Experimen- 
tal-Behavioral, and Early Intervention Techniques; and Brief 
Hospitalization, Rehabilitation, and Extramedical Treatment. 
Two papers in each category were presented at the symposium; 
five other authors were invited to write articles for inclusion in 
the volume. 

Each of these papers has its own amount of interest and mer- 
it. However, a review or critique of each one poses a dilemma. 
On the one hand, a so-called objective review that makes a cur- 
sory comment on each paper would be meaningless. On the oth- 
er hand, a review that restricts itself to identifying some salient 
points in selected articles neglects some approaches. In the 
main, my criterion for selecting particular papers for comment 
is the amount I learned from the article. This is especially true 
in reference to an author's formulation of theory as a basis for 
using a particular treatment modality or strategy of inter- 
vention. 

As an introduction, Robert Cancro provides a brief survey of 
some of the more contemporary ideas on diagnosis, psycho- 
pathology, and prevention. He reviews some of Kraepelin's, 
Bleuler's, and Freud's conceptualizations of the behavioral pat- 
terns that have come to be regarded as schizophrenia. 

In his comments on individual psychotherapy, Otto Will de- 
votes major attention to the development of personality re- 
sources in the adolescent, the social setting in which this takes 
place, and the vicissitudes of the interaction of the two. He de- 
lineates eight common outcomes for patients in a state of panic, 
ranging from death by suicide and chronic psychosis to a 
spectrum of recoveries. He also reviews some of the recent liter- 
ature on the "essential" characteristics of schizophrenia. He de- 
scribes his contribution as a condensed statement of views from 
which a psychotherapeutic approach can be derived; he then de- 
votes two brief pages to specific therapeutic modalities. 

In his consideration of family therapy of schizophrenia, Da- 
vid Rubinstein articulates the theoretical framework of social 
systems theory for viewing the development of the schizophren- 
ic process. He provides a verbatim excerpt from a family ses- 
sion, using the data to challenge the assumption that schizo- 
phrenic behavior can be easily modified by treating the family 
conjointly. Rubinstein emphasizes that this assumption is un- 
warranted because it does not take into account the fact that the 
family of the schizophrenic patient is extremely complex and 
often functions at levels that escape comprehension. 

He delineates some of the family dynamics that have implica- 
tions for therapy, one of which is the lack of differentiation of 
ego boundaries. Each parent lacks differentiation and each at- 
tempts to assign a role to the child to give meaning to his or her 
own existence. This manifestation of parental fusion deprives 
the child of the opportunity to develop autonomy. Con- 
sequently, there is an associated distortion of self-image and in- 
terpersonal relatedness. The therapist can become enmeshed in 
this kind of situation, with the result that his individual identity 
is denied and he becomes a part of the undifferentiated family 
ego mass. 

In the section on cognitive dysfunction, Rubinstein notes that 
the parent of a schizophrenic child may have more severe defi- 
cits in this area than the child. Other aspects of family patholo- 
gy are deficiency in the decision-making process, resistance to 
change, and deficits in family developmental tasks. Using these 
dynamics as guideposts, Rubinstein devotes special attention to 
techniques of family therapy in terms of system. He deals with 


the role of the therapist, the advantages and disadvantages of 
cotherapists, the techniques of role reversal and role playing, 
and the merits of slow, gradual progress. 

Heinz Lehmann provides a comprehensive review of somatic 
and pharmacologic treatments of schizophrenia that is useful 
for reference. Mary Hagamen and Betty Van Witsen provide a 
definitive commentary on the role of special education in child- 
hood schizophrenia. Inability to relate to people in the expected 
manner, failure to use language for communication, a desire to 
be alone and to preserve sameness in the environment, and pre- 
occupation with certain objects are universally present. The au- 
thors state that the building of a relationship with the child hap- 
pens more or less automatically in the process of teaching. The 
teaching, in turn, focuses on developing a variety of language, 
self-help, academic, perception, motor, and social skills, any or 
all of which may be deficient. These skills develop automatical- 
ly in an integrated fashion in the normal child. However, for the 
autistic child each area must be dissected out, as it were, and ap- 
proached individually. In some instances, the various areas be- 
come coordinated, and an integrated whole ultimately emerges. 

The other contributions include articles on psychotherapy by 
Jay Harris, on family and group therapy by Lyman Wynne, a 
consideration of experimental-behavioral approaches by Gor- 
don Paul, presentations on short-term hospitalization by Mar- 
vin Herz and Ernest Gruenberg, and articles on rehabilitation 
by Robert Becker and on extramedical treatment by Loren 
Mosher. 

Every student of diagnosis and treatment of schizophrenia 
will find some rewarding ideas in this volume, whatever orienta- 
tion the reader happens to have. 


JAMES P. CATTELL, M.D. 
Pittsfield, Mass. 


The Actuarial Use of the MMPI with Adolescents and Adults, 
by Philip A. Marks, Ph.D., William Seeman, Ph.D., and Debo- 
rah L. Haller. Baltimore, Md., Williams & Wilkins Co., 1974, 
310 pp., no price listed. 


I cannot improve upon the opening sentences of Drs. Starke 
Hathaway and Grant Dahlstrom’s foreword to this book: 


Readers familiar with ... Actuarial Description of Ab- 
normal Personality [(1)] will be pleased to learn of the pub- 
lication of the present volume. In it they will find an ex- 
panded and updated version of the discussion of actuarial 
versus clinical procedures which delighted Prof. Meehl in 
that first edition, together with a reprinting of the data 
comprising the adult code types originally developed by the 
first two authors on their psychiatric cases. .. . They will be 
pleasantly surprised that these data are now in a narrative 
format with somewhat less stringent typal defining criteria. 
The real bonus for them in this edition, however, will be the 
totally new set of code types and descriptors for adolescent 
subjects. 


The balance of the foreword puts the entire issue of the use of 
the MMPI as a statistical descriptor and predictor into histori- 
cal perspective. It also brings the reader up-to-date about the 
development of the interpretive statements and the new descrip- 
tors of adolescent code types contained in the new volume. 

The opening chapters present a detailed description of the 
MMPI and a careful discussion of the actuarial description 
process, which is defned as a set of descriptive attributes as- 
signed to individuals on the basis of a set of rules derived from 
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experimentally and statistically demonstrated associations be- 
tween the input data (e.g., MMPI profiles, Rorschach psycho- 
grams, word associations, etc.) and the descriptive statements 
that constitute the output. 

The authors then describe the 16 adult code types that were 
in the original volume. However, as indicated in the foreword, 
the personality description in this volume is in narrative form 
and therefore much more palatable to the average clinician 
than the earlier list. 

The next section of this volume is a new section on adolescent 
code types; 30 characteristic code types are discussed. A great 
deal of statistical information given for the adult types is not 
given in this section. Rather, the authors present extensive per- 
sonality descriptions, emphasizing both the positive and nega- 
tive aspects of the profiles. 

One possible criticism of the wealth of detailed description 
provided by the authors might be their failure to separate out 
some of the code types, e.g., the 4-9/9-4. Other authors have 
made a distinctioa between these code types and have describec 
each separately. For most of the other codes, the combinaiions 
appear to be quite appropriate and serve as a useful con- 
densation of what would otherwise be a very unwieldy set of 
profile types and codes. 

The final section of this book includes four appendices tha: 
provide the detailed information upon which the narrative de- 
scriptors of the coce types is based. This information 1s in- 
valuable to those who are interested in pursuing the devel- 
opment of MMPI types and those who are doing research using 
the MMPI. 

Although I hesitate to criticize the very carefully and beau- 
tifully detailed presentations in this volume, I would like to 
point out that a good deal of the work done by the authors in 
providing clinical interpretations for the profile types is becom- 
ing less and less essential for the clinical use of the MMPI be- 
cause of the development of increasingly sophisticated comput- 
er programs for scoring and interpreting MMPI data. For the 
many mental health workers who may not have such comput- 
erized interpretations available to them but who car. administer 
and hand-score the MMPI, however, the detailed clinical and 
demographic descriptors will continue to prove invaluable. 


REFERENCE 
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BERNARD C. GLUECK, M.D. 
Hartford, Conn. 


Handbook of Rorschach Scales, edited by Paul M. Lerner. New 
York, N.Y., International Universities Press, 1975, 514 pp., 
$18.00. 


Rorschach's and other projective tests were developed in re- 
bellion against the established position of the objective psycho- 
metric approach to personality assessment. It is a paradcx that 
the theme of the Rorschach studies included in this volume em- 
phasizes a psychometric approach. The classical battle between 
the nomotheticists and the idiographicists has filled tomes in the 
past, but this anthology testifies to the fact that there has been a 
concerted effort to confront the theoretical issue of objectivity 
in personality assessment. This adds to the currently increasiag 
use of the Rorschach and other projective tests to meet the chal- 
lenge of those who adhere to an objective psychometric ap- 
proach. 
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The entire conceptual framework of this volume fosters a 
successful synthesis of namothetic and idiographic positions of 
personality assessment. The eight sections of the book are titled 
Cognitive and Perceptual Functioning, Pathological Thinking, 
Structuring of Experience, Affective and Motivational States, 
Interpersonal Relations, Intrafamilial Interaction, Suicide, and 
Homosexuality. 

Why the editor chose to assign suicide and homosexuality 
separate sections of their own is unclear; these topics could have 
been included in the sections on affective states and inter- 
personal relations. Morecver, the studies selected for these two 
sections are rather outdated and could be challenged by more 
contemporary studies. Since the editor clearly defines his cri- 
teria for selection of the studies, I wonder how the copious body 
of literature on the Rorschach and body image (1) could have 
been excluded. 

It would be presumptuous in so brief a review to discuss the 
complexity of the theoretical issues discussed in each of these 
studies. One need only read Peebles' article, Rorschach as 
Self-System in the Telophasic Theory of Personality Devel- 
opment." This is the most original, innovative, and uniquely 
conceptualized approach to personality assessment of all ot the 
studies in the book; justifiably, more pages are given over to this 
article than to any other. 

` The editor is to be commended for his perspicacious selection 

of these Rorschach studies. This collection bears testimony to 
the fact that the Rorschach and other psychodiagnostic tests are 
still alive and well in an era when projective tests are reported to 
be in a state of decline. The Rorschach still contributes to per- 
sonality assessment. 


AEFERENCE 


l. Fisher J, Cleveland SE: Body Image and Personality. New York, 
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H. BARRY MOLIsH, PH.D. 
Houston, Tex. 


Understanding Homosexuality: Its Biological and Psychological 
Bases, edited by Dr. J.A. Loraine. New York, N.Y., American 
Elsevier Publishing Co., 1974, 214 pp., $15.95. 


The sections of this uneven, multiple-authored book cover 
such diverse topics as the Aetiology of Homosexuality, Homo- 
sexuality in The Netherlands, Some Social and Legal Aspects, 
and, somewhat redundantlv, Homosexuality and the Law. The 
book has no introduction or preface, so one is left to wonder 
why these particular aspects of homosexuality are reported in- 
stead of others and what readership the book hopes to reach. 
The only help comes from the jacket, which states, 


It is hoped that this book will interest individuals in a 
number of specialties and not merely members of the med- 
ical profession. The approach is intended to be inter- 
disciplinary and the authors themselves are drawn from a 
wide spectrum of society. 


For the psychiatrist interested in studying homosexuality, 
this book is curiously frustzating. The chapter on male homo- 
sexuality has 197 references with few clues as to which are the 
major works, and a lively chapter on the law has no references 
at all. 7 
Antony Gray, a homosexual, writes that “homosexuality 
cannot usefully be considered without also considering the 
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larger society in which it exists and of which it forms a part." 
The authors of the chapter on The Netherlands have admirably 
fulfilled this prescription. That most tolerant of all Western Eu- 
ropean countries is perceptively discussed. 

One message is clear from this book: reread Sexual Behavior 
in the Human Male by Kinsey and associates (1). That 27-year- 
old work is repeatedly and favorably cited throughout. 

Understanding Homosexuality’s general tone is quite sincere 
and reasonable, and the writing is almost always good. It is 
meant for the reformer, not the voyeur. 


REFERENCE 


|. Kinsey AC, Pomeroy WB, Martin CE: Sexual Behavior in the Hu- 
man Male. Philadeiphiz, WB Saunders Co, 1948 


HARVEY BLUESTONE, M.D. 
Bronx, N.Y. 


These Are My Sisters: A Journal from the Inside of Insanity, by 
Lara Jefferson. Garden City, N.Y., Anchor Press/ Doubleday, 
1974, 238 pp., 87.95 (196 pp., $2.50, paper). 


If one can accept the premise that a real patient 1s the best 
textbook of psychiatry, then this little book should be impor- 
tant to all concerned with the care of so-called psychotic indi- 
viduals. It is presented as an unedited record of the experiences 
of a patient allegedly written by a woman who was committed 
to a mental hospital in the midwest as a schizophrenic. The 
patient died in the 1940s. In addition to the description of her 
hospitalization, Lara Jefferson (a pseudonym) included much of 
her thought content, as well as her thoughts about these 
thoughts. 

After several rereadings, I find that this journal is what it 
claims to be: the product of a patient on a severely disturbed 
ward in the prephenothiazine era. Some portions of the journal 
bear the almost undeniable stamp of the uniqueness of sub- 
jective experience rather than the writing of one who observed 
or of a literary ghost. The book is patently amateurish, fre- 
quently trite, and occasionally obviously reaching for effects. In 
other parts, however, the reader may note occasional subjective 
autonomic and emotional responses as well as a feeling of em- 
pathy. 

Lara Jefferson, declared by her caretakers to be hopeless, em- 
barked on an attempt at a '*pen-and-pencil" cure. By scribbling 
down her thoughts as she experienced them, she obtained an op- 
portunity to look at them and then to think about them as 
thoughts. She was encouraged in this by a supportive psychia- 
trist and thus explored her own ideas about the etiology, symp- 
toms, and course of her illness, i.e., her past, current, and antici- 
pated experiences. She ultimately arrived at the conclusion that 
she was an emotional cripple who could not tolerate any un- 
happiness. This led her to decide that her survival depended on 
her own refusal to allow anything to make her unhappy. 

Although the story and descriptions are fascinating, the main 
value of the book is its ability to raise questions— not necessari- 
ly pleasant or popular ones. It is of course possible to force the 
book and its author into traditional.psychodynamic molds, but 
it is more interesting to allow one's mind to wander freely, mak- 
ing bizarre hypotheses. As is appropriate for all hypotheses, one 
should not ask if each one is right or wrong but if there is any 
possible utility for an admittedly peculiar idea. The following 
are a sampling of the ideas that this book raised for me: 

l. Is religion per se a variety of "insanity"? What prohibi- 
tions exist against exploring this? 


2. Why do we persist in pursuing the myth of objectivity when 
all experience is neurophysically subjective? 

3. Could obesity be a physiological comcomitant of depres- 
sion rather than a simple matter of caloric intake versus output? 

4. Could “mental disease" be **caused" by the nature of one's 
thoughts rather than the thoughts' being the result of some oth- 
er "disease" mechanism (biochemical, genetic, etc.)? Books list- 
ing all types of fantastic theories on the etiology of schizophre- 
nia do not include the nature of the patient's thoughts before the 
illness. Why? 

5. Why is the consideration of intrauterine influence forbid- 
den? Might the emotional state of the mother as well as her in- 
ternal milieu be critical influences on the future patient? Should 
even tones of voice, paternal as well as maternal, be suspect? Is 
the idea of the mind at birth as a clean slate a nonsensical and 
blinding concept? 

6. Is there subjectively any difference between an experienced 
hallucination and an experienced “perception”? I think not. 
Might the crucial problem in normal people as well as those 
who are disturbed be our belief that we perceive reality rather 
than that we have a delusion that we perceive reality? (This is, 
of course, hypothesis 2 in disguise.) 

I strongly recommend this book to students of human behav- 
ior at every level of expertise. It leads one to look at the obvious 
necessity to somehow breach the wall of subjectivity, which 
means asking the patient, "What are you thinking?" and ac- 
cepting all of the ambiguity that the answer entails. 


W.C. ELLERBROEK, M.D. 
Sunset Beach, Calif. 


Adolescent Suicide, by André Haim; translated by A.M. Sheri- 
dan Smith. New York, N.Y., International Universities Press, 
1975, 307 pp., $15.00. 


In this publication the author raises two major questions, 
What is adolescence and its special ingredients? How do these 
affect adolescent suicides? Many aspects of both of these ques- 
tions are approached and heavily illustrated with statistical ta- 
bles. 

It is to the author's credit that he does not pretend to know 
more than he does. He freely acknowledges the difficulty of us- 
ing statistics to establish conclusions that could be used to de- 
velop practical preventive approaches, which is, after all, the ul- 
timate purpose of all research and study. The reasons for the 
statistical inconsistencies from country to country, culture to 
culture, and social structure to social structure are so generally 
known that they need no comment here. For example, the ratio 
of adolescent suicides to each 1,000 deaths from all causes 
among adolescents is cited as 372 for West Berlin and 37 for 
The Netherlands. Midway through the book the author honest- 
ly concludes that “‘the question of how many adolescents com- 
mit suicide remains unanswered." 

The great value of this book is that the author touches all of 
the vital aspects of adolescent suicide and gives his thoughts on 
each of them. He presents a sequential cerebral discussion of his 
thinking plus that of others on all of the factors that make the 
adolescent a different psychological creature from the adult, 
just as the pediatric patient is a different person from the adult 
in the area of physical medicine. 

While there may be many similarities between adolescent sui- 
cides and adult suicides, there are many differences. Adoles- 
cents are more introspectively preoccupied with life and death 
than are adults. The latter may not have actually resolved the 
problem of this preoccupation for themselves, but by and large 
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they have repressed it. Adolescents have not yet come to peace 
with their changing status and are therefore more uncertain of 
what they are and who they should try to become. Because they 
are not yet as mature as they have the potential of becoming 
and because their superegos are still fragile they often are more 
impulsive in their behavior. This tendency is an important 
factor in adolescent suicides. 

I can do no better than use the author's own words to sum up 
this excellently translated book. Dr. Haim concludes at the end 
of the book, "I have stressed throughout the study that our 
knowledge of adolescent suicide is small." This frankness con- 
tributes a great deal to the value of the book; there is no attempt 
to oversell its contents. 


Davip M. BANEN, M.D. 
Waban, Mass. 


Legacies in the Study of Behavior; The Wisdom and Experience 
of Many, edited by Joseph Warren Cullen. Springfield, Til., 
Charles C Thomas, 1974, 268 pp., $17.50. 


This book is a series of essays by scientists who have distin- 
guished themselves in various disciplines of biomedical and be- 
havioral research. The editor's premise is that such men have a 
great deal to offer future generations of scientists and research- 
ers in terms of reflections, advice, and invaluable experience 
that might serve to encourage and aid younger men and women 
in their pursuit of a career. In requesting the essays, the editor 
left the guidelines rather open-ended, asking each man to write 
a legacy, or final document, reflecting on his career. As a result, 
the style of the essays varies greatly and in many ways reflects 
the great variability of the authors. 

Although one cannot but be impressed by the credentials of 
the contributors, the book as a whole falls short of expectation. 
Perhaps the problem lies in the fact that no effort was made to 
systematize or blend the essays. They are merely listed alpha- 
betically; there is little sense of continuity. The individual dis- 
ciplines of these men rarely seem to overlap, the formats 
change, and the reading of the book becomes tedious. The indi- 
vidual essays are fine, but when placed together they somehow 
lose their impact. The reader should be selective, limiting him- 
self to those articles or authors which have special meaning to 
him. 

The only real consistency appears to be each man's dedica- 
tion to his chosen field and his zeal in pursuing investigation. 
This is probably the most important lesson to be learned—to 
pursue a career in some area one truly enjoys. Out of this pur- 
suit come satisfaction and reward. 


TuoMas C. Bonp, M.D. 
Belmont, Mass. 


Principles of Psychotherapy, by Irving B. Weiner. New York, 
N.Y., Wiley-Interscience (John Wiley & Sons), 1975, 318 pp., 
$15.95. 


Dr. Weiner is Professor and Chairman of the Department of 
Psychology at Case Western Reserve University, Cleveland, 
Ohio. This book “tis addressed to the practitioner of psvchother- 
apy and is primarily a manual of principles for conducting psy- 
chotherapy in clinical practice." It is divided into four parts, In- 
troduction, The Initial Phase of Psychotherapy, The Middle 
Phase of Psychotherapy, and The Final Phase of Psychothera- 
py. The themes discussed are the nature and goals of psycho- 
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therapy, the patient, the therapist, theory and process in psy- 
chotherapy, evaluation and assessment, the treatment contract, 
conduct of the interview, interpretation, resistance, transfer- 
ence, and countertransterence. 

The author assesses psychotherapy from the orientation of 
both the researcher and the practitioner: 


Hypotheses for research study emerge from the clinical 
practice of psychotherapy, and it is in the success and 
failure of the clinician’s efforts that the conclusions from 
such studies must finally be examined for their utility. 


(p. x) 


Weiner states that a clinician should use reasonable methods 
to help troubled people even if unequivocal documentation for 
such procedures is lacking: “Cumulative clinical wisdom must 
be given its just due, lest uncertainty produce a paralysis of ac- 
tion" (p. x). He feels that a psychotherapist needs a measure of 
eclecticism regardless of his primary theoretical perspective to 
operate “‘in full light of current knowledge." He believes that 
various theories of psychotherapy have contributed usefully to 
effective psychotherapy. He sees this volume as the expression 
of a psychodynamic view that incorporates principles of psy- 
chotherapy fitting transactional, client-centered, humanistic, 
and behavioral approacaes. 

The author’s style is clear; the book is easy to read and rela- 
tively free of jargon. These assets are of advantage to the novice 
and should also appeal to the experienced psychotherapist inter- 
ested in reviewing or looking into different psychotherapy expe- 
riences. 

This volume has an author index, a subject index, and a sub- 
stantial list of references to books and journal articles covering 
a broad range of topics pertaining to the many perspectives of 
psychotherapy. 


JEROME M. SCHNECK, M.D. 
New York, N.Y. 


From Sad to Glad: Kline on Depression, by Nathan S. Kline, 
M.D. New York, N.Y., G.P. Putnam's Sons, 1974, 252 pp., 
$7.95. 


Dr. Kline, Director of the Research Center at Rockland 
State Hospital, Orangeburg, N.Y., is a prominent clinical psy- 
chopharmacologist who estimates that he has treated “one out 
of every 10,000 New Yorkers." This book of his is a popular 
book-—not in the sense that it will sell well, although it may, but 
in that it is intended for a general readership rather than for the 
practicing professional. 

At the start Kline makes his point: depression is a “‘specific 
disorder, .. . in most cases probably triggered by some disarray 
in the biochemical tides that sweep back and forth within the 
body." He then goes on to talk about the signs and symptoms of 
depressive neurosis. The tone is warm, gentle, and a bit con- 
descending, for example: “I regard depression as one of the 
most treatable of the serious ills. For nearly all depressed 
patients I prescribe ‘medication designed to correct or com- 
pensate for the chemiczl imbalance." In “more complicated" 
cases Kline might recommend psychotherapy, "though not nec- 
essarily so." Only a “small, intractable core of all cases" do not 
find substantial relief wich medication. .: 

Subsequent chapters deal with such diverse topics as the fol- 
lowing: a history of depression, replete with amusing anecdotes 
about some well-known people so afflicted; a classification of 
depression in which Kline distinguishes four types, uni-bi-polar 
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or endogenous, neurotic, schizo-affective, and secondary (de- 
fined as a "side effect of certain medicines or ... an accom- 
paniment or a sequel to particular illnesses"); a brief survey of 
the biogenic amine theory of depression; two chapters on drug 
treatment; and some useful comments on the special needs of 
alcoholics, drug addicts, and the elderly. 

Certain chapters seem out of place, e.g., one devoted to 
Kline's "discovery" of reserpine and a chapter titled '*A Public 
Appeal," which asks for the reader's help in increasing the allo- 
cation of federal funds. 

What we have then is a loosely connected series of popular 
essays having to do with depression. This is not a textbook; it is 
not a guide for clinicians. The psychiatrist who reads Kline on 
Depression may feel a certain uneasiness that comes from hav- 
ing a friendly chat with an expert who tells you less than he 
knows. 


PAUL F. SLAWSON, M.D. 
Los Angeles, Calif. 


La Relaxation Thérapeutique chez l'Enfant, by Jean Berges and 
Marika Bounes. Paris, France, Masson et Cie., 1974, 191 pp., 
50 French francs. 


This book, Therapeutic Relaxation in Pediatrics, is a highly 
technical, meticulously detailed analysis of relaxation as a 
mode of therapy for children. The method is described step by 
step, from the arrangements that have to be made regarding the 
room and furniture to examples of initial interviews with 5- and 
10-year-old children. There are also descriptions of therapeutic 
sessions and of the problems surrounding cessation of treat- 
ment. 

The abundance of detail and technical suggestions makes this 
monograph a classic; it is necessary reading for all those who 
want to try this promising mode of therapy. Although the book 
states that this therapy is very effective, time will be needed to 
demonstrate its value and advantages over other methods. 


DIMITRIJE PivNiICKI, M.D. 
Montreal, Que., Canada 


The Promiscuous Teenager, by Daniel T. Gianturco, M.D., and 
Harmon L. Smith, Ph.D. Springfield, Ii., Charles C Thomas, 
1974, 97 pp., $8.50. 


The authors, a physician and a theologian, describe their 
book as an exploration of psychological, social, and ethical di- 
mensions of teenage sexuality. Their assumption is that sex ac- 
tivity among teenagers engenders important decision making 
for a cluster of interested and involved persons—the teenagers 
themselves, their parents, their physicians, and all others who 
touch their lives. It is the authors' hope that their book will pro- 
vide a helpful resource for parents and counselors. 

The enterprise is constructive and.useful, but there is great 
unevenness to it. The title is misleading: Only one of the seven 
chapters is devoted to the promiscuous teenager, and promis- 
cuity is not an issue in the other chapters, which are devoted to 
the new sexual freedom, sexual development, marriage, homo- 
sexuality, alternatives to parenthood, and an epilogue. Each 
chapter has a number of subheadings that are not always re- 
lated to the topic. The particular chapter from which the title of 
the book derives deals chiefly with promiscuous teenage girls. It 
deals much more briefly with promiscuous teenage boys, focus- 
ing on a discussion of venereal disease. As an example of the 


wide variety of topics considered in any chapter, "Alternatives 
to Parenthood" considers problem pregnancy, the pregnant 
state, abortion, abortion counseling, contraception, the role of 
the physician, sterilization, surgical techniques for sterilization, 
and psychological reactions to sterilization. 

There are variations in the focus of the material. At times it 
seems to be aimed at particularly sophisticated audiences and at 
times to more naive ones. At one point the messages seem di- 
rected to physicians, at other times to parents. There are a num- 
ber of illustrations in the book that are random, and, although 
possibly typical of teenage drawings or room decor, they are not 
mentioned in the text. Their relevance is obscure. There are a 
number of references, but there are several errors in the spelling 
of names both in the text and in the list of references. 

Although sexuality and promiscuity are the central themes 
around which discussions revolve, the chief issues are those of 
adolescent development and characteristics. Various theoretical 
frames of reference are drawn upon. Although the authors do 
not claim depth in their presentations, their discussions of ado- 
lescent emotions and development make it clear that they are 
familiar with the problems and sensitively aware of the impor- 
tance and complexity of adolescent development. They give a 
good presentation of the aim of maturity that one hopes follows 
as the adolescent person struggles with many issues, including 
sexuality. 

Many people, perhaps parents in particular, may gain a 
broader understanding of adolescent development and prob- 
lems through this book. They may also learn of a variety of cur- 
rent social issues that impinge upon adolescents. Although 
there is looseness, there is also cohesiveness in the presentation 
of the broad picture of what adolescents may be like and what 
they may be up against in terms of ideas and stresses. The au- 
thors make it clear that they do not necessarily agree with many 
of the ideas they discuss. They make it equally clear that they 
see the main aim of all the developmental, mental, social, and 
therapeutic factors that may be involved in adolescence to be 
the development of mature adult personalities capable of good 
relationships, particularly good intimate relationships. 

Because of the many topics presented, this book could cer- 
tainly be a quick reference source for physicians, counselors, or 
others who may confront some particular aspect of adolescent 
behavior or some "surprising" idea presented by an adolescent 
person. 


JAMES G. DELANO, M.D. 
Rochester, M inn. 


Emergency Psychiatric Care: The Management of Mental 
Health Crises, edited by H.L.P. Resnik, M.D., and Harvey L. 
Ruben, M.D., M.P.H., with Diane Daskal Ruben, M.A.T., J.D. 
Bowie, Md., Charles Press (Robert J. Brady Co.). 1975, 170 pp., 
$8.95 (paper). 


Every psychiatrist and mental health professional helping 
with emergency work or crisis management should familiarize 
himself or herself with this manual. The prestige of the authors 
of various chapters and the fact that the book was sponsored by 
the National Institute of Mental Health will probably attract a 
variety of workers seeking help with the vexing problems of the 
psychiatric emergency. 

In an attempt to avoid high-flown generalities at the expense 
of useful practicality, there are many listings of what to do in 
particular situations. As a workbook for in-service and contin- 
uing education, this outline provides a framework, but it needs 
the supplement of experienced professionals to translate it to a 
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given delivery context and to develop principles that can guide a 
worker who needs some rationale for what he or she is doing. In 
their attempt to address a hypothetical emergency or crisis 
worker the writers of the various chapters leave the task of ex- 
plaining specific skills and reasons for doing what is recom- 
mended to others. 

For those who work in medical contexts, this book lacks a 
clear enough delineation of the psychiatric emergency from 
"critical care-life support" medicine, which often focuses on the 
“glamourous” aspect of emergency rooms and is getting a lot of 
emphasis at present. However out of balance this differentiation 
is in terms of who actually uses an emergency center, more clar- 
ity should be brought to this issue. In fact, the attempt to bridge 
the difference leads to the book's using physical trauma, with a 
stress on touching, as its first illustrative paradigm. This may 
not be the way to approach someone in panic. 

Most welcome, however, is the emphasis given to being in- 
formed of the legal requirements in a given Jurisdiction. Care- 
takers are at times puzzled and made impatient by the forensic 
issues involved in treatment of the psychiatrically ill. 

While in some instances families seem unavailable, more 
stress on the operational families of individuals coulc help the 
crisis worker. The question of what brings the individual in 
crisis to a worker at a given time also seems undersiressec in 
areas other than physical need, i.e., the crisis behavior and inter- 
action with a crisis worker are not always temporally con- 
gruent. Special problems, such as child abuse and rape, are re- 
ceiving increased societal recognition and probably deserve a 
somewhat fuller treatment than they receive in this book. 

One hopes that those who have used this manual in assisting 
emergency workers will study their experiences, as the editors 
request, and find how it is used by those to whom it is primarily 
addressed—the frontline workers. 


I. FLoyp MarLorT, M.D. 
Pittsburgh, Pa. 


Parent Power/Child Power: A New and Tested Method for Par- 
enting Without Guilt, by Helen De Rosis, M.D. Indianapolis, 
Ind., Bobbs-Merri!l Co., 1974, 230 pp., $6.95. 


The power that parents and children exert on each other's 
lives, for good anc for ill, is carefully dissected and analyzed in 
this delightful book. With full appreciation of how complex, 
changeable, fascinating, frustrating, and rewarding the craft 
and skill of parenting can be, Dr. De Rosis presents the thesis 
that the parent is in the most important position to be the pri- 
mary agent in preventing childhood discontent as well as learn- 
ing and behavior disorders. The parent has the option of direct- 
ing his or her availability, intimacy, and power into 
constructive, growth-producing patterns or into corrosive, de- 
structive channels. 

Departing from the clichés and shibboleths of most books on 
behavior disorders, Dr. De Rosis points out that parents are not 
automatically equipped with wisdom by the act of producing a 
child. On the contrary, dealing with behavior disorders takes 
time, patience, painstaking effort, and a willingness to see one- 
self as a participant-observer of the disturbances. 

This is not an easy “how-to-do-it” book. To understand even 
the most simple family interaction requires a great deal of psy- 
chological skill as weil as time, thought, and unraveling. To help 
parents become more aware of their options and their powers in 
problem solving, Dr. De Rosis draws on her 20 years of psychi- 
atric experience and her experience as a leader of parent dis- 
cussion groups. 

A brief summary of her approach includes, first, the identifi- 
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cation of the problem (the what). This is the most difficult and 
complex step in the process; it requires self-examination and the 
ability to listen to what is going on. The next step involves re- 
flection about the problem and planning alternative courses of 
action (the how). The final step is to act on the alternatives, one 
after the other, until a suitable one compatible with the atti- 
tudes of the family is found. 

Dr. De Rosis’ great appreciation for the dynamic and quali- 
tative changes in family relationships 1s evident throughout this 
book. Learning how to find ways to identify and solve problems 
must become a continuing way of life for parents and children; 
a child requires different approaches at ages 5, 10, and 15. Most 
parents, however, are stuck in the rigid “I know better” pattern, 
which alienates youth, represses growth and independence, and 
stirs up oppositional behavior. 

In her exploration of corrosive guilt generated by inner con- 
flicts in parents, Dr. De Rosis states that there is often an un- 
conscious need or wish to be “Superparent.” This kind of par- 
ent cannot tolerate the slightest deviation from excessively high 
standards for themselves or their children. Pertinent examples 
of Superparents are given throughout the text. 

Inner parental conflict, as expressed in double messages, an 
inability to tolerate being disapproved of or disliked, and a fear 
of sulking teenagers, is explored by showing its insidious ef- 
fects—evoking anxiety, guilt, and confusion and blurring clarity 
and meaning. 

The power that children exert on their parents’ lives is care- 
fully and honestly explored in the chapter titled "Child Power." 
Dr. De Rosis admits that raising children is not purely pleasure. 
Parents do not always like their children; do they have to? 


992 Am J Psychiatry 132:9, September 1975 


Chapter 9, titled “Parenthood Is Not a Natural State," ac- 
knowledges and demolishes some of the illusions of what par- 
enting is all about—the expectations and fantasies of gratitude, . 
eternal love, glory, and other rewards. Dr. De Rosis goes into 
detail with her vignettes of the following: “Supermom,” the in- 
different parent, the quality of true attentiveness, caring, giving 
very little, giving too much, parent dropouts (those who give 
up), the nonengaged, clichés about "consistent permissiveness,” 
and taboos against changing one's mind once a precedent has 
been set. 

In a breezy, informative, and intimate style, Dr. De Rosis 
freely offers alternative thinking on old problems. In many dif- 
ferent ways she reiterates that if parents do not reflect on and 
evaluate their powerful role in producing mentally healthy as 
well as warped, unhappy, and suffering adults, they will reap the 
unseen harvest of human misery. If parents want to raise per- 
sons who have compassion, care, commitment, self-realization, 
independence, autonomy, and the ability to love, they cannot do 
it in the way their own parents did it. New times have new re- 
quirements; a changing world of values dictates new approach- 
es. 

Using some of the insights gleaned from her psychoanalytic 
work, Dr. De Rosis shows the emergence of the parent as the 
most potent force for preventive psychiatry in childhood. The 
parent can prevent the lacerating, malevolent erosions of 
emerging self-esteem and growth in the developing child and all 
of their painful consequences. 


JEANNE SMITH, M.D. 
New York, N.Y. 
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Psychiatria Fennica, edited by K.A. Achté. Helsinki, Finland, 
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The Current Status of Lithium Therapy: Report of the APA Task Force 


This report was approved by the Executive Committee of the 
American Psychiatric Association at its May 5-9, 

1975, meeting upon recommendation of the Council on 
Research and Development. It was prepared by the Task Force 
on Lithium Therapy. 


IN 1969 the American Psychiatric Association appointed a 
Task Force on Lithium and assigned to it the charge of provid- 
ing “an appraisal of current knowledge about efficacy and safe- 
ty of lithium therapy in psychiatry." In its report to the Council 
on Research and Development in late 1970, the task force rec- 
ommended that APA continue to critically evaluate lithium 
therapy; this resulted in the appointment of the present task 
force in 1973. The following report responds to the charge given 
to this task force to reappraise lithium therapy after it had been 
generally available for several years. In it the task force propos- 
es to assess the value of lithium in the indications that have been 
suggested for its use, to describe and explain the procedures 
used in administering it therapeutically and prophylactically, to 
review the undesirable effects and complications of the treat- 
ment and their significance and management, and to bring to 
the attention of the membership those issues about lithium ther- 
apy that remain unresolved. 

The use of lithium therapy in affective disease was first re- 
ported in the literature 26 years ago. In early 1970 it became 
available in the United States for general prescription use. Lith- 
ium has been applied to thousands of cases, has spawned a 
whole field of research, and is playing an important role in the 
investigation of the biological aspects of mental illness. The 
rapidly expanding literature on the subject is yielding not only 
new and interesting findings but controversy as well. For these 
reasons the opinions contained in this report should be consid- 
ered tentative at best and subject to revision, and should 
serve as a reminder of the constant need for continuing reas- 
sessment of this major development in the history of psychiatry. 


In 1973 the American Psychiatric Association, through its Council on 
Research and Development, established a Task Force on Lithium Ther- 
apy. This report highlights salient issues that the task force felt were of 
pressing importance and offers recommendations for meeting these is- 
sues. 


Members of the task force included: Irvin M. Cohen, M.D., chairman, 
William E. Bunney, Jr, M.D., Jonathan O. Cole, M.D., Ronald R. 
Fieve, M.D., Samuel Gershon, M.D., and Robert F. Prien, Ph.D. 


INDICATIONS 
Acute Manic Episode 


The most firmly established indication for the use of litnitum 
is in the treatment of the manic phase of manic-depressive ill- 
ness. Controlled studies clearly demonstrate that lithium is 
more effective than placebo, but there remains some con- 
troversy as to its superiority to neuroleptics. Comparison stud- 
ies have demonstrated that lithium, chlorpromazine, and halo- 
peridol yield positive results; the issue now is to determinz 
which produces the best results in terms of completeness of re- 
covery, patient acceptance of the drug, ease of administration, 
and rapidity of onset of action. This is not an easy question to 
answer because of the lack of sensitivity of rating scales as well 
as differences in experimental design and methodology among 
controlled studies. 

The task force has concluded that experimental evidence ade- 
quately supports the concept that lithium is a more specific anti- 
manic agent than neuroleptics and that its therapeutic results 
are achieved via a unique pharmacologic effect rather than non- 
specific calming action. It further concludes that lithium-related 
recoveries proceed more smoothly and evenly and eventuate in 
a more "normalized" patient. On the other hand, lithium thera- 
py is a cumbersome treatment, requiring greater patient surveil- 
lance and more laboratory studies. Its slow onset of actior. lim- 
its its usefulness :n cases in which rapid control of psychomotor 
overactivity is necessary. Several days elapse before lithium 
controls mania, whereas neuroleptics begin to exeri a calminz 
action immediately. The final determination of whether to pre- 
scribe only lithium, only a neuroleptic, or both must derive 
from the clinicien’s evaluation of the patient's clinical status 
and his best judgment on choice of treatment modality. 


TASK FORCE CONCLUSIONS: Lithium is the treatment 
of first choice in mania if the patient can be managed success- 
fully without additional drug therapy. If hyperactivity demands 
immediate control, lithium plus a neuroleptic is the best ap- 
proach. 


Acute Depressive Episode 


Until recently lithium was thought to be of little value in 
treating acute depressions. Since 1968 data have steadily accu- 
mulated suggesting that this impression may be incorrect. Re- 
cent studies have sbown that lithium may exert an antidepres- 
sant action if there is a preceding history of mania and in some 
cases of so-called endogenous depression. However, at present 
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there is no general agreement on the efficacy of lithium as an 
antidepressant. Some authorities contend the data are too un- 
certain to permit conclusions because the depressive entities 
were not well-defined in the studies. Others believe the results 
are very convincing and recommend the use of lithium when 
usual treatment methods for acute depression fail. 


TASK FORCE CONCLUSIONS: At this time experimen- 
tal results are not sufficiently conclusive to permit a clear defini- 
tion of the value of lithium in acute depressions. It should not be 
considered standard treatment but in selected cases may be con- 
sidered if the usual methods fail. 


Proph ylaxis 


Researchers have divided affective illness into two subtypes: 
unipolar and bipolar. According to A Psychiatric Glossary, 
published by APA in 1975, bipolar psychosis 1s characterized by 
"both manic and depressive episodes in the same person" (p. 
27), and unipolar psychosis is characterized "more often by re- 
current depressions, and less frequently by recurrent manic 
states" (p. 151). A numter of controlled studies now attest to 
the prophylactic capacity of lithium against both subtypes. 
Nevertheless, controversy still surrounds the question. The 
main questions are whether the methodology of the controlled 
studies really demonstrates prophylaxis and whether what is 
being called prophylaxis is actually prevention or only suppres- 
sion. 

The term ‘‘prophylaxis,” as used in almost all the studies, has 


meant the prevention of attacks severe enough to require sup- 


plementary outpatient treatment or hospitalization. Within the 
broad limits of this definition, lithium has demonstrable pro- 
phylactic effectiveness. Some critics argue that lithium does not 
actually prevent recurrences but acts only to dampen or curb 
the emerging episode. They believe, in other words, that lithium 
reduces severity, not frecuency. This task force believes, how- 
ever, that the evidence amply justifies the conclusion that 
patients who receive maintenance therapy either become free of 
apparent recurrences or have recurrences of such reduced in- 
tensity that they can be treated successfully on an outpatient 
basis with neuroleptics, entidepressants, and/or temporary in- 
creases in lithium dosage. 

The effectiveness of lithium in the prophylaxis of bipolar af- 
fective illness has been acknowledged by the Food and Drug 
Administration in its recently revised package insert for lithium 
carbonate. The insert states that "maintenance therapy pre- 
vents or diminishes the intensity of subsequent episodes in those 
manic-depressive patients with a history of mania." It does not 
include a similar statement for recurrent depressions without a 
history of mania (1.e., unipolar depressive patients), despite pos- 
itive evidence from controlled studies. This hesitancy is presum- 
ably due to the two main criticisms of the unipolar (depressive) 
prophylaxis data: 1) the relatively small number of patients on 
which the evidence is based and 2) the lack of a critical defini- 
tion of unipolar affective illness. Conceivably this lack of speci- 
ficity could lead to unwarranted prescribing of lithium in any 
recurring disorder in which depressive symptoms might be 
present. In the opinion of the task force the results strongly sug- 
gest that lithium can prevent or modify severe recurrent depres- 
sions, although unqualified endorsement at this time would be 
premature. Further studv is needed, with particular emphasis 
on better definition of the depressive entities in which positive 
results are most likely to occur. 

TASK FORCE CONCLUSIONS: Lithium carbonate is ef- 
fective in preventing or diminishing the intensity of recurrences 
of bipolar affective illness. There is persuasive evidence irom 
controlled studies that it is also effective in unipolar depressive 
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illness. However, the inexactness of the definition of unipolar 
illness and the relatively small number of patients studied to 
date indicate the need for additional evaluation of lithium in 
this disorder. 


ADMINISTRATION 


The first consideration in lithium therapy is the selection of 
proper candidates. The second is the physical state of the 
patient, which must be adequate to handle the lithium ion when 
it is introduced into the body. Significant renal disorder that 
might impair adequate elimination of the lithium ion is an abso- 
lute contraindication. Relative contraindications include the 
presence of significant cardiac disease, organic brain damage, 
and regimens that require diuretics or restriction of dietary in- 
take of salt. Lithium may be given in these situations, particu- 
larly if withholding it would endanger the patient's life; how- 
ever, this requires unusually careful monitoring of clinical side 
effects and plasma levels and perhaps also the assistance of an 
expert in the management of the drug. 

Before administering lithium the clinician must make certain 
that both the cardiovascular and renal systems are functioning 
adequately. If they are not, accumulation of the lithium ion and 
intoxication may result. Since lithium can affect thyroid size 
and function, especially in patients with a history of thyroid dis- 
ease, It is necessary to ascertain the patient's thyroid history 
and to evaluate his current thyroid status. Preparation for lith- 
ium therapy may therefore include a complete blood count, uri- 
nalysis, electrocardiogram, and determinations of blood urea 
nitrogen, serum creatinine, and thyroxine (T4). Electrolyte stud- 
ies may be valuable in certain instances, particularly when 
fluid and sodium imbalance is suspected, e.g., in severely hyper- 
active patients. 


Treatment Procedure in Acute Mania 


Ten to 14 days of close observation are usually necessary to 
properly initiate lithium therapy. Any of the lithium salts may 
be used. In the United States lithium 1s marketed as the carbon- 
ate in 300-mg capsules or tablets. Dosage is determined by se- 
verity of the illness, physical status, body weight, and age. The 
young may require much larger doses than older persons be- 
cause the rate of renal excretion tends to slow with age. The 
dosage ranges from 1000 to 3000 mg per day, given in divided 
doses. 

The usual procedure for initiating lithium therapy in moder- 
ately to highly disturbed hospitalized patients is to prescribe 
1200-1800 mg daily of lithium carbonate in divided doses. This 
Is followed by daily or every-other-day increases or reductions 
in dosage sufficient to secure blood levels of between 0.8 and 1.5 
mEg/liter. The judgment as to whether to use lithium alone or 
in combination with a neuroleptic and/or electroconvulsive 
therapy during the most acute phase of the manic episode de- 
pends on the patient's clinical status. There is a delay of 4 to 10 
days before the therapeutic effect of lithium becomes clinically 
manifest. This usually makes it impractical to rely upon lithium 
alone in managing moderately to severely disturbed patients. In 
such instances the addition of ECT and/or a calming agent 
such as chlorpromazine will quickly contain the more disruptive 
aspects of overactivity. As the effect of lithium becomes appar- 
ent, the adjunctive therapies may be gradually discontinued. 

As the acute phase of the manic attack subsides, the dosage is 
decreased fairly rapidly, usually to around half the therapeutic 
level. For unknown reasons the remitting manic requires less 
lithium and in fact may tolerate it less well as he becomes nor- 
mothymic. The maintenance dosage must be individually ad- 


justed in accordance with symptoms and occurrence of side ef- 
fects. The question of how long to continue lithium after a 
manic attack has not been settled. Some authorities suggest it 
should be continued for as long as the manic episode would 
have lasted had it not been treated, usually | to 2 months. 

The lag in onset of lithium’s therapeutic action is due to the 
relatively slow rate at which it crosses cell boundaries. Two 
days or so before its therapeutic activity becomes clinically vis- 
ible, a dynamic equilibrium is established between plasma and 
tissue lithium. It is then that the serum lithium concentration 
starts to accurately reflect the tissue concentration. The desired 
blood level, measured in samples drawn approximately 12 
hours after the last dose, is 0.8 to 1.5 mEq/liter. It should be 
noted that blood samples may show significant differences if 
drawn before or after the 12-hour interval. To accurately com- 
pare the results of tests of a specific patient, the interval be- 
tween last dose and blood withdrawal should remain fairly 
stable. Also, blood samples drawn shortly after the patient 
takes a lithium dose still contain unabsorbed lithium and the re- 
sults will be falsely high. The patient should always be reminded 
to omit his last dose before a test. During the first two weeks of 
administration serum lithium should be determined once to 
three times weekly. If the level approaches 2.0 mEq/liter and 
toxic symptoms appear, lithium should be withdrawn temporar- 
ily or the dosage reduced. Blood levels are handy and useful 
guideposts but can never substitute for conscientious clinical 
observation, which should remain the primary means of gaug- 
ing lithium demand and patient tolerance. 

Lithium is almost totally excreted by the kidneys. The rate of 
renal clearance, which varies widely among individuals, is of 
major importance in lithium administration. It is related to age 
and is extremely dependent on the availability of sodium. Both 
sodium and lithium are reabsorbed in the proximal tubules. If 
sodium is unavailable, additional lithium is reabsorbed instead. 
Tissue levels of lithium may then rise to toxic levels. Therefore, 
drugs such as thiazides and similar diuretics that increase so- 
dium excretion by blocking proximal tubular reabsorption 
should not be used by patients receiving lithium. 


Prophylactic Maintenance Therapy 


Treatment is often continued beyond the supposed end of the 
current episode in order to prevent manic or depressive recur- 
rences. This practice has been termed "prophylactic main- 
tenance treatment." The daily dosage that will provide protec- 
tion with minimal side effects must be adjusted individually but 
usually is around 600-1200 mg. An adequate maintenance 
blood level lies between 0.7 to 1.2 mEg/liter. When a constant 
dose is established, the patient can be safely managed at that 
level indefinitely, presuming a steady state between ingestion 
and excretion. Certain variables, which generally involve any 
condition that will cause a loss of sodium or impair renal func- 
tion, may upset the steady state, e.g., exposure to extreme con- 
ditions of heat causing excessive sodium loss, vomiting, inter- 
current infections, and urinary tract infection or disease. 

When patients on prophylactic maintenance therapy experi- 
ence recurrences, usually in the form of mild hypomania or 
mild depression, temporary readjustment of lithium dosage or 
addition of other medications is required. Of the two courses 
open, the simplest and perhaps preferable route is to increase 
the lithium dosage, gradually returning it to the previously es- 
tablished baseline level when recovery appears durable. The al- 
ternative is to add a neuroleptic or an antidepressant, as the 
case requires. Some researchers believe that imipramine in- 
creases the incidence of mania and should be avoided in treating 


bipolar disease. However, this has not been conclusively estab- 
lished. 


OFFICIAL ACTIONS 


Prophylactic maintenance therapy is a demanding procedure 
for both physician and patient and requires a commitment from 
each to ensure success. It is essential to convey to the patier.t the 
necessity for strict adherence to dosage and maintenance of 
proper levels of lithium in the blood for continued well being. A 
significant relative may render invaluable assistance by prompt- 
ly reporting earlv sizns of relapse, looking for side effects and 
complications, and encouraging regular medication intake and 
blood testing. Lithium levels should be obtained regularly dur- 
ing the first year of therapy. Thereafter they should be obtained 
at intervals frequent enough to ensure that the medication is 
being taken as prescribed and no unusual or unexpected change 
has taken place. Some authorities insist that permanent month- 
ly monitoring is the only way to ensure adequate clinical control 
of patients on long-term therapy. They believe that less frequent 
determinations are useless in detecting impending intoxication 
and that patients being tested regularly are more likely to take 
the prescribed medicine faithfully. 

Periodically the physical status of the patient on long-term 
lithium therapy should be evaluated, with particular reference 
to thyroid function, cardiovascular status, and renal function. 
The thyroid should be palpated regularly and a test of thyroid 
function should be performed once or twice annually. If the 
patient 1s at risk for thyroid, cardiovascular, or renal disease or 
if special circumstznces arise, clinical and laboratory eval- 
uations should be more frequent. 


SIDE EFFECTS AND COMPLICATIONS 


Side Effects i 


Side effects are experienced by most lithium-treated patients. 
They are almost never severe and rarely necessitate cessation of 
therapy. Those occurring during the first two weeks are the 
most bothersome, but they generally disappear and rarely re- 
cur. They may recur, however, if the tissue concentration in- 
creases for any reason, such as abuse of the drug by the patient, 
unexpected sodium depletion due to excessive sweating or vom- 
iting, or intercurzent infections. Occasionally a side effect may 
persist, but patient acceptance of the drug is excellent and most 
do not complain. 

Early side effects include 1) gastrointestinal complaints in- 
cluding nausea, vomiting, loose stools, and abdominal pain; 2) 
neuromuscular symptoms such as fine tremor of the hands, fa- 
tigue, and muscular weakness; 3) central nervous system symp- 
toms such as sleepiness, light-headedness, and feelings of being 
dazed or restrained; and 4) renal symptoms, mainly polyuria, 
usually accompanied by thirst. 

Later side effects include edema and weight gain. Polycipsia 
and polyuria may occur early or late. Hand tremor often per- 
sists and may necessitate reduction of dosage in older persons. 
All side effects appear to be fully reversible with disccntin- 
uation of the drug. 

The occurrence af side effects 1s not necessarily related to 
dosage. However, intensity is dose-related. Side effects are basi- 
cally similar to those observed in lithium intoxication, and oc- 
casionally may be difficult to differentiate from toxic com- 
plications. The criteria for differentiation is that side effects, 
unlike toxic symptoms, are not disabling and do not progres- 
sively worsen, and serum levels are not in the toxic range. 


Lithium Intoxication 


Lithium intoxication is a dose-related phenomenon that oc- 
curs when more lithium is ingested than can be excreted. It nev- 
er occurs instantaneously, even when massive doses are in- 
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gested. Even after a suicidal dose, several hours elapse before 
signs of toxicity appear. In the usual clinical situation, signs of 
impending intoxication are visible for four to five days before 
the clinical picture becomes fully developed. At this point it can 
be interrupted by discontinuing the drug or reducing the dosage. 

The earliest signs are essentially magnified side effects—nau- 
sea, vomiting, diarrhea, lethargy and confusion, unsteady gait, 
and slurred speech. The patient’s fine hand tremor becomes 
gross and irregular and is markedly intensified by action. The 
central nervous system is the principal target of lithium in- 
toxication, and signs of CNS irritability become even more ap- 
parent as intoxication advances. There ts striking muscular irri- 
tability with twitching, fasciculation, and clonic contractions of 
various muscle groups. The EEG is abnormal, and there may be 
convulsive seizures. Confusion progresses to delirium, stupor, 
and finally coma. Serum electrolytes may be within normal lim- 
its or grossly abnormal, depending on the degree of fluid loss 
through vomiting, diarrhea, or polyuria. The serum lithium lev- 
el is 2.0-2.5 mEg/liter or greater. It should be noted that some 
patients may develop lithium intoxication at blood levels ordi- 
narily considered within safe limits. Conversely, some patients 
do not become toxic even though their lithium levels may lie 
within the toxic range. For this reason the necessity for ade- 
quate clinical observation of the lithium patient cannot be over- 
emphasized. 

There is no specific treatment for lithium intoxication. Treat- 
ment is largely supportive. The first and foremost consideration 
is eliminating the lithium ion from the body. Since half the body 
lithium 1s usually excreted within 24 hours, merely discontin- 
uing the drug may be the only action required. However, in 
some elderly patients or in patients of any age in whom renal 
function is imparied, the half-life of lithium may be longer than 
24 hours. A variety of measures to increase excretion have been 
recommended, but results are inconsistent or debatable. These 
include administration of aminophylline and osmotic diuresis 
using urea or mannitol. Hemodialysis may be helpful. Water 
loading, thiazide and mercurial diuretics, ethacrynic acid, fu- 
rosemide, and ammonium chloride do not increase lithium ex- 
cretion. 

Correction of fluid and electrolyte balance is of utmost im- 
portance. The assistance of an internist sophisticated in elec- 
trolyte physiology may be advisable, especially if the patient 
has become comatose. Other measures to be taken include close 
monitoring of vital signs, cardiac and pulmonary status, and 
lithium levels, and prevention of seizures and infection. 

Recovery takes place gradually over four to five days in un- 
complicated cases. In fatal cases the cause of death is usually 
pulmonary complications. 


Complications Not Related to Dosage 


Complications listed under this heading are unpredictable, 
infrequent, and occur at blood levels not usually associated with 
toxic phenomena. All appear fully reversible upon discontin- 
uation of the drug. 

Lithium routinely induces a mild, subclinical, transient hy- 
pothyroidism which is rapidly neutralized by a compensatory 
increase in thyroid stimulating hormone (TSH). Protein-bound 
iodine (PBI) and T. are reduced early but later return to nor- 
mal. I?'-uptake increases. In rare cases goiter and hypothy- 
roidism occur—mainly when there is a preexisting history of 
thyroid disease. The enlargement is diffuse and nontender, al- 
though nodules have been reported. Both size and function re- 
turn to normal when lithium is discontinued or when replace- 
ment therapy is administered concurrently. Thus far no cases 
have been recorded in which permanent thyroid dysfunction or 
malignancy developed. 
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Lithium may also induce polyuria and polydipsia. In some 
cases the volume of urine excretion advances to a diabetes-in- 
sipidus-like syndrome. However, this excessive urine excretion 
is of nephrogenic and not posterior pituitary origin and there- 
fore does not respond to vasopressin. This condition is fully re- 
versible and not accompanied by changes in other kidney func- 
tions. Creatinine and lithium clearance remain unaltered even 
in the presence of huge urine volumes, so that lithium dosage 
need not be altered. 

Neurotoxic manifestations not associated with other signs of 
lithium intoxication and unrelated to plasma lithium levels have 
been reported by a number of authors. They include toxic-con- 
fusional states, isolated convulsive seizures, and diffuse or focal 
EEG abnormalities. The acute brain syndromes usually occur 
during the second and third weeks of treatment and rapidly re- 
mit within a few days after either discontinuation of lithium or 
reduction of dosage. Statistical data are lacking, but it is sus- 
pected that patients with schizo-affective schizophrenia or a his- 
tory of organic brain disease may be especially susceptible to 
this complication. 

Reversible EKG changes may occur and are probably due to 
replacement of potassium by lithium within the myocardium 
rather than to a specific cardiotoxic effect of lithium itself. The 
most frequently observed EKG changes consist of T-wave flat- 
tening and inversion as well as widening of the QRS complex. 
These changes are similar to those associated with hypokalemia 
but are not changeable by potassium infusion. Pulse abnor- 
malities, some very serious, have been reported in patients re- 
ceiving lithium, but these also appear to be indirect effects of 
electrolyte alterations within the myocardium. 

Leukocytosis occurs regularly during lithium therapy, usual- 
ly in the range of 14,006-16,000/mm? but possibly higher. Be- 
ginning during the first week of administration and peaking at 
two weeks, leukocytosis may persist throughout treatment but 
quickly disappears within a week after the patient discontinues 
taking the drug. It stems from a rise in neutrophils and involves 
mature granulocytes. In fact, lithium-induced leukocytosis can 
be differentiated from that caused by infection by the absence of 
a left shift with appearance of juvenile forms. There is no evi- 
dence at this time that it is other than an innocuous effect, but 
there are obvious implications deserving further study. 

The effect of lithium on carbohydrate metabolism has been 
studied extensively but no unassailable conclusions have been 
reached. Studies have demonstrated both decreased and in- 
creased glucose tolerance. The evidence is not sufficiently im- 
pressive to contraindicate its use in diabetic patients. Obviously, 
more than usual attention to the carbohydrate and electrolyte 
status is warranted in these patients in view of this reported 
metabolic dysfunction. 

Cutaneous eruptions of the papular or maculopapular type 
may occur during the first three weeks of treatment. They may 
subside even though the patient continues lithium and may not 


. recur if lithium is discontinued and then reinstituted. 


TERATOGENICITY 


Lithium crosses the placental barrier in animals and has been 
reported to interfere with fertility, gestation, and fetal devel- 
opment in several nonhuman organisms. To date there has been 
no indication of a significant degree of birth defects in lithium 
babies; in fact, the incidence is below that of the general popu- 
lation. This task force recommends that lithium not be adminis- 
tered during the first trimester of pregnancy unless the need out- 
weighs the risk. Since lithium appears in breast milk, mothers 
taking lithium should be cautioned against breast-feeding. 


UNRESOLVED ISSUES 
Treatment and Prophylaxis of Affective Disorders 


The two most important unresolved issues are 1) the value of 
lithium in treating recurrent depressions and 2) its prophylactic 
capacity in unipolar and bipolar disease. The unpredictability of 
the course of manic-depressive illness during a lifetime makes it 
impossible to ever establish unequivocally that lithium or any 
other drug permanently abolishes recurrences. At the present 
time, there is substantial evidence that lithium is prophylactic in 
bipolar disease; it may also be prophylactic in unipolar disease, 
but additional data are necessary. Furthermore, there are data 
showing that tricyclic antidepressants may also be capable of 
preventing recurrences of depression. If this is proved, it will 
then remain to be ascertained whether lithium, tricyclic antide- 
pressants, or a combination of both is best for this purpose. 


Experimental Indications 


Numerous isolated reports have described beneficial effects 
from lithium in a variety of other psychiatric disorders. Most of 
these reports have lacked diagnostic specificity and/or the nec- 
essary double-blind data for confirmation. A case in point is the 
use of lithium in schizo-affective psychoses. The data are in- 
conclusive mainly because questions of diagnostic criteria 
plague this field of research, as they do in the case of unipolar 
depressions. Some investigators report improvement in the af- 
fective component and none in the schizophrenic component; 
some find improvement in both; still others find no improve- 
ment in either sphere. The studies that demonstrate positive re- 
sults agree that lithium is less effective than chlorpromazine in 
managing highly active schizo-affective patients and offers little 
advantage in treating mildly active patients. That lithium may 
possibly act on the thinking process as well as affect is in- 
triguing and of considerable research interest. 

Lithium has been reported to yield promising results in vari- 
ous disorders characterized by a combination of periodicity and 
mood disturbance. Various investigators have found it to be ef- 
fective in the treatment of premenstrual tension, in the treat- 
ment of alcoholism, in controlling violence and aggression in 
explosive personalities, and in reducing rapid mood swings and 
overall erratic behavior in emotionally unstable character dis- 
orders (EUCD). These are preliminary findings and will require 
further study. 


Mode of Action 


The mechanism of action of lithium is unknown. There is evi- 
dence that it affects electrolyte metabolism, neuronal ex- 
citability, catecholamine release, and adrenocortical activity. 
Investigation of the action of lithium is intricately interrelated 
with the biochemical studies of affective disorders now so great- 
ly preoccupying psychiatric researchers. If the mode of action 
of lithium can be elicited, discovery of a biological cause of af- 
fective illness cannot be far behind, 


Drug Interactions 


Diuretics that operate by promoting sodium excretion are 
generally contraindicated in patients receiving lithium. As de- 
scribed earlier in this report, the salt-wasting effect of these di- 
uretics has a secondary effect of raising tissue lithium concen- 
trations to potentially lethal heights. 

Irreversible central nervous system damage in patients re- 
ceiving combinations of lithium carbonate and haloperidol has 
recently been reported. The authors point out that the com- 
bination has been administered to hundreds of patients 
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throughout the world without similar incident and suggest their 
cases may represent a series of unusual reactions that were the 
result of an interplay of multiple factors. None of the task ferce 
members who have used this drug combination extensively have 
encountered this complication. However, until the problem has 
been more fully studied it may be wise to avoid using very Ligh 
doses of these otherwise effective agents simultaneously, par- 
ticularly if there are any indications of either schizophrenia or 
preexisting organic central nervous system disease. Although it 
is premature to draw any inferences regarding all neuroleptics 
from this single report, should a patient receiving both lithium 
and an antipsychctic drug begin to show confusion, stupor, or 
dyskinesia, both drugs should be discontinued and the patient 
reassessed from a neurological perspective. 


Other 


In everyday practice the clinician using lithium therapy is 
confronted with fundamental questions that simply canno: be 
answered unequivocally at this time. How long do you continue 
therapy of individual episodes? At what level of severity and/or 
frequency of recurrences is prophylactic therapy indicated? Is 
one justified in advising years of prophylactic therapy after two 
or three episodes? How long should prophylactic therapy be 
continued? Why do some patients fail to respond to lithium? 
Does a family history of manic-depressive illness improve prog- 
nosis with lithium therapy, as some researchers believe? Does 
the use of imipramine in treating bipolar depression really in- 
crease the incidence cf mania? 

An enormous quantity of data has been collected since lith- 
ium therapy was first reported in 1949. Nevertheless, the list of 
still unanswered questions seems endless. Only continued basic 
and clinical researck. can resolve the dilemmas that remain 
about this significant but often perplexing addition ta psychiat- 
fic treatment. 
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ficiency appear to be particularly prone to this reaction and should b 
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[] SAVE MONEY: If you include payment (plus sales tax where 
E applicable) we pay postage and handling charges. Same return 

privilege, full refund guarantee. (We normally ship within 10 days 

If payment accompanies order and shipment cannot be made 

within 90 days, payment will be refunded.) 

[] Bill me. [] Bill company. [] Check enclosed. 

[] 1. Warburton, 1-91991-8 [] 3. Moos, 1-61504-8 

BO 2 Hammond-Joyce, 1-34728-0 [3 4. Carlson, 1-13494-5 











Cio. ret. 
Address 
i | a | fT 


*A forthcoming book. Do not send payment. We will bill you later 
Prices subject to change without notice 


In Canada: 22 Worcester Road, Rexdale. Ontario 092 A 5205-WI 
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The familiar refrain of depression: 


morning fatigue... sadness... 
anorexia... insomnia 


Now, Merrell offers Norpramin (desipramine hydrochloride tablets N.F.) 
to effectively relieve these common manifestations 


of depression. 


Norpramin also provides additional benefits in treatment 


of your patients. 


O effectively relieves physical, 
osychological and emotional 


symptoms of depression 


C] minimal daytime sedation — 
important for patients who must be 
alert to perform daytime activities 


[ side effects rarely require 


discontinuation of therapy 


[ increases interpersonal 


responsiveness 


psychotherapy 


O relief that may begin in 2 to 5 
days — but full therapeutic effect is 


seldom seen before 2 weeks 


Prescribe Norpramin to change the familiar refrain of 


depression in your practice. 


Norpramin® 
(desipramine hydrochloride tablets N.F.) 


Brief Summary 

Indications: Norpramin (desipramine hydrochloride 
tablets N.F.) is indicated for the relief of depressive 
symptoms. Endogenous depressions are more likely 
to be alleviated than others. 

Contraindications: Desipramine hydrochloride should 
not be given within two weeks of treatment with a 
monoamine oxidase inhibitor. Contraindications in- 
clude the acute recovery period following myocardial 
infarction and hypersensitivity to the drug. Cross sen- 
sitivity with other dibenzazepines is a possibility. 
Warnings: 1. Extreme caution should be used in pa- 
tients: (a) with cardiovascular disease. (b) with a his- 
tory of urinary retention or glaucoma. (c) with thyroid 
disease or those on thyroid medication. (d) witha 
history of seizure disorder. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use in Pregnancy: 
Safe use during pregnancy and lactation has not been 
established. 4. Use in Children: Norpramin is not 
recommended for use in children. 5. This drug may 
impair the mental and/or physical abilities required 
for the performance of potentially hazardous tasks 
such as driving a car or operating machinery. There- 
fore, the patient should be cautioned accordingly. 
Precautions: This drug should be dispensed in the 
least possible quantities to depressed outpatients, 
since suicide has been accomplished with drugs of 
this class. If possible, dispense in child-resistant 
containers. It should be kept out of reach of children. 
Reduce dosage, or alter treatment, if serious adverse 
effects occur. Norpramin therapy in patients with 
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manic-depressive illness may induce a hypomanic 
state after the depressive phase terminates and may 
cause exacerbation of psychosis in schizophrenic 
patients. Use cautiously with anticholinergic or sym- 
pathomimetic drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent administration 
of ECT and antidepressant drugs one should consider 
the possibility of increased risk relative to benefits. 
Discontinue as soon as possible prior to elective 
surgery because of possible cardiovascular effects. 
Hypertensive episodes, have been observed during 
surgery in patients on desipramine hydrochloride. 
Leukocyte and differential counts should be per- 
formed in any patient who develops fever and sore 
throat during therapy: the drug should be discon- 
tinued if there is neutropenia 

Adverse Reactions: Cardiovascular: hypotension, 
hypertension, tachycardia, palpitation, arrhythmias, 
heart block, myocardial infarction, stroke. Psychiatric: 
confusional states (especially in the elderly), hallu- 
cinations, disorientation, delusions; anxiety, restless- 
ness, agitation; insomnia and nightmares; hypomania; 
exacerbation of psychosis. Neurological: numbness, 
tingling, paresthesias of extremities; incoordination, 
ataxia, tremors; peripheral neuropathy; extrapyramidal 
symptoms; seizures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and rarely associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, paralytic 
ileus; urinary retention, delayed micturition, hypotonic 
bladder. Allergic. skin rash, petechiae, urticaria, itch- 
ing, photosensitization, edema (of face and tongue 
or general), drug fever, cross sensitivity with other 
tricyclic drugs. Hematologic: bone marrow depres- 
sions including agranulocytosis, eosinophilia, pur- 


O can help facilitate 


pura, thrombocytopenia. Gastrointestinal: anorexia, 
nausea and vomiting, epigastric distress, peculiar 
taste, abdominal cramps, diarrhea, stomatitis, black 
tongue. Endocrine: gynecomastia, breast enlargemen 
and galactorrhea in the female; increased or decreaset 
libido, impotence, testicular swelling; elevation or 
depression of blood sugar levels. Other: jaundice 
(simulating obstructive), altered liver function; weigh 
gain or loss, perspiration, flushing; urinary frequency 
nocturia; parotid swelling; drowsiness, dizziness, 
weakness and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative of addiction 
abrupt cessation after prolonged therapy may pro- 
duce nausea, headache and malaise. 

Dosage and Administration: The usual adu/t dose: 
50 mg. three times daily; increase if necessary after 
7 to 10 days to maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recommended. Main- 
tenance: At a lower dose adequate to maintain remis 
sion. Adolescent and geriatric patient dose: 25 to 

50 mg. daily; increase to 100 mg. daily if necessary. 
Overdosage: There is no specific antidote for desip- 
ramine, nor are there specific phenomena of diagnos 
tic value characterizing poisoning by the drug. The 
principles of management of coma and shock by 
means of the mechanical respirator, cardiac pace- 
maker, monitoring of central venous pressure and 
regulation of fluid and acid-base balance are well 
known in most medical centers. If heart failure is 
imminent, digitalize promptly. 


MERRELL-NATIONAL LABORATORIES 
Division of Richardson-Merrell Inc. 


Cincinnati, Ohio 45215 5.8008 (7156) 


(desipramine 
hydrochloride) 


lightens and brightens 


the days of your 
depressed patients 


Merrell 








Some variables 
affecting the usual 
dosage of 


Valium (diazepam) 


In most cases, the daily dosage of Valium you prescribe — 

2 mg to 10 mg, 2 to 4 times daily — depends primarily upon 
the severity of your patient’s symptoms. However, at times 
other factors may also enter the prescribing picture. The 
following information should be useful when you want to 
individualize dosage to meet a patient’s particular needs. 





Valium (diazepam) Dosage 
Variable Considerations 














The patient is elderly or 
suffers from a debilitating 
disease 


In geriatric patients or in the presence of 
debilitating disease, dosage of Valium should 
begin with the lowest effective amount—2 or 
25 mg, 1 or 2 times daily—and should be 

increased gradually as needed and tolerated. 






The patient is taking certain 
primary medications 












Valium, at normal dosage levels, is used with 
most classes of primary medications, such as 
cardiac glycosides, diuretics, vasodilators, 
anticoagulants and anticholinergics. However, 
give care to the pharmacology of the medi- 
cations to be administered concomitantly. 






The patient is taking other 
CNS depressants 










Some CNS-acting drugs may have a poten- 
tiating effect on Valium. If drugs such as 
phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants must be 
given concomitantly, consider the pharmacol- 
ogy of agents to be combined. Lower initial 
dosages of Valium may be appropriate. 


The patient reports that the If he is otherwise benefiting from Valium 
initial dosage regimen causes therapy, it may be helpful either to decrease 
drowsiness dosage slightly—or to rearrange the schedule 


so that higher doses are given before bedtime. 






Ali uma (diazepam) 


l  2mg,5-mg, 0-mg scored table 


Before prescribing, please see summary of product information on following page. 
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Valium 


(diazepam) 


2-mg, 5-mg, 10-mg scored tablets 


can relieve psychoneurotic anxiety 
and its associated depressive symptoms 


Prompt, effective action. Valium works 
rapidly to relieve pronounced psychic tension 

in patients overreacting to stress and in psycho- 
neurotic patients. 


Wide margin of safety. Valium is 
generally well tolerated and in usual dosages 
rarely produces significant adverse reactions. 


Dosage flexibility. Scored Valium 2-,5 -, 
10-mg tablets give you dosage flexibility no 
tranquilizer capsule can match. 


Before prescribing, please consult complete 
product information, a summary of which follows: 
Indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional fac- 
tors; psychoneurotic states manifested by tension, anxi- 
ety, apprehension, fatigue, depressive symptoms or 
agitation; symptomatic relief of acute agitation, tremor, 
delirium tremens and hallucinosis due to acute alcohol 
withdrawal; adjunctively in skeletal muscle spasm due 
to reflex spasm to local pathology; spasticity caused by 
upper motor neuron disorders; athetosis; stiff-man syn- 
drome; convulsive disorders (not for sole therapy). 
Contraindicated: Known hypersensitivity to che 
drug. Children under 6 months of age. Acute narrow 
angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate therapy. 
Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations requiring com- 
plete mental alertness. When used adjunctively in con- 


vulsive disorders, possibility of increase in frequency and/ 


or severity of grand mal seizures may require increased 
dosage of standard anticonvulsant medication; abrupt 
withdrawal may be associated with temporary increase 
in frequency and/or severity of seizures. Advise against 
simultaneous ingestion of alcohol and other CNS de- 
pressants. Withdrawal symptoms (similar to those with 
barbiturates and alcohol) have occurred following 
abrupt discontinuance (convulsions, tremor, abdominal 
and muscle cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful surveillance 
because of their predisposition to habituation and de- 
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dence. In pregnancy, lactation or women of childbear- 


ing age, weigh potential benefit against possible hazard. 

Precautions: If combined with other psycho- 
tropics or anticonvulsants, consider carefully pharma- 
cology of agents employed; drugs suchas phenothiazines, 
narcotics, barbiturates, MAO inhibitors and other anti- 
depressants may potentiate its action. Usual precautions 
indicated in patients severely depressed, or with latent 
depression, or with suicidal tendencies. Observe usual 
precautions in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly and debil- 
itated to preclude ataxia or oversedation. 

Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, depres- 
sion, dysarthria, jaundice, skin rash, ataxia, constipation, 
headache, incontinence, changes in salivation, slurred 
speech, tremor, vertigo, urinary retention, blurred 
vision. Paradoxical reactions such as acute hyperexcited 
states, anxiety, hallucinations, increased muscle spas- 
ticity, insomnia, rage, sleep disturbances, stimulation 
have been reported; should these occur, discontinue 
drug. Isolated reports of neutropenia, jaundice; periodic 
blood counts and liver function tests advisable during 
long-term therapy. 

Dosage: Individualize for maximum beneficial 
effect. Adults: Tension, anxiety and psychoneurotic 
states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. 
or q.i.d. in first 24 hours, then 5 mg t.i.d. or q.1.d. as 
needed; adjunctively in skeletal muscle spasm, 2 to 10 
mg t.i.d. or q.i.d.; adjunctively in convulsive disorders, 2 
to 10 mg b.i.d. toq.i.d. Geriatric or debilitated patients: 
2 to 2? mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) Children: 1 to 
2⁄2 mg t.i.d. or q.i.d. initially, increasing as needed and 
tolerated (not for use under 6 months). 

Supplied: Valium? (diazepam) Tablets, 2 mg, 

5 mg and 10 mg-— bottles of 100 and 500; Tel-E-Dose" 
packages of 100, available in trays of 4 reverse-num- 
bered boxes of 25, and in boxes containing 10 strips of 
10; Prescription Paks of 50, available singly and in 
trays of 10. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore's Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed. 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children ..... A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psvchiatric Services for Children 


Please send me copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 





Send coupon to: 








Publications Services Division ht BEE EP ARG NOME 
American Psychiatric Association Name 
1700 18th St., N.W., 
Washington, D.C. 20009 Address — 
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TABLETS: 0.5 mg, 1 mg, 2 mg INJECTION: 1.0 mg/ml 


COGENTIN 


(BENZTROPINE MESYLATE| MSD) 


highly effective against 
phenothiazine-induced 
extrapyramidal symptoms 


» often permits needed chemotherapy to continue by controlling 
drug-induced extrapyramidal manifestations such as: 

tremor, akathisia, motor restlessness, muscular rigidity, drooling, 
dystonic reactions. (However, certain extrapyramidal disorders, 
such as tardive dyskinesia, usually do not respond to therapy 

with COGENTIN.) 

In some patients, however, the phenothiazine dosage may have 

to be reduced or discontinued. After one or two weeks, 

COGENTIN should be withdrawn to determine the continued 

need for it. 





Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
-Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
weakness and inability to move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptoms. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating. If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 
impaired. Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or pean or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but occa- 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin patients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
poor candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. When benztropine mesylate is used with levodopa the usual dose of 
each may need to be reduced. Certain extrapyramidal disorders that develop slowly, such 
as tardive dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 
containing 1.0 mg benztropine mesylate and 9.0 sodium chloride per ml, in 


2-ml ampuls. 

For more detailed information, consult your MSD representative or see full ERCK 
prescribing information. Merck Sharp & Dohme, Division of Merck & Co., INC., HAR 
West Point, Pa. 19486 HM 





Facts about dosage 
schedules of 

COGENTIN 

(Benztropine Mesylate| MSD) 
in treating drug-induced 
extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 
parenterally. Dosage must be 
individualized according to the need 
of the patient. Some patients require 
more than recommended; others do 
not need as much. The tablet form 
should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are 
likely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Certain extrapyramidal disorders 
that develop slowly, such as tardive 
dyskinesia, usually do not respond 
to COGENTIN. 


For more detailed information, 
see full prescribing information. 





Inthe treatment 
of middle-age depression, 
there may be one thing to add.. 


Although the causes of depression in middle-aged 
women are varied, estrogen depletion is believed 
by many to be a significant contributing factor in 
depressions arising in the menopausal years." 

In the absence of a history of overt psychosis, 
estrogen replacement therapy alone, or in conjunc- 
tion with antidepressants and counseling, may 
provide physiological and, in turn, psychological 
effect to enhance the total therapy.’ Estrogen 
replacement has been noted to relieve the symp- 
toms of estrogen-related depression in a relatively 
EE short time? When used with antidepressants, 
> 4 ™ estrogens may help bring about a generalized 
emotional improvement in patients, while waiting for initial response to slower acting 
antidepressants. 

In many estrogen deficient patients, PREMARIN* (Conjugated Estrogens Tablets, 
U.S.P) imparts a renewed sense of well-being. It helps alleviate depressive symptoms 
related to menopausal estrogen deficiency, while helping to identify those that arent. 

Crying spells, insomnia, fatigue, headache, feelings of weakness and other such 
symptoms may be relieved by estrogen replacements? At the same time, the classic 
autonomic and metabolic symptoms of the climacteric may be controlled? 





"CONTAINS 
NATURAL ESTROGENS 


PREMARIN ss 


(CONJUGATED ESTROGENS 
TABLETS, USP) 


for estrogen-related 
depression 


See last page of advertisement for prescribing information. 








PREMARIN 


BRAND OF 


CONJUGATED 


ESTROGENS 
TABLETS, USP 


or 
estrogen-related 
depression 





contains 
natural estrogens 
exclusively 
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BRIEF SUMMARY (For full prescribing information, see package circular.) 
PREMARIN® (CONJUGATED ESTROGENS TABLETS, U.S.P.) 








Indications: Based on a review of PREMARIN Tablets by the National Academy of Science: Nationa! Research 
Council and/or other information, FDA has classified the indications for use as follows 

Effective: As replacement therapy for naturally occurring or surgically induced estrogen deficiency states asso- 
crated with: the climacteric, including the menopausal syndrome and post menopause. senile vaginitis and krauro- 
sis vulvoe, with or without pruritus 

"Probably'' effective: For estrogen deficiency-induced osteoporosis, and only when used in conjunction with 
other important therapeutic measures such os diet, calcium, physiotherapy, and good general health-promoting 
measures Final classification of this indication requires further investiaation 








Contraindications: Short acting estrogens are contraindicated in patients with (1) markedly impaired liver function 
(2) known or suspected carcinoma of the breast, except those cases of progressing disease not amenable to surgery or 
irradiation occurring in women who are at least 5 years postmenopausal. (3) known or suspected estrogen dependent 
neoplasia, such as carcinoma of the endometrium, (4) thromboembolic disorders, thrombophlebitis, cerebral embolism 
or in patients with a past history of these conditions. (5) undiagnosed abnormal genital bleeding 
Warnings: Estrogen therapy should not be given to women with recurrent chronic mastitis or abnormal mammograms 
except, if in the opinion of the physician, it ıs warranted despite the possibility of aggravation of the mastitis or stim- 
ulation of undiagnosed estrogen-dependent neoplasia 

The physician should be alert to the earliest manifestations of thrombotic disorders (thrombophlebitis, retinal 
thrombosis, cerebral embolism and pulmonary embolism). If these occur or are suspected, estrogen therapy should 
be discontinued immediately, 

Estrogens may be excreted in the mother s milk and an estrogenic effect upon the infant has been described. The 
long range effect on the nursing infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 percent of breast cancer patients with metastases, and this usually 
indicates progression of bone metastases. This occurrence depends neither on dose nor on immobilization. In the 
presence of progression of the cancer or hypercalcemia, estrogen administration should be stopped 

A statistically significant association has been reported between maternal ingestion of diethylstilbestrol during 
pregnancy and the occurrence of vaginal carcinoma in the offspring. This occurred with the use of diethylstilbestrol 
for the treatment of threatened abortion or high risk pregnancies. Whether or not such an association is applicable 
to all estrogens is not known at this time. In view of this finding, however, the use of any estrogen in pregnancy is 
not recommended 

Failure to control abnormal uterine bleeding or unexpected recurrence is an indication for curettage 
Precautions: As with all short acting estrogens, the following precautions should be observed 

A complete pretreatment physical examination should be performed with special reference to pelvic and breast 
examinations 

To avoid prolonged stimulation of the endometrium ond breasts in climacteric or hypogonadal women, estrogens 
should be administered cyclically (3 week regimen with 1 week rest period — withdrawal bleeding may occur during 
rest period) 

Because of individual variation in endogenous estrogen production, relative overdosage may occur which could 
couse undesirable effects such as abnormal or excessive uterine bleeding, mastodynia and edema 

Because of salt and water retention associated with estrogenic anabolic activity, estrogens should be used with cau- 
tion in patients with epilepsy, migraine, asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding should occur, reexamination should be made for organic pathology. 

Pre-existing uterine fibromyomata may increase in size while using estrogens. therefore, patients should be examined 
at regular intervals while receiving estrogenic therapy 

The pathologist should be advised of estrogen therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, estrogens should be used judiciously in young patients in whom bone 
growth is incomplete 

Prolonged high dosages of estrogens will inhibit anterior pituitary functions. This should be borne in mind when 
treating patients in whom fertility 1s desired 

The age of the patient constitutes no absolute limiting factor, although treatment with estrogens may mask the 
onset of the climacter i 

Certain liver and endocrine function tests may be affected by exogenous estrogen administration. If test results, 
are abnormal in a patient taking estrogen, they should be repeated after estrogen has been withdrawn for one cycle 
Adverse Reactions: The following adverse reactions have been reported associated with short acting estrogen 
administration 


nausea, vomiting, anorexia possible diminution of lactation when given 
gastrointestinal symptoms such as abdominal immediately postpartum 
cramps and bloating loss of libido and gynecomastia in males 
breakthrough bleeding. spotting, unusually heavy edema 
withdrawal bleeding (See DOSAGE AND aggravation of migraine headaches 
ADMINISTRATION] change in body weight (increase, decreose) 
breast tenderness and enlargement headoche 
reactivation of endometriosis allergic rash 


hepatic cutaneous porphyria becoming monifest 


Dosage and Administration: PREMARIN should be administered cyclically (3 weeks of daily estrogen and ! week 
off) for all indications except selected cases of carcinoma and prevention of postpartum breast engorgement 

Menopausal! Syndrome — 1.25 mg. daily, cyclically. Adjust dosage upward or downward according to severity of 
symptoms and response of the patient. For maintenance, adjust dosage to lowest level that will provide effective control. 

If the patient has not menstruated within the lost two months or more, cyclic administration is started arbitrarily. 
If the patient is menstruating, cyclic administration is started on day 5 of bleeding. If breakthrough bleeding (bleed- 
ing or spotting during estrogen therapy) occurs, increase estrogen dosage as needed to stop bleeding. In the following 
cycle, employ the dosage level used to stop breakthrough bleeding in the previous cycle. In subsequent cycles, the 
estrogen dosage 1s gradually reduced to the lowest level which will maintain the patient symptom-free 

Post menopause — as a protective measure against estrogen deficiency-induced degenerative changes (e.g osteo- 
porosis, atrophic vaginitis, kraurosis vulvoe) — 0.3 mg. to 1.25 mg. daily and cyclically. Adjust dosage to lowest effec- 
tive level 

Osteoporosis (to retard progression) — usual dosage !.25 mg. daily and cyclically. 

Senile Vaginitis, Kraurosis Vulvae with or without Pruritus — 0.3 mg. to 1.25 mg. or more daily, depending upon 
the tissue response of the individual patient. Administer cyclically 
How Supplied: PREMARIN (Conjugated Estrogens Tablets, U.S.P.) No. 865 — Each purple tablet contains 2.5 mg., in 
bottles of 100 and 1,000. No. 866— Each yellow tablet contains 1.25 mg., in bottles of 100 and 1,000. Also in unit dose 
package of 100. No. 867 — Each red tablet contains 0.625 mg., in bottles of 100 and 1,000. No. 868 — Each green 
tablet contains 0.3 mq.. in bottles of 100 and 1.000 
References: |. Koufman, S.A.: Obstet. Gynecol. 30:399 (Sept.) 1967. 2. McEwen, D.C.: Can. Nurse 63:34 (Feb.) 1967. 
3. Kaufman, S.A., in Olds, S.: Today's Health 48:48 (May) 1970. 4. Klaiber, E.L., et al.: Am. J. Psychiatry 128:1492 
(June) 1972. 5. Rhoades, F.P.: Mich. Med. 64:410 (June) 1965. 6. Rhoades, FP.: J. Am. Geriatr. Soc. 15:346 (Apr.) 1967. 
7. Kerr, M.D.: Mod. Treat. 5:587 (May) 1968. 8. Tramont, C.B.: Geriatrics 21:212 (Nov) 1966. 9. Kupperman, H.S. 
Med. Aspects Hum. Sexuality 1:64 (Sept.) 1967. 10. Astwood, E.B.. in 
Goodman, L.S., and Gilman, A. (Eds.): The Pharmacological Basis of 
Therapeutics, ed. 4, New York, The Macmillan Compony, 1970, chap 


69, p. 1538 ff 
AYERST LABORATORIES 
7406 New York, N.Y. 10017 


Just released 


A Survey of 


Academic Resources 


in Psychiatric Residency Training 


Author: Lee Gurel, Ph.D. 


This survey provides information and analyzes various characteristics of psychiatric 


residency training programs: training institutions, faculty and trainees. 


117 Pages 


single copy $3.25 


Please send me 


O Bill Me 
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The United Way is reaching out. It goes into 

every neighborhood. To every age group. Across 

every income level. 

To help. In a thousand ways. Thanks to you 

A neighbor. A relative. Maybe someone down the it works 
street who's out of work. Or sick. Or in trouble. di 


Chances are the United Way helps someone you know. FOR ALL OF US 


Maybe someday it'll be helping you. 
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Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 





This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


I "Fio Of 
general hospital psychiatry — 
and private psychiatric hospitals 





with a foreword by ZIGMOND LEBENSOWN 


Please send me |... copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 


Send coupon to: [] bill me [] remittance enclosed 
Publications Service Division 
American Psychiatric Association 





Name 
1700 18th St. N.W., Washington, 
D.C. 20009 
Address 
^ ——— HÉBRNMS-: olo en if 


975AJP 


Confirmed in psychiatric patients: 
the effectiveness of 


Dalmane for insomnia 
(flurazepam HCl) 


In a double-blind study "^ among 49 


psychiatric patients with insomnia... 


The effectiveness of Dalmane (flurazepam HCl) was 
measured against matching placebo in an 8-night standard 
clinical hospital study? One baseline night without medi- 
cation was followed by 7 treatment nights. Patients were 
randomly assigned to either Dalmane 30 mg or placebo for 
the treatment period; 26 received Dalmane, 23 placebo. 


Dalmane (flurazepam HCl) proved 
superior to placebo in inducing and 
maintaining sleep, reducing number 


of nighttime awakenings” 


On average, compared to baseline values, 
Dalmane 30 mg A.s. reduced sleep induction 
time by 27%, while placebo was ineffective. 
Sleep duration increased 11.5% with Dalmane, 
only 496 with placebo, on average. Number of 
nighttime awakenings decreased more 
among Dalmane patients. 
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Objectively, according to 


monitors who observed patients 


at regular intervals... 

Using the most objective form of obser- 
vation found outside the sleep research 
laboratory, monitors obtained the data 
(see chart) by completing bed-check 
reports every 15 minutes during the first 
hour after drug administration; every 
30 minutes thereafter.'? 


And subjectively, by the 


patients’ own estimates... 


The consensus of patients’ daily pre- 
and postsleep questionnaires was that 
Dalmane, measured against baseline, 
induced sleep 21 minutes sooner, extended 
sleep by 1.4 hours, reduced number of 
nighttime awakenings?” 


SUMMARY OF OBJECTIVE RESULTS!” 


in a study involving 49 psychiatric patients (% average improvement over baseline) 


SLEEP INDUCTION TIME 
27% 





-Dalmane (flurazepam HCI!) 
is generally well tolerated, 
seldom causes morning 


“hang-over” 


Dalmane is relatively safe. No physical 
or psychological dependence has been 
reported; observe usual precautions when 
prescribing for depressed patients or 
those who may increase dosage on their 
own. Initiating dosage with 15 mg in 
the elderly and debilitated is recommended 
to help preclude oversedation, dizziness 
or ataxia. Before prescribing, weigh poten- 
tial benefits against possible risks. 


Please see following page for a summary of product information. 


SLEEP DURATION TIME 


Dalmane 
E] (flurazepam HCI) 
30 mg 


[ | Placebo 











baseline 

values 

One 30-mg capsule h.s. — usual adult dosage 

(15 mg may suffice in some patients). 

One 15-mg capsule h.s.— initial dosage for 

elderly or debilitated patients. 

when medication is 

indicated for insomnia 

o Reduces sleep induction time 

3 Reduces nighttime awakenings 

0 Prolongs total sleep time with a 
single h.s. dose 
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flurazepam HO 





o Reduces sleep induction time 

o Reduces nighttime 
awakenings 

o Prolongs total sleep time 
with a single h.s. dose 


Before prescribing Dalmane (flurazepam 
HCl), please consult complete product 
information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or earlv 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 
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^ Effect iveness 


. confirmed in 


. psychiatric patients 
== with insomnia 


Dalmane when medication is 


indicated for insomnia 


Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 
on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 


slurred speech, confusion, restlessness, 


hallucinations, and elevated SGOT, SGPT, 


total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g 


excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 


Dosage: Individualize for maximum beneficial 


effect. Adults: 30 mg usual dosage; 15 mg 


may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCl. 


REFERENCES: 
1. Jacobson A, et al: Psychophysiology 
7:345, Sep 1970 


2. Data on file, Medical Department, 
Hoffmann-La Roche Inc., Nutley NJ 


ROCHE LABORATORIES 
Division of Hoffmann-LaRoche Inc. 
Nutley, New Jersey 07110 


The Department of Psychiatry 


Psychiatrist on 


University of Pennsylvania 





announces 
Muhlenberg Hospital, Plainfield, N.J., a the commencement of a new 
500 bed community teaching hospital ; 
fully accredited by JCAH, affiliated with four year residency program 
the College of Medicine and Dentistry of in General Psychiatry 
New Jersey-Rutgers Medical School, atthe 
seeking certified or board eligible ; à; 
Psychiatrist to develop and coordinate West Philadelphia Community 
new psychiatric program. Full time staff Mental Health Consortium 
position with opportunity for limited and tha 


private practice on premises. Excellent 
benefit program. Suburban central N.J. 
location with easy access to N.Y.C. and 
Jersey shore. Details of this new program are available 
through the office of: 
S. Sutton Hamilton, M.D. 


Philadelphia General Hospital 





C MEE so sclany requirements t Director of Psychiatry Residency Training 
Edward J. Dailey, Jr., Director Hospital of the University of Pennsylvania 
n MUHLENBERG 3400 Spruce Street 
HOSPITAL 918 Gates Pavilion 
Philadelphia, Pa. 19104 


Park Avenue 
Plainfield, N.J. 07061 





the Physicians 
Beaumont ind 


Yd Teo] Psychiatrists 


Liberty, NY. The Department of Social and Health 
Services of the State of Washington has 
immediate and continuing need for 
qualified Physicians and Psychiatrists. 


A residential program for the child with learning Openings currently exist at both Eastern 
disabilities, adjustment or perceptual problems. : 

Ungraded remedial & developmental program. State Hospital, near Spokane and 
Western State Hospital, near Tacoma. 


camp program is offered which also includes Salaries up to $36,757 depending on 


During the summer months a full residential 


children not at the Beaumont School. 


qualifications and level of appointment. 


_.. Limited Enrollment . . . Small Classes 


For enrollment contact: Dr. G. Burday 
Beaumont School, Dept. 4, Liberty, N.Y. 12754 P | ease contact: 


Telephone: (914) 292-6430 William R. Wright 
Tuition reinbursement assistance for s Department of Personnel 
parents under N.Y. State, Conn., and i à a 600 South Franklin 
New Jersey Education Acts. Olympia, Wa 98504 
Or call collect 


(206)753-5393 
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May be the start ofa _ 
ife for the epileptic 


better 1 


About nine out of ten epileptics suffer their first 

seizure in childhood.’ Certain physical and psychic 

postseizure evidence—a badly bitten tongue, bro- 
ken or dropped objects, amnesia, exhaustion — may 

suggest grand mal. Once the diagnosis of epilepsy 

has been established, MYSOLINE (primidone) may 

mean the start of a seizure-free life. 





Early therapy for control of grand 
mal, focal and psychomotor epilepsy. 
Used alone or as concomitant therapy, MYSOLINE 
may reduce the frequency and severity of major 






motor seizures —or even eliminate them. Based on 
years of clinical success, MYSOLINE has earned 
the reputation of being an excellent drug for con- 
trol of grand mal epilepsy.?^ But its usefulness is 
not confined to this type alone: MYSOLINE has 
proved to be valuable for control of psychomotor? 
and focal epilepsy? as well. 


Improves response to concomitant 
therapy. When other anticonvulsants prove to 
be inadequate, adding MYSOLINE to the regimen 
can improve seizure control in grand mal and psy- 






















chomotor epilepsy. A double-blind comparative 
study? shows that the combined use of phenobar- 
bital, diphenylhydantoin, and MYSOLINE may have 
additive anticonvulsant effects without additive 
side effects. 


Effective changeover therapy. Unsat- 
isfactory performance or important side effects 
may force discontinuation of the patient's existing 
anticonvulsant therapy. For more effective control, 
MYSOLINE may be added to the patient's present 
regimen, then gradually substituted for the origi- 
nal medication. The changeover to MYSOLINE is 
frequently warranted when grand mal is refractory 
to phenobarbital, with or without diphenylhy- 


Mysoline 


e . 
(pri n idone} penile le tion. 
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ysoline’ (primidone) 
May be the start of a better 
life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 


BRIEFSUMMARY 
(For full prescribing information, see package circular.) 


MYSOLINE ‘rand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE actson the central nervous system to raise seizure thresh- 


old or alter seizure pattern. The mechanism(s) of action of anticonvulsant drugs is 
not known. 

Primidone has anticonvulsant activity per se. In addition, its two metabolites possess 
anticonvulsant qualities. The major metabolite is phenylethylmalonamide (PEMA): 
the other is phenobarbital. In addition to its own anticonvulsant potential, PEMA 
potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used concomitantly with other 


anticonvulsants, is indicated in the control of grand mal, psychomotor, and focal 


epileptic seizures. It may control grand mal seizures refractory to other anticonvul- 


sant therapy. 


CONTRAINDICATIONS: Primidone is contraindicated in: 1) patients 


with porphyria and 2) patients whoare hypersensitive to phenobarbital (see ACTIONS). 
WARNINGS: The abrupt withdrawal of antiepileptic medication may precipi- 


tate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an association between the 
use of anticonvulsant drugs by women with epilepsy and an elevated incidence of birth 
defects in children born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other anticonvulsants; but its 
teratogenicity has not been conclusively demonstrated. The possibility exists that other 
factors, e.g., genetic factors or the epileptic condition, may contribute to the higher 
incidence of birth defects. The data also indicate that the great majority of mothers 
receiving anticonvulsant medication deliver normal infants. 


Anticonvulsant drugs should not be discontinued in patients in whom the drug is 
administered to prevent major seizures because of the strong possibility of precipitating 


status epilepticus with attendant hypoxia and risk to both mother and the unborn child. 


When the nature, frequency, and severity of the seizures do not pose a clear threat to the 


patient, good medical practice requires that the physician weigh the expected thera- 
peutic benefit of anticonvulsant therapy against possible risk on an individual basis. 


Neonatal hemorrhage, with a coagulation defect resembling vitamin K deficiency, has 


been described in newborns whose mothers were taking primidone and other anticon- 


vulsants. Pregnant women under anticonvulsant therapy should receive prophylactic 
vitamin Kı therapy for one month prior to, and during, delivery. 

The physician should weigh all of the foregoing considerations when treating and 
counseling epileptic women of childbearing potential. 


PRECAUTIONS: The total daily dosage should not exceed 2 Gm. Since 
MYSOLINE therapy generally extends over prolonged periods, a complete blood count 
and a sequential multiple analysis-12 (SMA-12) test should be made every six months. 


In nursing mothers: There is evidence that in mothers treated with primidone, 
the drug appears in the milk in substantial quantities. Since tests for the presence of 
primidone in biological fluids are too complex to be carried out in the average clinical 
laboratory, it is suggested that the presence of undue somnolence and drowsiness in 
nursing newborns of MYSOLINE treated mothers be taken as an indication that nurs- 
ing should be discontinued. 


ADVERSE REACTIONS! The most frequently occurring early side effects 


are ataxia and vertigo. These tend to disappear with continued therapy, or with re- 
duction of initial dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional disturbances, sexual impo- 
tency, diplopia, nystagmus, drowsiness, and morbilliform skin eruptions. Occasionally, 
persistent or severe side effects may necessitate withdrawal of the drug. Megaloblastic 
anemia may occur as a rare idiosyncrasy to MYSOLINE (primidone) and to other anti- 
convulsants. The anemia responds to folic acid, 15 mg. daily, without necessity of dis- 
continuing medication. 


DOSAGE AND ADMINISTRATION! The average adult dose is 0.75 


to 1.5 Gm. per day. The initial dose is 250 mg. Increments of 250 mg. are added, usually 
at weekly intervals, to tolerance, or therapeutic effectiveness, up to daily doses not 
exceeding 2.0 Gm. A typical dosage schedule for the introduction of MYSOLINE 
is as follows: 


Adults and Children Over 8 Years of Age 














2nd Week 
250 mg. b.i.d. 


1st Week 
250 mg. daily at bedtime 











3rd Week 
250 mg. t.i.d. 


átb Week 
250 mg. q.i.d. 





In children under 8 years Of age, maintenance levels are established by a similar 
schedule, but at one-half the adult dosage. It is best to begin with 125 mg., with gradual 
weekly increases of 125 mg. a day, to a daily total usually between 500 mg. and 750 mg. 


In patients already receiving other anticonvulsants: MYSOLINE (primidone) 
should be gradually increased as dosage of the other drug(s) is maintained or gradually 
decreased. This regimen should be continued until satisfactory dosage level is achieved 
for combination, or the other medication is completely withdrawn. When therapy 
with this product alone is the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advantage when small fractional 
adjustments ( upward or downward) may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
for added protection in periods of stress or stressful situations that are likely to 
precipitate seizures (menstruation, allergic episodes, holidays, etc.) 


HOW SUPPLIED: MYSOLINE Tablets—No. 430—Each tablet contains 
250 mg. of primidone( scored), in bottles of 100 and 1,000. Also in unit dose package of 
100. No. 431 — Each tablet contains 50 mg. of primidone (scored), in bottles of 100 
and 500. MYSOLINE Suspension — No. 3850—Each 5 cc. (teaspoonful) contains 
250 mg. of primidone, in bottles of 8 fluidounces. 


References: 1. Livingston, S., and Pruce, I.: Pediatr. Ann. 2:10 (Aug.) 1973. 
2. Livingston, S., and Pruce, I. M.: Drug Therapy for Epilepsy, Springfield, Ill., Charles 
C Thomas, 1966, p. 23. 3. Scholl, M. L., in Conn, H. F.: Current Therapy 1973, Phila- 
delphia, Saunders, 1973, pp. 675-7. 4. Metrick, S.: C.M.D. 37:49 (Jan.) 1970. 
5. Forster, F. M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White, P. T.: Wis. 
Med. J. 68:178(Apr.) 1969. 7. Millichap, J. G.: Drug Ther. 1:15(Oct.) 1971. 
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Inclinically significant depression 





TABLETS, 5 mg and 10 mg 


Vivactil t 
(Protriptyline HCl MSD) 











Æ When you want an antidepressant 

that is characteristically nonsedating for 
the patient under close medical supervision 
(Symptoms such as anxiety or agitation 
may be aggravated.) MSD 


MERCK 
SHAR 
For a brief summary of prescribing information please see following page. DOHM 
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Inclinically significant depression 


TABLETS, 5 mg and 10 mg 


Vivactil 
Protriptyline HCI MSD 


Contraindications: Known hypersensitivity; acute 
recovery phase following myocardial infarction. Should 
not be given concomitantly with an MAOI; hyperpyretic 
crises, severe convulsions, and deaths have occurred in 
patients receiving tricyclic antidepressant and MAOI 
drugs simultaneously. When it is desired to substitute 
protriptyline HCI for an MAOI, a minimum of 14 days 
should be allowed to elapse after the latter is discon- 
tinued. Protriptyline HCI should then be initiated 
cautiously with gradual increase in dosage until op- 
timum response is achieved. 


Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 
mental and/or physical abilities required for the perform- 
ance of hazardous tasks, such as operating machinery 
or driving a motor vehicle. Should be used with caution in 
patients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency to urinary 
retention or increased intraocular tension. 


Tachycardia and postural hypotension may occur more 
frequently than with other antidepressant drugs. Should 
be used with caution in elderly patients and patients 
with cardiovascular disorders; such patients should be 
observed closely because of the tendency of the drug to 
produce tachycardia, hypotension, arrhythmias, and 
prolongation of the conduction time. Myocardial infarc- 
tion and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiv- 
ing thyroid medication may develop arrhythmias when 
this drug is given. 


Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 


Usage in Pregnancy: Safe use in pregnancy and lacta- 
tion has not been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 


Precautions: When protriptyline HCI is used to treat 
the depressive component of schizophrenia, psychotic 
symptoms may be aggravated; likewise, in manic- 
depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase; paranoid delu- 
sions, with or without associated hostility, may be exag- 
gerated. In any of these circumstances, it may be advisa- 
ble to reduce the dose of protriptyline HCI or to use a 
major tranquilizing drug concurrently. Symptoms, such 
as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 


When given with anticholinergic agents or sym- 
pathomimetic drugs, including epinephrine combined 
with local anesthetics, close supervision and careful ad- 
justment of dosages are required. May enhance 
response to alcohol and effects of barbiturates and other 
CNS depressants. Possibility of suicide in depressed pa- 
tients remains during treatment and until significant 
remission occurs; this type of patient should not have 
access to large quantities of the drug. Concurrent ad- 
ministration with electroshock therapy may increase 
hazards of therapy; such treatment should be limited to 
patients for whom it is essential. Discontinue drug 
several days before elective surgery, if possible. Both 
elevation and lowering of blood sugar levels nave been 
reported. 


Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported 
with this specific drug. However, the pharmacologic 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is 
more likely to aggravate agitation and anxiety and pro- 
duce cardiovascular reactions such as tachycardia and 
hypotension. 


Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart 
block, stroke. 


Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation; insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 


Neurological: numbness, tingling, and paresthesias of 
extremities; incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; altera- 
tion in EEG patterns, tinnitus. 


Anticholinergic: dry mouth and rarely associated 
sublingual adenitis; blurred vision, disturbance of ac- 
commodation, mydriasis; constipation, paralytic ileus; 
urinary retention, delayed micturition, dilatation of the 
urinary tract. 


Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (general, or of face and tongue), drug fever. 


Hematologic: bone marrow depression; agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. 
Gastrointestinal: nausea and vomiting, anorexia, 
epigastric distress, diarrhea, peculiar taste, stomatitis, 
abdominal cramps, black tongue. 


Endocrine: gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence; testicular swelling; eleva- 
tion or depression of blood sugar levels. 


Other: jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 


Withdrawal Symptoms: though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 


Overdosage: Hospitalize as soon as possible all pa- 
tients suspected of having taken an overdose. Treatment 
is symptomatic and supportive. In addition, the in- 
travenous administration of 1 to 3 mg physostigmine 
salicylate is reported to reverse the symptoms of other 
tricyclic antidepressant poisoning. Because physostig- 
mine is rapidly metabolized, the dosage should be re- 
peated as required, particularly if life-threatening signs 
suchas arrhythmias, convulsions, and deep coma recur or 
persist after the initial dosage of physostigmine. 


How Supplied: Tablets, containing 5 mg and 10 mg 
protriptyline HCI each, in single-unit packages of 100 
and bottles of 100 and 1000. 


For more detailed information, consult your MSD repre- 
sentative or see full prescribing information. MSD 


Merck Sharp & Dohme,Division of Merck & Co., INC., ERCK 
West Point, Pa. 19486. SHARE 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 


ORGANIZATION 


STREET 
CITY STATE ZiP 
APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Publications Services Division 


AMERICAN PSYCHIATR!C ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


MBD Case History *1 


a e e 
1! ) | „a difficult child, a distraught mother 
ica! di is: MBD 
Medica! diagnosis: 

Robert Boynton,* second of 
five children, born October 7, 
1963. Normal pregnancy and 
delivery. ! 

From the age of 3, Robert's 
mother found him *hard to 
handle," *wilder" than his 
brothers and sisters. ! 

At age 6, after an “ex- 
tremely difficult" experience in 
kindergarten, Robert was re- 
ferred to a pediatric neurologist. 
The examination and later 
psychological testing revealed 
a host of the neurologic “soft 
signs," plus an abnormal EEG. ! 

The diagnosis: average 
intelligence, but multiple signs 
of an underlying organic dys- 
function. ! 

At age 7, Robert was placed 
in a special first-grade class 
called an “extended readiness 
program.” ! 

Later that year, her child’s 
continued problems at school 
and at home made Robert’s 
mother “increasingly desperate” 
for help. 





An MBD child on the road to maturity.. 
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...a regular fourth-grader, 
accepted at home 
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In the opinion of the physician, methylphenidate 
italin) was called for to help the child over the obsta- 
>s of hyperactivity. So he initiated a trial of the drug, 
nich was then implemented on school days only. ! 

The improvement in classroom perform- 
ice and behavior was *prompt and dra- 
atic." Robert's teacher could *scarcely be- 
ve" that he was the same child. ! 

For the past 4 years (as of April 1974), 
»bert has been maintained on 15 mg 
ethylphenidate daily during school 
riods. During the summer he attends 
ly camp and is not on medication. He 
in a regular fourth-grade class, and 
havioral problems at home have 
ssened. Robert’s parents now find 
much easier to accept their son. ! 
Vote: In this presentation, clini- 

] material has been used factu- 

ly with the permission of the physi- 
in. However, identities have been con- 
aled and names changed. 



















How other children with MBD can benefit 
om methylphenidate therapy 

Of course, medication 1s not indicated for all 

BD children; nor will all such children respond 
drug therapy. 
" However, when pharmacotherapy is clearly 
dicated, the use of a widely successful drug such 
. Ritalin (methylphenidate) may prove to be a significant element in many 
mplete remedial programs. 

Over a decade of controlled studies has underlined the beneficial effects of 
italin in producing improved behavior ratings,?? better motor coordination, ?:! 
1d cognition and learning.?:4 Indeed, it is currently the drug of choice in many 
BD situations.’ 

And side effects with Ritalin have occurred less frequently than with other 
imulant drugs. 4967 

Dosage should be periodically interrupted in the presence of improved motor 
ordination and behavior. These interruptions often reveal that the child’s 
‘havior shows some “stabilization” even without chemotherapy, permitting a 
duction in dosage and gradual elimination of drug therapy. 

Of course, Ritalin is not indicated for childhood personality and behavioral 
sorders not associated with medical diagnosis of MBD. 





r brief prescribing information, please see following page. 


Rit all (methylphenidate) 


an help when medication is indicated CIBA 





Ritalin 





(methylphenidate) 


Only when medication / 


Is indicated 


Ritalin?nydrochtoride AC 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as ad- 
junctive therapy to other remedial measures 
(psychological, educaticnal, social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diag- 
nostic test. Adequate diagnosis requires the use 
not only of medical but of special psychological, 
educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, dis- 
tractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neuro- 
logical signs and abnormal EEG. Learning may 
or may not be impaired. The diagnosis of MBD 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these characteristics. 
Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary to 
environmental factors and/or primary psychiatric 
disorders, including psychosis. Appropriate edu- 
cational placement is essential and psycho- 
social intervention is generally necessary. When 
remedial measures alone are insufficient, the 
decision to prescribe stimulant medication will 
depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also con- 
traindicated in patients known to be hypersensi- 
tive to the drug and in patients with glaucoma. 


WARNINGS 

Ritalin should not be used in children under 

six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. Although 
a causal relationship has not been established, 
suppression of growth (ie, weight gain and/or 
height) has been reported with long-term use of 
stimulants in children. Therefore, children re- 
quiring long-term therapy should be carefully 
monitored. 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in ab- 
sence of seizures. Safe concomitant use of anti- 
convulsants and Ritalin has not been established. 
If seizures occur, Ritalin should be discontinued. 
Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 
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Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anti- 
convulsants (phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricyclic anti- 
depressants (imipramine, desipramine). Down- 
ward dosage adjustments of these drugs may be 
required when given concomitantly with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to estab- 
lish safe use of Ritalin during pregnancy have 
not been conducted. Therefore, until more infor- 
mation is available, Ritalin should not be pre- 
scribed for women of childbearing age unless, 

in the opinion of the physician, the potential 
benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or alco- 
holism, because such patients may in- 
crease dosage on their own initiative. 
Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be un- 
masked. Long-term follow-up may be re- 
quired because of the patient's basic 
personality disturbances. 





PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; ab- 
dominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. Al- 
though a definite causal relationship has not been 
established, the following have been reported 

in patients taking this drug: leukopenia and/or 
anemia; a few instances of scalp hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over) 


a amem stt qnte 





Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 
mg weekly. Daily dosage above 60 mg is not 
recommended. If improvement is not observed 
after appropriate dosage adjustment over a one- 
month period, the drug should be discontinued. 
If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or, if 
necessary, discontinue the drug. 

Ritalin should be periodically discontinued to 
assess the child's condition. Improvement may 
be sustained when the drug is either temporarily 
or permanently discontinued. 

Drug treatment should not and need not be 
indefinite and usually may be discontinued after 
puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 


References: 

l. Files of Medical Research Department, CIBA 
Pharmaceutical Company, Summit, New Jersey. 
2. Knights RM, Hinton GG: J Nerv Ment Dis 
148:643-653, 1969. 

3. Comly HH: J Learning Disabil 4:484-490, 1971. 
TOES CK: J Learning Disabil 4:476-483, 


TA MH: NY State J Med 16:2058-2060, 
6. Paine RS: Pediatr Clin North Am 15:779-800, 
1968. 

7. Conners CK: Pediatrics 49:702-708, 1972. 
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C IBA 


Five Separate Campuses 


Five separate campuses providing 
individually prescribed programs of 
care, education, treatment and train- 
ing for children, adolescents and 
adults with learning disabilities, neu- 
rological impairment, mental retar- 
dation or emotional disturbance. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
changing ideas and insights in a com- 
prehensive program of supportive 
environment and individualized 
treatment. 


Advantage: geographically sepa- 
rated to provide the proper residen- 
tial milieu . . yet near enough to 
benefit from the combined training 
and experience of a wide range of 
staff members. 


THE OAKS- intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years of age. Coeducational, 
Austin. 


Brown Hall -90 ACRES-Residential 
psychiatric treatment and training 
for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 


Write: The Director of Admissions/ 
Department C-0/THE BROWN 
SCHOOLS/P.O. BOX 4008, Austin, 
Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric 
Director 

James L. Boynton, M.D /Director, The Oaks 
Residential Treatment Center 

John L. Carrick, M.D /Psychiatric Director, 
San Marcos Units. 

Other Medical Staff: Thomas F. Caidwell, 
D.D.S /Patrick A. Cato, M.D./Orrie L. Forbis, 
Jr., M.D./Willis M. Thorstad, M.D. 


SCHOOLS 


FAIR OAKS HOSPITAL 


and 


ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 


Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 


Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 





coma therapy. Pharmaco therapy. Individual and Group 


A private, fully accredited, Psychiatric Hospital, north of Boston, set among psychotherapy 
130 peaceful acres of meadow, lake and wood. Active treatment 


for psychoses, neuroses, alcoholism and drug addiction. 


Complete Occupational, Recreational and 
Social Service Departments. 


Baldpate, not just a hospital an attitude 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 


Medical Director: Patrick J. Quirke, M.D. Clinical Director: Ibrahim Bahrawy, M.D. 
FOR BROCHURE, CONTACT: JAMES K. McKINIRY, ADMINISTRATOR, BALDPATE. INC. GEORGETOWN. MA. 01830 
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_ THE DEVEREUX FOUNDATION 
DEVON, PA. 


Sixty Aa Th service tO exceptional children 


have reassured us that the latest educational tool 
is second to the value of the human resource. 





> A NON-PROFIT ORGANIZATION 


- Helena’T. Devereux,  . Marshall H. Jarvis, “ s THE DEVEREUX FOUNDATION 
Founder and Consultant Tone - 
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Devereux Schools, DeVon; Pennsylvania 19333 
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Lift the Mask of 
Psychotic Withdrawal 


Schizophrenic patients sometimes hide behind 

a mask of psychotic withdrawal, which can make 
them inaccessible to therapy. Effective management 
of such patients often begins with ‘Stelazine’: 


* prompt control of psychotic symptoms 


* apparent activation of withdrawn patients 


e avoids excessive sedation 


Before prescribing, see complete prescrib- 
ing information in SK&F literature or 
PDR. The following is a brief summary. 


Indications 

Based on a review of this drug by the 
National Academy of Sciences — 
National Research Council and/or 
other information, FDA has classified 
the indications as follows: 


Effective: For the management of the 


manifestations of psychotic disorders. 


Possibly effective: To control exces- 
sive anxiety, tension and agitation as 
seen in neuroses or associated with 
somatic conditions. 

Final classification of the less-than- 
effective indications requires further 
investigation. 





Contraindications: Comatose or greatly 
depressed states due to C .N.S. depressants; 
blood dyscrasias; bone marrow depres- 

sion; liver damage. 

Warnings: Caution patients about 

activities requiring alertness (e.g., operating 
vehicles or machinery), especially during 
the first few days’ therapy. 


Use in pregnancy only when necessary 
for patient's welfare. 


Precautions: Use cautiously in angina. 
Avoid high doses and parenteral admin- 
istration when cardiovascular system 

is impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or physical 
disorders. Additive effect is possible with 
other C.N.S. depressants. Prolonged 
administration of high doses may result in 
cumulative effects with severe C.N.S. or 
vasomotor symptoms. If retinal changes 
occur, discontinue drug. Agranulocytosis, 
thrombocytopenia, pancytopenia, 
anemia, cholestatic jaundice, liver 
damage have been reported. 


Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, in- 
somnia, amenorrhea, fatigue, muscular 
weakness, anorexia, lactation, blurred 
vision. Neuromuscular (extrapyramidal) 
reactions: motor restlessness, dystonias, 
pseudo-parkinsonism, persistent tardive 
dyskinesia. 

Other adverse reactions reported with 
Stelazine (trifluoperazine HCI, SKeF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insuffi- 
ciency or pheochromocytoma). 

Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 


Stelazine.. 


trifluoperazine HCl 


Tablets: 5 and 10 mg. 


action of C.N.S. depressants, atropine, 
heat, and organophosphorus insecticides; 
nasal congestion, headache, nausea, 
constipation, obstipation, adynamic 
ileus, inhibition of ejaculation; reactiva- 
tion of psychotic processes, catatonic- 
like states; hypotension (sometimes fatal); 
cardiac arrest; leukopenia, eosinophilia, 
pancytopenia, agranulocytosis, thrombo- 
cytopenic purpura; jaundice, biliary 
stasis; menstrual irregularities, galactor- 
rhea, gynecomastia, false positive 
pregnancy tests; photosensitivity, itching, 
erythema, urticaria, eczema up to ex- 
foliative dermatitis; asthma, laryngeal 
edema, angioneurotic edema, anaphy- 
lactoid reactions; peripheral edema, 
reversed epinephrine effect; hyper- 
pyrexia; a systemic lupus erythematosus- 
like syndrome; pigmentary retinopathy; 
with prolonged administration of 
substantial doses, skin pigmentation, 
epithelial keratopathy, and lenticular 
and corneal deposits. EKG changes have 
been reported, but relationship to 
myocardial damage is not confirmed. 
Discontinue long-term, high-dose 
therapy gradually. NOTE: Sudden death 
in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 
has been reported, but no causal re- 
lationship has been established. 
Supplied: Tablets, 1 mg., 2 mg., 5 mg. 
and 10 mg., in bottles of 100; in Single 
Unit Packages of 100 (intended for 
institutional use only); Injection, 

2, mg./ ml.; and Concentrate (intended for 
institutional use only), 10 mg./ml. 


Manufactured and distributed by 
SK&F Co., Carolina, P.R. 00630. 
Stelazine® trademark licensed by 
SmithKline Corporation, Philadelphia, Pa. 


Avoids excessive sedation. 
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Important New Books 





from Halsted Press, 


A Division of John Wiley & Sons, Inc. 


LURIA'S NEUROPSYCHOLOGICAL 
INVESTIGATION 


By Anne-Lise Christensen, 


ISBN 0-470-15610-4 1975 203 pp. Text: Paper $24.00 
ISBN 0-470-15612-0 1975 55 pp. Manual: Paper $7.95 
ISBN 0-470-15611-2 1975 Diagnostic Cards: Set $40.00 


(A Spectrum publication) 


“We deeply appreciate the attempt of our friend and colleague...to give 
not only a description of the neurological techniques we use for the 
diagnosis of focal brain lesions, but to describe the very complicated 
methods for evaluation of the symptoms found, i.e. the careful qualifica- 
tion of the symptoms which can have different psychological structures 
and different meanings with different localization of the injury. 


—From the Foreword by A.R. Luria 


PSYCHOPATHOLOGY: 
A Cognitive View 

By Zvi Giora, Tel Aviv University. 
ISBN 0-470-30218-6 1975 200 pp. 
(A Gardner Press publication) 


$9.95 


A systematic integration of the fields of psychopathology and psycho- 
therapy with the disciplines of information processing. A new way for 
pharmaco-therapy of schizophrenia, a new theory of dreams, and a new 
treatment for psychopathy are developed from this unique approach. 


BASIC PSYCHOPATHOLOGY: 


A Programmed Text 

Edited by C.W. Johnson, J.R. Snibbe, and L.A. Evans. all of the Univer- 
sity of Southern California School of Medicine. 

ISBN 0-470-44608-0 1975 Paper $9.95 

(A Spectrum publication) 


417 pp. 


A workbook that will enable students to acquire knowledge and skills 
in the systematic observation of patient behavior, the effective use of 
the mental status examination, the correct application of psychiatric 
terminology. and recognition and classification of major syndromes of 
psychopathology. Incorporates educational principles which facilitate 
learning and make optimum use of the reader's time. 


HYPNOTICS: 


Methods of Development and Evaluation 

Edited by F. Kagan, T. Harwood, K. Rickels, A.D. Rudzik. and H. Sorer. 
ISBN 0-470-45418-0 1975 450 pp. $30.00 

(A Spectrum publication) 


Proceedings of the Brook Lodge Conference on Hypnotics, July, 1974. 
Covers such topics as sleep disorders and treatments. methods for 
clinical evaluation of hypnotics, evaluation of addiction liability, and 
metabolism and adverse effects. 


STRESS AND ANXIETY, 
VOLUME II (Series in Clinical Psychology) 


Edited by I.G. Sarason, University of Washington, and C.D. Spielberger, 
University of South Florida. 
ISBN 0-470-75412-5 1975 

(A Hemisphere publication) 


397 pp. $17.95 

The physiological, personality, and social dimensions of human distress 
and the need to adapt to persistent and often unforeseen, unwanted 
conditions of life are some of the problems considered in this collection 
of papers by outstanding professionals in the field. 


PSYCHOLOGICAL DEPRIVATION 
IN CHILDHOOD, 3rd Edition 


By J. Langmeier and Z. Matejcek. 

ISBN 0-470-51718-2 1975 $19.75 

Contrasts models of child deprivation in the past with those of contem- 
porary societies, identifying the factors underlying deprivation and what 
is contributed specifically by cultural, economic, and geographical cir- 
cumstances. The radical social re-organization of Eastern Europe after 
World War II is the starting point for the authors, but they also draw 
upon Western European and American literature. 


INTERACTIONAL PSYCHOLOGY 
AND PERSONALITY 


Edited by N.S. Endler. York University, and D. Magnusson, University 
of Stockholm. 

ISBN 0-470-24109-8 1975 
(A Hemisphere publication) 


275 pp. 


250 pp. $18.50 


Begins with a comparison of four personality models. followed by em-e 
pirical and theoretical studies that have relevance for the person-situa- 
tion interaction model. This book makes most of the research in this 
area readily available to researchers and professionals in the field. 


SEXUAL ISSUES IN MARRIAGE 
(Sexual Behavior series) 


Edited by Leonard Gross. 


ISBN 0-470-32811-8 1975 289pp. Cloth $13.95 
ISBN 0-470-32814-4 1975 289pp. Paper $5.95 


(A Spectrum publication) 


SEXUAL BEHAVIOR: 


Current Issues (Sexual Behavior series) 
Edited by Leonard Gross. 
ISBN 0-470-32818-5 1974 
ISBN 0-470-32819-3 1974 
(A Spectrum publication) 


Cloth $12.95 
Paper $5.95 


291 pp. 
291 pp. 


Prices are subject to change without notice. Prices slightly higher in Canada. 
In Canada order from John Wiley & Sons Canada, Ltd.. 22 Worcester Road. Rexdale. Ontario. 


Dept. 24, HALSTED PRESS, 605 Third Avenue, New York, N.Y. 10016 


Please send me the books listed below for 30 days free examination and bill me. There will be a small charge for postage and handling. 
Please Print 








| 
| 
| 
| 
| | AUTHOR/TITLE 
| 
| 
| 











PE STE, | 

| 

x | 

RESS | 

Name | 
Address | 
City otata. 72 p | 


THE AMERICAN JOURNAL 
OF PSYCHIATRY 


OFFICIAL JOURNAL OF THE 





The American Journal of Psychiatry, formerly 
The American Journal of Insanity, is 

published monthly by the American Psychiatric 
Association. Editorial office: 1700 Eighteenth 
Street, N.W., Washington, D.C. 20009; 

telephone (202) 232-7878. 


Subscriptions: U.S. $18.00 per year, Canada and 
South America $19.00, other foreign $22.00; 
single issues: $2.25 plus postage. 

Business communications and changes of address 
from APA members should be directed to 


the Division of Membership Services and Studies. 


Communications from non-member subscribers 
should be directed to the Circulation Department, 
American Psychiatric Association, 1700 
Eighteenth Street, N.W., Washington, D.C. 
20009. Four to six weeks advance notice is 
required for changes of address. 


Advertising representatives: Steven K. Herlitz, 
Inc., 850 Third Avenue, New York, N.Y. 10022. 


Type set by Bru-El Graphic, Inc., 5408 Port 
Royal Road, Springfield, Va. 22151. 


Printed by Dartmouth Printing Co., 69 Lyme 
Road, Hanover, N.H. 03755. 


Second class postage paid at Washington, D.C., 
and additional mailing offices. 


Indexed in Abstracts for Social Workers, 
Biological Abstracts, Chemical Abstracts, 
Cumulative Index to Nursing Literature, 
Excerpta Medica, Hospital Literature Index, 
Index Medicus, International Nursing Index, 
Nutrition Abstracts, and Psychological 
Abstracts. 


Copyright © 1975, the American Psychiatric 
Association. 
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SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in duplicate to Francis J. 
Braceland, M.D., Editor, The American Journal of Psychiatry, 
1700 Eighteenth Street, N.W., Washington, D.C. 20009. Au- 
thors of numbered papers presented at the Association's annual 
meeting should submit two copies of the manuscript to the sec- 
retary of the session or notify the secretary that the manuscript 
will be sent to the Journal office later. 

All numbered annual meeting papers become the property of 
the Journal although, due to space limitations, fewer than half 
can be published in the Journal. Release of a manuscript for 
publication elsewhere must be secured from the Editor. 

Communications about a manuscript, by letter or telephone 
(202-232-7878), should include reference to the manuscript 
number. In the case of annual meeting papers, this is the num- 
ber carried in the program booklet; in the case of other manu- 
scripts, it is the number noted in the letter acknowledging 
receipt of the manuscript. 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the under- 
standing that they represent original material and that they are 
not being considered for publication elsewhere. Once a paper 
has been published in the Journal, which is a copyrighted publi- 
cation, the legal ownership of all parts of the paper, including 
any illustrations, passes from the author to the Journal. If an in- 
dividual or organization wishes to reprint material published in 
the Journal, written permission must first be secured from the 
APA Publications Services Division, 1700 Eighteenth St., 
N.W., Wash., D.C. 20009; there will usually be a charge for 
granting this permission. 

Manuscripts are accepted on condition that the Editor be 
given the right to make revisions aimed at greater conciseness 
and clarity and to bring the manuscript into conformity with 
Journal style regarding capitalization, punctuation, etc. 

The Journal does not hold itself responsible for statements 
made by contributors. Unless so stated, material in the Journal 
does not reflect the official attitude or position of the American 
Psychiatric Association or of the Journal's Editorial Board. 


SPECIFICATIONS FOR MANUSCRIPTS 


Manuscripts should be typed in upper and lower case on one 
side only of letter-size bond (or other opaque) paper. All parts 
of the manuscript (including case reports, footnotes, references, 
etc.) should be double-spaced, with generous margins. Subheads 
should be inserted at reasonable intervals to aid in comprehen- 
sion and to break the typographical monotony of lengthy texts. 
Abbreviations not easily recognized by the average reader 
should be explained. 

Length. As a general rule the manuscript of a regular article 
should not exceed 10-12 typed pages, unless a special arrange- 
ment has been made with the Editor; Brief Communications 
should not exceed eight typed pages. Letters to the Editor 
should not exceed 500 words unless a special arrangement has 
been made with the Editor. 

Author identification. The authors’ affiliations and position 
titles should be provided and an address and telephone number 
given for the first-named author or the co-author who has been 
designated to handle the galley proofs and reprint requests. The 
number of authors should preferably not exceed four, with 
other collaborators being acknowledged in a footnote. 

Precis. A brief precis is included at the beginning of each ar- 
ticle: 60-100 words for regular articles, 40-60 words for Brief 
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Communications. The author may prepare the precis himself or 
ask that the Journal staff prepare it, in which case the author 
may make any necessary changes on the galley proofs. 

Informed consent. Manuscripts that report the results of ex- 
perimental investigation on human subjects must include a 
statement to the effect that informed consent was obtained after 
the nature of the procedure had been fully explained. 

References. References should be typed double-spaced on a 
separate sheet of paper, to be attached at the end of the manu- 
script. They should be arranged according to their order of ap- 
pearance in the text, where they should be indicated by numbers 
in parentheses. Reference citations should be restricted to 
closely pertinent papers; a complete review of the literature is 
rarely desirable, except in the case of review articles for which a 
special arrangement has been made with the Editor. 

References should be typed in accordance with the style 
shown below for books and Journal articles; chapters in books 
will be treated as journal articles with regard to capitalization. 
Up to three authors should be listed; one or more authors past 
the third will be designated “et al." Abbreviations of journal 
names should conform to the style used in Index Medicus. 
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The Psychiatric Consultation. Edited by Mendel W, Solomon P. 
New York, Grune & Stratton, 1968, pp 1-12 


Tables and figures. Titles and headings of any tables and fig- 


: ures should be sufficiently clear that the meaning of the data is 


understandable without reference to the text. See recent issues 
of the Journal for the general requirements of style. 

Each table should be typed on a separate sheet, attached at 
the end of the manuscript. The data should be arranged so that 
columns of like material read down, not across. 

A complete set of figures, preferably in the form of glossy 
prints, should accompany each of the two copies of the manu- 
script. Most figures will be reduced to about 3s inches in width, 
the column width of the Journal; all elements of a figure should 
be prepared to withstand this reduction. Graphs should be fin- 
ished drawings not requiring further artwork. Authors are 
urged to engage the services of a professional in the preparation 
of figures. Authors may be required to meet the costs of any fur- 
ther artwork that must be done in the editorial office. 


AUTHORS' CORRECTIONS 


Galley proofs will be sent to the first-named author for cor- 
rections after the paper has been scheduled for publication; 
prompt return (preferably within 48 hours of receipt) is neces- 
sary to ensure publication in the assigned month. If an author 
expects to be away from his office for a long period of time after 
he has received the acceptance letter, he should inform the Jour- 
nal office or arrange with a colleague to read the proofs. Au- 
thors are urged to keep changes on galleys to a minimum. 
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No reprints are furnished gratis. An order form for reprints 
will be attached to the galley proofs submitted to authors for 
correction. Reprints are usually mailed to authors about a 
month after publication of the article. Requests from others to 
order reprints should be directed to the Editor; inclusion of a 
letter of permission from the senior author and a brief state- 
ment of the intended use of the reprints will expedite the 
processing of such requests. 
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Five separate campuses providing 
individually prescribed programs of 
care, education, treatment and train- 
ing for children, adolescents and 
adults with learning disabilities, neu- 
rological impairment, mental retar- 
dation or emotional disturbance. 


Advantage: the availability of a large 
trained and experienced staff, ex- 
changing ideas and insights in a com- 
prehensive program of supportive 
environment and individualized 
treatment. 


Advantage: geographically sepa- 
rated to provide the proper residen- 
tial milieu . . yet near enough to 
benefit from the combined training 
and experience of a wide range of 
staff members. 


THE OAKS- intensive residential 
psychiatric treatment for emotionally 
disturbed children and adolescents 
to 16 years of age. Coeducational, 
Austin. 


Brown Hall -90 ACRES - Residential 
psychiatric treatment and training 
for older children and adolescents 
with learning disabilities, neurolog- 
ical impairment, mental retardation 
and varying degrees of emotional 
disturbance. Brown Hall, young men; 
90 Acres, young women. San Marcos. 


Hillview and The Ranch—longer 
term care and treatment for those 
who must continue to live in a pro- 
tected environment; prevocational 
training, Hillview, coeducational, San 
Marcos. Ranch, males only, Austin. 


The November 1975 issue of 


Five Separate Campuses 


Write: The Director of Admissions/ 
Department C-0/THE BROWN 
SCHOOLS/P.O. BOX 4008, Austin, 
Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 ~ 
From Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric 


Director 


James L. Boynton, M.D./Director, The Oaks 
Residential Treatment Center 

John L. Carrick, M.D./Psychiatric Director, 
San Marcos Units. 

Other Medical Staff Thomas F. Caldwell, 
D.D.S /Patrick A. Cato, M.D./Orrie L. Forbis, 
Jr., M.D./Willis M. Thorstad, M.D. 


SCHOOLS 


The American Journal of Psychiatry 


will feature 


e Alan A. Stone on 
The Right to Treatment: 
Comments on the Law and Its Impact 





For single-dose therapy in 
depression when the dosage is 
established. 


e simple enough dosage regimen 
to help avoid missed doses. 


e provides a full range of single 
daily dosage strengths, including 
the 75- and 150-mg. capsules.* 





Tofranil-PM 


imipramine pamoate 


In depression: 


One capsule lasts from 
bedtime to bedtime. 


è as effective as divided daily 
doses. 


€ the 150-mg. capsule may be 
the most effective daily dose for 
many patients. 


€ saves time and cost of dosage 
administration in the hospital. 


Please read the prescribing in- 
formation for details of usage, 
precautions, warnings, contra- 
indications, adverse experiences, 
and dosage recommendations. 
A summary of this information 
appears on the back of this page. 


"Also available in capsules of 100 and 


125 mg. Each capsule contains imipra- 
mine pamoate equivalent to 150, 125, 
100 or 75 mg. of imipramine hydro- 
chloride. 


Tofranil-PM 


imipramine pamoate 


Geigy 


Capsules" of 150, 125, 100 and 75 mg. 


In depression: One capsule lasts from 
bedtime to bedtime. 


Tofranil-P M? 

brand of imipramine pamoate 

Tofranil® 

brand of imipramine hydrochloride USP 


Indications: For the relief of symptoms of 
depression. Endogenous depression is more 
likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 
monoamine oxidase inhibiting compounds is 


contraindicated. Hyperpyretic crises or severe 


convulsive seizures may cccur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be seríous, or even 
fatal. When it is desired to substitute Tofranil, 


brand of imipramine hydrcchlioride, in patients 


receiving a monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 


situation will allow, with a minimum of 14 days. 


Initial dosage should be low and increases 
should be gradual and cautiously prescribed. 
The drug is contraindicated during the acute 
recovery period after a myocardial infarction. 
Patients with a known hypersensitivity to this 
compound should not be given the drug. The 
possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind. 
Warnings: Usage in Pregnancy: Safe use of 
imipramine during pregnancy and lactation 
has not been established; therefore, in admin- 
istering the drug to preqnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazards. Animal repro- 
duction studies have yielded inconclusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

— patients with cardiovascular disease be- 
cause of the possibility of conduction de- 

fects, arrhythmias, myocardial infarction, 
strokes and tachycardia; 

—patients with increased intraocular pres- 
Sure, history of urinary retention, or history 
of narrow-angie glaucoma because of the 
drug's anticholinergic properties; 

—hyperthyroid patients or -hose on thyroid 
medication because of the possibility of 
cardiovascular toxicity; 

— patients with a history of seizure disorder 
because this drug has bean shown to lower 
the seizure threshoid; 

— patients receiving guanethidine or similar 
agents since imipramine may block the 
pharmacologic effects of these drugs. 

Usage in Children: Pending evaluation of re- 

sults from clinical trials in children, Tofranil, 

brand of imipramine hydrochloride, is not 
recommended for treatmert of depression in 
patients under twelve years of age. 

Tofranil-PM, brand of imipremine pamoate, 

should not beused in children of any age 

because of the increased potential! for acute 
overdosage due to the high unit potency 

(75 mg., 100 mg., 125 mg. and 150 mg.}. Each 

capsule contains imipramine pamoate equiva- 

lent to 75 mg., 100 mg., 125 mg. or 150 mg. 
imipramine hydrochloride. 

Since imipramine may impair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
operating an automobile or machinery, the 


patient should be cautioned accordingly. 
Precautions: It should be kept in mind that 
the possibility of suicide in seriously de- 
pressed patients is inherent in the illness and 
may persist until significant remission occurs. 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, 
particularly in patients with cyclic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
imipramine hydrochloride, mav be resumed in 
lower dosage when these episodes are re- 
lieved. Administration of a tranquilizer may be 
useful in controlling such episodes. 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine. 

in occasional susceptible patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents) in addition, the 
atropine-like effects may become more pro- 
nounced (e.g., paralytic ileus). Close super- 
vision and careful adjustment of dosage is 
required when this drug is adm nistered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients shouid be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
levels have been reported. 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Ailthcugh the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, falis. 
Psychiatric: Confusional states (especially in 
the etderly) with hallucinations; disorienta- 
tion, delusions; anxiety, restlessness, agita- 
tion; insomnia and nightmares; hypomania; 
exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthe- 
sias of extremities; incoordination, ataxia, 
tremors; peripheral neuropathy; extrapyram- 
idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, asso- 
ciated sublingual adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention, 


delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 


ing, photosensitization (avoid excessive expo- 


sure to sunlight); edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. 


Hematologic: Bone marrow depression includ- 


ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological! neutrophil 
depression. 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 
Withdrawa! Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil; brand of imipramine hydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible. 

How Supplied: Tofranil, brand of imipramine 
hydrochloride: Round tablets of 25 and 

50 mg; triangular tablets of 10 mg. and am- 
puis, each containing 25 mg. in 2 cc. for I. M. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 


*Each capsule contains imipramine pamoate equivalent to 150, 125, 100 or 75 mg. of imipramine hydrochloride. 
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Thorazine 
chlorpromazine 
18 Dosage Forms and Strengths 


Tablets—10, 25, 50, 100 and 200 mg. 
Spansule® capsules—30, 75, 150, 200 and 300 mg. 
Injection —25 mg./ml. 

Syrup—10 mg./5 ml. 
Suppositories—25 and 100 mg. 
Concentrate —30 and 100 mg./ml. 

Single Unit Packages — 10, 25, 50, 100 and 200 mg. tablets; 
30, 75, 150, 200 and 300 mg. Spansule? capsules 


SI4SF Smith Kline & French Laboratories 
Division of SmithKline Corporation, Philadelphia, Pa. 19101 





The familiar refrain of depression: 


morning fatigue... sadness... 
anorexia... insomnia 


Now, Merrell offers Norpramin (desipramine hydrochloride tablets N.F.) 
to effectively relieve these common manifestations 


of depression. 


Norpramin also provides additional benefits in treatment 


of your patients. 


L effectively relieves physical, 
psychological and emotional 


symptoms of depression 


L] minimal daytime sedation — 
important for patients who must be 
alert to perform daytime activities 


L side effects rarely require 


discontinuation of therapy 


[ increases interpersonal 


responsiveness 


psychotherapy 


LJ relief that may begin in 2 to 5 
days — but full therapeutic effect is 


seldom seen before 2 weeks 


Prescribe Norpramin to change the familiar refrain of 


depression in your practice. 


Norpramin® 
(desipramine hydrochloride tablets N.F.) 


Brief Summary 

Indications: Norpramin (desipramine hydrochloride 
tablets N.F.) is indicated for the relief of depressive 
symptoms. Endogenous depressions are more likely 
to be alleviated than others. 

Contraindications: Desipramine hydrochloride should 
not be given within two weeks of treatment with a 
monoamine oxidase inhibitor. Contraindications in- 
clude the acute recovery period following myocardial 
infarction and hypersensitivity to the drug. Cross sen- 
Sitivity with other dibenzazepines is a possibility. 
Warnings: 1. Extreme caution should be used in pa- 
tients: (a) with cardiovascular disease. (b) with a his- 
tory of urinary retention or glaucoma. (c) with thyroid 
disease or those on thyroid medication. (d) with a 
history of seizure disorder. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use in Pregnancy: 
Safe use during pregnancy and lactation has not been 
established. 4. Use in Children: Norpramin is not 
recommended for use in children. 5. This drug may 
impair the mental and/or physical abilities required 
for the performance of potentially hazardous tasks 
such as driving a car or operating machinery. There- 
fore, the patient should be cautioned accordingly. 
Precautions: This drug should be dispensed in the 
least possible quantities to depressed outpatients, 
since suicide has been accomplished with drugs of 
this class. If possible, dispense in child-resistant 
containers. It should be kept out of reach of children 
Reduce dosage, or alter treatment, if serious adverse 
effects occur. Norpramin therapy in patients with 
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manic-depressive illness may induce a hypomanic 
State after the depressive phase terminates and may 
Cause exacerbation of psychosis in schizophrenic 
patients. Use cautiously with anticholinergic or sym- 
pathomimetic drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent administration 
of ECT and antidepressant drugs one should consider 
the possibility of increased risk relative to benefits. 
Discontinue as soon as possible prior to elective 
surgery because of possible cardiovascular effects. 
Hypertensive episodes. have been observed during 
surgery in patients on desipramine hydrochloride. 
Leukocyte and differential counts should be per- 
formed in any patient who develops fever and sore 
throat during therapy: the drug should be discon- 
tinued if there is neutropenia. 

Adverse Reactions: Cardiovascular: hypotension, 
hypertension, tachycardia, palpitation, arrhythmias. 
heart block, myocardial infarction, stroke. Psychiatric: 
confusional states (especially in the elderly), hallu- 
cinations, disorientation, delusions; anxiety, restless- 
ness, agitation; insomnia and nightmares; hypomania: 
exacerbation of psychosis. Neurological: numbness, 
tingling, paresthesias of extremities; incoordination, 
ataxia, tremors; peripheral neuropathy; extrapyramidal 
symptoms; seizures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and rarely associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, paralytic 
ileus; urinary retention, delayed micturition, hypotonic 
bladder. Allergic: skin rash, petechiae, urticaria, itch- 
ing, photosensitization, edema (of face and tongue 
or general), drug fever, cross sensitivity with other 
tricyclic drugs. Hematologic: bone marrow depres- 
sions including agranulocytosis, eosinophilia, pur- 


LJ can help facilitate 


pura, thrombocytopenia. Gastrointestinal: anorexia 
nausea and vomiting, epigastric distress, peculiar 
taste, abdominal cramps, diarrhea, stomatitis, black 
tongue. Endocrine: gynecomastia, breast enlargement 
and galactorrhea in the female; increased or decreased 
libido, impotence, testicular swelling; elevation or 
depression of blood sugar levels. Other: jaundice 
(simulating obstructive), altered liver function; weight 
gain or loss, perspiration, flushing; urinary frequency, 
nocturia; parotid swelling; drowsiness, dizziness, 
weakness and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative of addiction, 
abrupt cessation after prolonged therapy may pro- 
duce nausea, headache and malaise. 

Dosage and Administration: The usua! adu/t dose: 

50 mg. three times daily; increase if necessary after 
7 to 10 days to maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recommended. Main- 
tenance: At a lower dose adequate to maintain remis- 
sion. Adolescent and geriatric patient dose: 25 to 

50 mg. daily; increase to 100 mg. daily if necessary. 
Overdosage: There is no specific antidote for desip- 
ramine, nor are there specific phenomena of diagnos- 
tic value characterizing poisoning by the drug. The 
principles of management of coma and shock by 
means of the mechanical respirator, cardiac pace- 
maker, monitoring of central venous pressure and 
regulation of fluid and acid-base balance are well 
known in most medical centers. If heart failure is 
imminent, digitalize promptly. 


MERRELL-NATIONAL LABORATORIES 
Division of Richardson-Merrell Inc. 


Cincinnati, Ohio 45215 5.8008 (7156) 
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Agitated and hyperactive? 





Consider the advantages ot 
starting him on HALDOL (haloperidol) 


Acts promptly to 
:ontrol agitation 
lALDOL haloperidol appears 


o be particularly effective in 
'alming mania and psychomotor 
agitation’ ‘Symptom control is 
ichieved rapidly, with many 
jxatients showing distinct 
mprovement in a few days to a 
veek*^— frequently within a few 
Yours when the intramuscular 
‘orm is used for initial control of 


icutely agitated psychotic states." 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
haloperidol is rare. In fact, this 
drughas been reported to increase 
activity in some underactive 
patients, while in hyperactive 
patients it usually reduces activity 
to a normal level without 
somnolence. HALDOL 
haloperidol has been found to 
“normalize” behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community? 


Reduces 
likelihood of 


certain adverse 
reactions 
HALDOL haloperidol, a 


butyrophenone, avoids or 
minimizes many of the problems 
associated with the 
phenothiazines. The most 
commonly noted side effects of 
HALDOL haloperidol— 
extrapyramidal reactions— are 
usually dose-related and readily 
controlled with antiparkinson 
drugs. 


Transient hypotension occurs 
rarely; severe orthostatic 
hypotension has not been 
reported. HALDOL haloperidol 
is also unlikely to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity 
reactions and skin rashes. Ocular 
damage and pigmentation 
changes have not been reported. 


References: 1. Palestine, M.L., and Alatorre. E.: Quart. J. Stud. Alcohol 34:185 (Mar.) 1973. 2. Rees, L., and Davies, B.: Int. ]. Neuropsychiat. 


1:263 (June) 1965. 3. Sugerman, A.A., etal.: Amer. J. Psychiat. | 


20:1190 (June) 1964. 4. Rapp, M.S.: Canad. Psychiat. Ass. J. 15:73 (Feb.) 1970 


5. Towler, M.L., and Wick, PH.: Int. J]. Neuropsychiat. 3: Suppl. 1,62 (Aug.) 1967. 6. Man, P.L., and Chen, C.H.: Psychosomatics 14:59 


Jan.-Feb.) 1973. 7. Reschke, R.W.: Dis. Nerv. Syst. 35:112 (Mar.) 1974. 8. Haward, L.R.C 


(haloperidol) 


tablets/concentrate/injection 


Clin. Trials J. 2:135 (May) 1965 


HALDOL 


highly specific control of disordered and disruptive behavior 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


edis ied Full directions for use should be read before HALDOL haloperidol is administered or prescribed. 


*McNeil Labor: ries. | 1975 
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HALDOL 


(haloperidol) 


tablets/concentrate/i Os 


highly specific control of 
disordered and disruptive behavior 


A Dosage Form for Every Need: 


5 tablet strengths for convenience in individualizing dos- 
age: Ve mg., 1 mg., 2 mg., 5 mg. and 10 mg. 








An undetectable, tasteless liquid concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 








A rapid-acting injection for psychiatric 


emergencies: 5 mg. per cc., with 0.5 mg. 
E aa methylparaben and 0.05 mg. propylparaben 
p and lactic acid for pH adjustment to 

4202. 


Indications: HALDOL haloperido! is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this Wl 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related pup 
mortality (presumably due to lack of maternal care reflecting & 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperidol should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders, 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2) — receiving anticonvulsant medica- 
tion, because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3) — with known allergies, or with a history of allergic 
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reactions to drugs. (4)— receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 

If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs, including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperidol! is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such’ 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage, or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis. minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision, urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. 

Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL haloperidol is administered or prescribed. 9 /74 


McNeil Laboratories, Inc. 
McNEIL Fort Washington, Pa. 19034 


The organizing statement in psychiatry 
for the next decade 
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ALFRED M. FREEDMAN, M.D. 

Professor of Psychiatry and Chairman of the 
Department of Psychiatry, New York Medical 
College; Director of Psychiatric Services, Met- 
ropolitan Hospital, and Flower and Fifth Avenue 
Hospitals; Chairman, Department of Psychiatry, 
Grasslands Hospital, Valhalla, New York 
HAROLD |. KAPLAN, M.D. 

Professor of Psychiatry and Director of Psychiatric 
Education and Training, New York Medical Col- 
lege; Attending Psychiatrist, Flower and Fifth Av- 
enue Hospitals; Visiting Psychiatrist, Metropolitan 
Hospital, and Bird S. Coler Memorial Hospital and 
Home, New York, New York 

BENJAMIN J. SADOCK, M.D. 

Professor of Psychiatry, Director, Division of 
Group Process, and Director, Continuing Educa- 
tion in Psychiatry, New York Medical College; 
Attending Psychiatrist, Flower and Fifth Avenue 
Hospitals; Visiting Psychiatrist, Metropolitan 
Hospital, New York, New York 
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Comprehensive Textbook of Psychiatry-1I (CTP-I1), founded upon the 
tradition and matrix of its predecessor, incorporates eight 
years of advances in psychiatry and the burgeoning evidence of 
disturbed human behavior in modern society. The distinct pattern 
of American life is thereby revealed as the unique impetus to 
psychiatric growth, with a number of other disciplines aiding 
in this progress. All 52 major areas of discussion in this edition 
are revised and updated, all recognized orientations are presented 
for evaluation, and significant additions appear in the sections 
treating human sexuality, schizophrenia, the behavioral sci- 
ences, neuroses, and psychiatry in contemporary life (among 
others). Because of this pluralistic, comprehensive approach, no 
other book equals CTP-II in scope, in either amount of subject 
material covered or actual physical size. No other book so 
accurately portrays the nature of psychiatry today—and points 
the way to future growth. No other book so positively fosters 
professional competence. Comprehensive Textbook of Psychiatry-ll 
stands alone in its field. 


1975 / 3000 pages (2 volumes) / 471 illustrations / $65.00 


d Gia WILLIAMS & WILKINS . 428 EAST PRESTON STREET 
| S ES y (a division of Waverly Press, Inc.) BALTIMORE, MARYLAND 21202 
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_ itcan save time, l 
it can save money, and it can 
even save people - 


by reducing readmissions. 







a 
lime Prolixin Decanoate (Fluphenazine Decanoate Money... and Townend', who found from their 
njection), with duration of action that may last up to 4 study of Prolixin Decanoate that 15 of 39 patients could 
veeks or longer in patients on maintenance therapy, can be maintained on 25 mg. every 4 weeks, also note that on 
ffect important savings in nursing time. this basis 'a year’s maintenance on chlorpromazine 


represents the order of 110 grams of phenothiazine as 

l - i : opposed to 0.33 gram of fluphenazine.” Translating this 

Approximate Staft Time Required to Medicate into dollars shows the following potential hospital savings 
LE OSUIENDINORIE PINGIS on the basis of patient population: 







































po 20 0 m d 
cer Cost/500 
3 
an ES i hash Agent and Cost/patient/ patients/ 
; Š i 4 : 
pm. f € hr. patients amount/year Form year year 
- 01 . . Chlorpromazine 8 oz. concen- $48.757 $24,375 
e ours sdi erga erk d (SKF brand) trate 100 mg./ml.t 
Ising time for each injection iom noe 
fs. x 28 days = 1 hr., 10 minutes nursing | | a 
6! hours of Aursing time in 28 days Pe Zon 23.17 11,585 
e every 28 days sd T peri 
SAVINGS $25.58 $12,790 


G TIMBISAVED IN 61 hours and 50 minutes or 


IBS! patient, year 500 pts/yr. 








8 BAYS . FE more than 77 eight-hour —— A E EA 
i c MET iS working days * Calculated from prices published in 1975 Red Book 
- — ** Calculated from Squibb 1975 price catalogue 
dapted zu R: Br J Social Psychiatry 2: 187-191, 1968 t With tablets, the annual cost is even greater 





# 
~ $ » C People The controlled drug delivery system of Prolixin Decanoate helps get 


d schizophrenic patients out of the hospital and helps them stay out. It promotes 
A continuity of therapy—reducing outpatient drug defaulting from approximately 
| 50% with oral medications according to one report? to about 16% according to 


another report?. 


It reduces the number and length of rehospitalizations. In one study of 103 patients 
maintained on injections of long-acting fluphenazines, total hospital readmissions 
for a year were cut from 191 to 50 and inpatient time from 8,713 days to 1,335 days*. 


It facilitates return to a productive life. A 12-month followup of 103 discharged 
patients revealed 77% in full-time employment or household duties and only 23% 


1 d unemployed‘. 


y 


^. PROLIXIN DECANOATE 


(Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks 
or longer in patients on maintenance therapy. 


& 
G VIB ‘The Priceless Ingredient of every product 
is the honor and integrity of its maker’ ™ 


eferences 

Martin ICA and Townend RA: Brit J Psychiat 124: 173-6, 1974 

Goldberg HL, DiMascio A, Chaudhary B: Psychosomatics 11: 173-177, 1970 . : 

Modea World News. February 11. 1972. 0. 53H For product brief summary see following page. 
Denham J and Adamson L: Can Psychiat Assoc J 18: 235-7, 1973 H425-001R 
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PRULIXIN DECANOATE 


(Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks or longer in patients on maintenance therapy. 


Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 
25 mg. fluphenazine decanoate per ml. in a sesame oil vehicle with 
1.2% (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established sub- 
cortical brain damage. In patients who have a blood dyscrasia, liver 
damage or renal insufficiency, or who are receiving large doses of 
hypnotics, or who are comatose or severely depressed. In patients who 
have shown hypersensitivity to fluphenazine; cross-sensitivity to phe- 
nothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car 
or operating heavy machinery may be impaired by use of this drug. 
Physicians should be alert to the possibility that severe adverse re- 
actions may occur which requireimmediate medical attention. Potentia- 
tion of effects of alcohol may occur. Safety and efficacy in children 
have not been established because of inadequate experience in use 
in children. 


Usage in Pregnancy: Safety for use during pregnancy has not been 
established; weigh possible hazards against potential benefits if ad- 
ministering this drug to pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine 
compound caused cholestatic jaundice, dermatoses or other allergic 
reactions because ofthe possibility of cross-sensitivity. When psychotic 
patients on large doses of a phenothiazine drug are to undergo surgery, 
hypotensive phenomena should be watched for; less anesthetics or 
central nervous system depressants may be required. Because of added 
anticholinergic effects, fluphenazine may potentiate the effects of 
atropine. 

Use fluphenazine decanoate cautiously in patients exposed to ex- 
treme heat or phosphorus insecticides; in patients with a history of 
convulsive disorders since grand mal convulsions have occurred; and 
in patients with special medical disorders such as mitral insufficiency 
or other cardiovascular diseases, and pheochromocytoma. Bear in 
mind that with prolonged therapy there isthe possibility of liver damage, 
pigmentary retinopathy, lenticular and corneal deposits, and develop- 
ment of irreversible dyskinesia 

Fluphenazine decanoate should be administered under the direction 
of a physician experienced in the clinical use of psychotropic drugs. 
Periodic checking of hepatic and renal functions and blood picture 
should be done. Renal function of patients on long-term therapy should 
be monitored; if BUN becomes abnormal, treatment should be dis- 
continued. Silent pneumonias are possible. 


ADVERSE REACTIONS: Central Nervous System —Extrapyramidal 
symptoms are most frequently reported. These include pseudoparkin- 
sonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
and hyperreflexia; most often these are reversible, but they may be 
persistent. One can expect a higher incidence of such reactions with 
fluphenazine decanoate than with less potent piperazine derivatives 
or straight-chain phenothiazines. The incidence and severity will de- 
pend more on individual patient sensitivity, but dosage level and patient 
age are also determinants. As these reactions may be alarming, the 
patient should be forewarned and reassured. Thesereactionscan usually 
be controlled by administration of antiparkinsonian drugs such as benz- 
tropine mesylate or intravenous Caffeine and Sodium Benzoate Injec- 
tion U.S.P., and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, per- 
sistent and sometimes irreversible tardive dyskinesia may appear in 
some patients on long-term therapy or may occur after discontinuation 
of drug. The risk seems greater in elderly patients, especially females, 
on high dosages. The syndrome is characterized by rhythmical involun- 
tary movements of tongue, face, mouth, or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and may be accompanied by involuntary movements of extremities. 
There is no known effective therapy for tardive dyskinesia; usually the 
symptomsare notalleviated by antiparkinsonism agents. Ifthe symptoms 
appear, discontinuation of all antipsychotic agents is suggested. The 
syndrome may be masked if treatment is reinstituted, or drug dosage 
increased, or a different antipsychotic agent used. Reports are that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause restlessness, 
excitement, or bizarre dreams; reactivation or aggravation of psychotic 
processes may be encountered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood 
pressure have been reported. Although hypotension is rarely a prob- 
lem, patients with pheochromocytoma, cerebral vascular or renal in- 
sufficiency or severe cardiac reserve deficiency such as mitral insuf- 
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ficiency appear to be particularly prone to this reaction and should be 
observed carefully. Supportive measures including intravenous 
vasopressor drugs should be instituted immediately should severe 
hypotension occur; Levarterenol Bitartrate Injection U.S.P. is the most 
suitable drug; epinephrine should not be used since phenothiazine 
derivatives have been found to reverse its action. Nausea, loss of 
appetite, salivation, polyuria, perspiration, dry mouth, headache and 
constipation may occur. Reducing or temporarily discontinuing the dos- 
age will usually control these effects. Blurred vision, glaucoma, bladder 
paralysis, fecal impaction, paralytic ileus, tachycardia, or nasal con- 
gestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, ab- 
normal lactation, gynecomastia, menstrual irregularities, false results 
on pregnancy tests, impotency in men and increased libido in women 
have occurred in some patients on phenothiazine therapy. 


Allergic Reactions—ltching, erythema, urticaria, seborrhea, photo- 
sensitivity, eczema and exfoliative dermatitis have been reported with 
phenothiazines. The possibility of anaphylactoid reactions should be 
borne in mind. 


Hematologic—Blood dyscrasias including leukopenia, agranulocy- 
tosis, thrombocytopenic ornonthrombocytopenic purpura, eosinophilia, 
and pancytopenia have been observed with phenothiazines. If sore- 
ness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular 
depression, therapy should be.discontinued and other appropriate 
measures instituted immediately. 


Hepatic —Liver damage manifested by cholestatic jaundice, particu- 
larly during the first months of therapy, may occur; treatment should 
be discontinued. A cephalin flocculation increase, sometimes accom- 
panied by alterations in other liver function tests, has been reported 
in patients who have had no clinical evidence of liver damage. 


Others —Sudden deaths have been reported in hospitalized patients 
on phenothiazines. Previous brain damage or seizures may be pre- 
disposing factors. High doses should be avoided in known seizure 
patients. Shortly before death, several patients showed flare-ups of 
psychotic behavior patterns. Autopsy findings have usually revealed 
acute fulminating pneumonia or pneumonitis, aspiration of gastrfc 
contents, or intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants such 
as opiates, analgesics, antihistamines, barbiturates, and alcohol may 
occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe 
enough to cause fatal cardiac arrest, altered electrocardiographic and 
electroencephalographic tracings, altered cerebrospinal fluid proteins, 
cerebral edema, asthma, laryngeal edema, and angioneurotic edema; 
with long-term use, skin pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. Local tissue reactions 
occur only rarely with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic* single dose preassembled syringes 
and cartridge-needle units, and 5 ml. vials. 


FILMS ON PSYCHIATRIC MANAGEMENT 
AVAILABLE FROM SQUIBB 


e A Chance for Change 
e A Way Out 
e Community Treatment of the Psychotic Patient 


e A New Concept in Psychiatric Management 
e Psychiatric Services in General Hospitals 
e The Quality of Care 


For further information contact your Squibb Representative 
or write: Squibb, P.O. Box 4000, Princeton, N.J. 08540 





S UIB 3 ‘The Priceless Ingredient of every product 
is the honor and integrity of its maker! ™ 


e 1975 E. R. Squibb & Sons. Inc. H 425-001 
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:FWhen you want an antidepressant 
that is characteristically nonsedating for 
the patient under close medical supervision 
(Symptoms such as anxiety or agitation 
may be aggravated.) MSD 


For a brief summary of prescribing information please see following page. DOHME 


Inclinically significant depression 


TABLETS, 5 mg and 10 mg 


Vivactil 
Protriptyline HO MSD 


Contraindications: Known hypersensitivity; acute 
recovery phase following myocardial infarction. Should 
not be given concomitantly with an MAOI; hyperpyretic 
crises, severe convulsions, and deaths have occurred in 
patients receiving tricyclic antidepressant and MAOI 
drugs simultaneously. When it is desired to substitute 
protriptyline HCI for an MAOI, a minimum of 14 days 
should be allowed to elapse after the latter is discon- 
tinued. Protriptyline HCI should then be initiated 
cautiously with. gradual increase in dosage until op- 
timum response is achieved. 


Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 
mental and/or physical abilities required for the perform- 
ance of hazardous tasks, such as operating machinery 
or driving a motor vehicle. Should be used with caution in 
patients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency tc urinary 
retention or increased intraocular tension. 


Tachycardia and postural hypotension may occur more 
frequently than with other antidepressant drugs. Should 
be used with caution in elderly patients and patients 
with cardiovascular disorders; such patients should be 
observed closely because of the tendency of the drug to 
produce tachycardia, hypotension, arrhythmias, and 
prolongation of the conduction time. Myocardial infarc- 
tion and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiv- 
ing thyroid medication may develop arrhythmias when 
this drug is given. 


Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 


Usage in Pregnancy: Safe use in pregnancy and lacta- 
tion has not been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 


Precautions: When protriptyline HCI is used to treat 
the depressive component of schizophrenia, psychotic 
symptoms may be aggravated; likewise, in manic- 
depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase; paranoid delu- 
sions, with or without associated hostility, may be exag- 
gerated. In any cf these circumstances, it may be advisa- 
ble to reduce the dose of protriptyline HC! or to use a 
major tranquilizing drug concurrently Symptoms, such 
as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 


When given with anticholinergic agents or sym- 
pathomimetic drugs, including epinephrine combined 
with local anesthetics, close supervision and careful ad- 
justment of dcsages are required. May enhance 
response to alcohol and effects of barbiturates and other 
CNS depressants. Possibility of suicide in depressed pa- 
tients remains during treatment and until significant 
remission occurs; this type of patient should not have 
access to large quantities of the drug. Concurrent ad- 
ministration with. electroshock therapy may increase 
hazards of therapy; such treatment should be limited to 
patients for whom it is essential. Discontinue drug 


Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported 
with this specific drug. However, the pharmacologic 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is 
more likely to aggravate agitation and anxiety and pro- 
duce cardiovascular reactions such as tachycardia and 
hypotension. 


Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart 
block, stroke. 


Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation; insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 


Neurological: numbness, tingling, and paresthesias of 
extremities: incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; altera- 
tion in EEG patterns, tinnitus. 


Anticholinergic: dry mouth and rarely associated 
Sublingual adenitis; blurred vision, disturbance of ac- 
commodation, mydriasis; constipation, paralytic ileus; 
urinary retention, delayed micturition, dilatation of the 
urinary tract. 


Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (general, or of face and tongue), drug fever. 


Hematologic: bone marrow depression; agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. 


Gastrointestinal: nausea and vomiting, anorexia, 
epigastric distress, diarrhea, peculiar taste, stomatitis, 
abdominal cramps, black tongue. 


Endocrine; gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence; testicular swelling; eleva- 
tion or depression of blood sugar levels. 


Other: jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 


Withdrawal Symptoms: though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 


Overdosage: Hospitalize as soon as possible all pa- 
tients suspected of having taken an overdose. Treatment 
is symptomatic and supportive. In addition, the ın- 
travenous administration of 1 to 3 mg physostigmine 
salicylate is reported to reverse the symptoms of other 
tricyclic antidepressant poisoning. Because physostig- 
mine is rapidly metabolized, the dosage should be re- 
peated as required, particularly if life-threatening signs 
suchas arrhythmias, convulsions, and deep coma recur or 
persist after the initial dosage of physostigmine 


How Supplied: Tablets, containing 5 mg and 10 mg 
protriptyline HCI each, in single-unit packages of 100 
and bottles of 100 and 1000. 


For more detailed information, consult your MSD repre- 


sentative or see full prescribing information. MSD 


Merck Sharp & Dohme, Division of Merck & Co., INC., ERCK 
West Point, Pa. 19486. SHAR 


several days before elective surgery, if possible. Both 
elevation and lowering of blood sugar levels have been 
reported 
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Becumoni 


School 


Liberty, NY. 


A residential program for the child with learning 
disabilities, adjustment or perceptual problems. 
Ungraded remedial & developmental program. 


During the summer months a full residential 
camp program is offered which also includes 
children not at the Beaumont School. 


_.. Limited Enrollment . . . Small Classes 


For enrollment contact: Dr. G. Burday 
Beaumont School, Dept. 4, Liberty, N.Y. 12754 
Telephone: (914) 292-6430 


Tuition reinbursement assistance for 
parents under N.Y. State, Conn., and 
New Jersey Education Acts. 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 





Just published 
4th edition 


A 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales. 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 





bill me | | remittance enclosed 
Name 
Address 
o —— |: DENN 


1075AJP 
Send coupon to: Publications Sales 


A merican Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 


A23 


Just published 


1975 APA 
MEMBERSHIP 
DIRECTORY 


The directory contains two major sections: the ALPHABETIC SECTION, containing 
the name, address, membership class, year joined and board certification for each 
member; and the GEOGRAPHIC SECTION, containing name, membership class, 
and board for each member arranged as follows: United States, alphabetically by 
state and city; Canada, alphabetically by province and city: and Foreign, alphabeti- 
cally by country and city. | 


In addition, the directory contains a listing of officers, committees, councils and 
historical resumes. 


197 pages | members $5.00 ea. 
nonmembers $8.00 ea. 
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Please send me. ....copy(ies) of 1975 APA Membership Directory 
[] Member rate $5.00 ea., order #151 
[|] Nonmember rate $8.00 ea., order 7151-1 


(Please Print) C] Bill Me [ | Check Enclosed 

Name 

Address 

City State Zip 


Send Coupon to: American Psychiatric Association 
Publications Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
1075AJP 
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RESULTS OFTEN 
SEEN IN A WEEK 








Because the somatic and psychic complaints that accompany 
depressive neurosis can interfere with the treatment of the 
underlying psychopathology—rapid relief of these symptoms 
is often crucial to therapy. 


In 14 double-blind studies of four weeks duration, 339 patients 
with depressive neurosis received Mellaril. In these studies, 
5596 of the overall improvement was observed by the end of 
the first week, and a total of 293 patients (86%) improved 
during the four weeks. * 


Mellaril usually does not cause euphoria or undue sedation 

and is nonaddicting. Patients, therefore, generally remain alert 
and better able to respond to therapy. (The physician should, 
however, caution patients against participating in activities 
which require complete mental alertness, e.g., driving.) 


*Data on file at Sandoz Pharmaceuticals. 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 25 mg and 50 mg thioridazine HCI, U. S. P. 





for the short-term treatment of moderate to 
marked depression with variable degrees of 
anxiety in patients with depressive neurosis 


Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating cen- 
tral nervous system depressants (e.g., anesthetics, opiates, alcohol, 
etc.) as well as atropine and phosphorus insecticides; carefully con- 
sider benefit versus risk in less severe disorders. During pregnancy, 
administer only when the potential benefits exceed the possible 
risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic patients, 
anticonvulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the pos- 
sibility of its occurrence may be reduced by remaining within recom- 
mended dosage limits. Administer cautiously to patients participating 
in activities requiring complete mental alertness (e.g., driving), and 
increase dosage gradually. Orthostatic hypotension is more common 
in females than in males. Do not use epinephrine in treating drug- 
induced hypotension since phenothiazines may induce a reversed 
epinephrine effect on occasion. Daily doses in excess of 300 mg. 
should be used only in severe neuropsychiatric conditions. 

Adverse Reactions: Central Nervous System — Drowsiness, espe- 
cially with large doses, early in treatment; infrequently, pseudo- 
parkinsonism and other extrapyramidal symptoms; rarely, nocturnal 
confusion, hyperactivity, lethargy, psychotic reactions, restlessness, 
and headache. Autonomic Nervous System—Dryness of mouth, 
blurred vision, constipation, nausea, vomiting, diarrhea, nasal stuffi- 
ness, and pallor. Endocrine System — Galactorrhea, breast engorge- 
ment, amenorrhea, inhibition of ejaculation, and peripheral edema. 
Skin — Dermatitis and skin eruptions of the urticarial type, photosen- 
sitivity. Cardiovascular System — ECG changes (see Cardiovascular 
Effects below). Other — Rare cases described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions — Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions — Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias — Agranu- 
locytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. Allergic Reactions — Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity — Jaundice, 
biliary stasis. Cardiovascular Effects — Changes in terminal portion 
of electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- " 
thiazines, including Mellaril (thioridazine); these appear to be revers- 
ible and due to altered repolarization, not myocardial damage. While 
there is no evidence of a causal relationship between these changes 
and significant disturbance of cardiac rhythm, several sudden and 
unexpected deaths apparently due to cardiac arrest have occurred 
in patients showing characteristic electrocardiographic changes 
while taking the drug. While proposed, periodic electrocardiograms 
are not regarded as predictive. Hypotension, rarely resulting in cardiac 
arrest. Extrapyramidal Symptoms — Akathisia, agitation, motor rest- 
lessness, dystonic reactions, trismus, torticollis, opisthotonus, 
oculogyric crises, tremor, muscular rigidity, and akinesia. Persistent 
Tardive Dyskinesia — Persistent and sometimes irreversible tardive 
dyskinesia, characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements) and sometimes 
of extremities may occur on long-term therapy or after discontinuation 
of therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all 
antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and 
syndrome may not develop if medication is stopped at that time. 
Endocrine Disturbances — Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive preg- 
nancy tests. Urinary Disturbances — Retention, incontinence. Others 
—Hyperpyrexia; behavioral effects suggestive of a paradoxical 
reaction, including excitement, bizarre dreams, aggravation of psy- 
choses, and toxic confusional states; following long-term treatment, 
a peculiar skin-eye syndrome marked by progressive pigmentation 
of skin or conjunctiva and/or accompanied by discoloration of ex- 
posed sclera and cornea; stellate or irregular opacities of anterior 
lens and cornea: systemic lupus erythematosus-like syndrome. 
Dosage: Dosage must be individualized according to the degree 
of mental and emotional disturbance, and the smallest effective 
dosage should be determined for each patient. In adults with de- 
pressive neurosis the usual starting dosage is 25 mg t.i.d. 

and the dosage ranges from 10 mg b.i.d. to q.i.d. in 

milder cases to 50 mg t.i.d. or q.i.d. for more severely 

disturbed patients; the total daily dose ranges from 

20 mg to a maximum of 200 mg. 75-3798 SANDOZ 
SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 


THE AMERICAN JOURNAL OF PSYCHIATRY 





The Madness of Art 


BY LEON EDEL, D.LITT. 


The author finds a constant thread of what Benjamin 
Rush termed “‘tristimania”’ in the works of great authors. 
The madness of art, Henry James's description of the 
need to transform and metamorphose personal 
experience by means of prose, poetry, or other artistic 
expression, is illustrated in the lives and works of many 
great writers. Psychotherapy as a means of dealing with 
depression in artists can be either rejected or used to 
advantage. The author posits that the most enduring 
works may be those of artists who have lived through 
their sadness to experience and control their rage against 


aging. 


THE BICENTENARY Of the nationhood of the United States 
is approaching. In honoring the name of Benjamin Rush, 
we honor a doctor who happens to be one of the signers 
of the Declaration of Independence. If he is among the 
Founding Fathers of the United States, he has also the 
particular fatherhood of American psychiatry. George 
Washington was dedicated to unifying Americans and 
freeing them of their trans-Atlantic bonds. Rush wanted 
to free Americans from the bondage of their mental ills. 
In the midst of a struggle to achieve universal freedoms 
of mind and spirit, he sought a particular freedom for the 
possessed and brought to bear on this goal the scientific 
spirit of the Enlightenment, with which he had become 
imbued during his studies in Europe. The price of revolu- 
tion and glory in times of national outrage and public ela- 
tion is a mixture of genius and madness. Wars, triumphs, 
and national dedication are compounded of the sublime 
and the paranoid, of megalomania, and of despair. Rush 
addressed himself to the manifestations of what were 
then generally described as “diseases of the mind." 

I am led to these observations by a dream that Dr. 


Presented as the Benjamin Rush Lecture at the 128th annual meeting of 
the American Psychiatric Association, Anaheim, Calif., May 5-9, 1975. 


Dr. Edel is Citizens Professor of English, University of Hawaii at 
Manoa, 1733 Donaghho Rd., Honolulu, Hawaii 96822. 


Rush recorded (1, pp. 892, 893). Like all good psychia- 
trists—even then—he listened to his own inner voices as 
closely as he listened to those of his patients. The dream 
dates from the period of national triumph; it seems to be 
of 1785. Rush dreamed that a great crowd was surging 
about Christ Church in Philadelphia. He approached. A 
man had climbed the steeple and was sitting on the bali 
just below the weather vane. Rush asked what was hap- 
pening and was told that the man on the steeple had dis- 
covered he could control the weather. He could call up 
sun and rain and cause the winds to blow from any direc- 
tion. In effect, he claimed mastery of the weather vane. It 
was no longer an indicator; it was a directed instrument. 
The man held a trident in his hand like Neptune and 
flourished it as he shouted his commands. Alas, the ele- 
ments refused to comply. He called for rain; the sun 
shone, and the streets were dry. He called for wind; Phila- 
delphia was becalmed. The trident wielder after a while 
showed signs of agitation, then he sank into a deep de- 
pression. “The man is certainly mad,” the doctor told a 
friend in the dream. At this moment a messenger dressed 
like Mercury descended from the steeple carrying a ban- 
ner; on this Dr. Rush read the Latin device De te fabula 
narratur—"' about you a story is being told." 

It takes a distinct kind of genius to supply an inter- 
pretation within a dream. Rush wrote in his account of 
the dream, “The impression of these words was so for- 
cible upon my mind that I instantly awoke, and from that 
time I determined never again to attempt to influence the 
opinions and passions of my fellow citizens upon political 
subjects.” In his prompt reading of the dream, Rush rec- 
ognized, both within sleep and on his awakening, who the 
trident wielder on the steeple was. It was himself. 

" Admirable dream, in its power, its drama, its myth! In 
broad terms we could say it was a doctor’s dream—a 
doctor who tells himself that the curing of his patients is 
often dictated by forces beyond his control, or one who is 
troubled about his ability to control his own feelings. It 
was also a dream of a politically minded man, as Dr. 
Rush showed in his remarks. Beyond personal statement, 
it was a dream for revolutionary America—or of a Bri- 
tannia that claimed to rule the waves. The dream was 


Am J Psychiatry 132:10, October 1975 1605 


MADNESS OF ART 


prophetic in its warning against national megalomania. It 
said that neither man nor nation alters historical forces. 
Even the symbol of the weather vane has its relevance in 
our time; we remember the Weathermen who blew them- 
selves up with their own explosives in Greenwich Village. 
In its direct message, the dream said that man proposes 
and God disposes and that the laws of probability—if 
there be such laws—usually prevail. 

A few years later Dr. Rush wrote down another 
dream (1, pp. 976-979). This time he was elected Presi- 
dent of the United States, a good dream for a Founding 
Father. At first, probably out of guilt, he declined; it was 
too high an office, he said. Then he reminded himself that 
he would have a glorious chance to prohibit drunkenness 
in the United States. This rationale persuaded him to ac- 
cept. Congress yielded; prohibition was passed. And the 
country revolted. Petitions showered upon “President” 
Rush demanding repeal. As Dr. Rush sat in the council 
chamber, an impudent stranger came up to him. Ameri- 
cans, he said, would not submit to Rush's “Empire of 
Reason." Echoing the former dream, the stranger said, 
"You might as well arrest the orbs of Heaven in their 
course as suddenly change the habits of a whole people." 
He told "President" Rush “‘to retire from your present 
station and go back to your professor's chair and amuse 
your boys with your idle and impracticable specula- 
tions." Rush called for the ouster of this impudent man 
and awakened in anger—and in relief. 

Once again the doctor had rehearsed a dream of per- 
sonal and national megalomania, of fear of emotions 
running wild, of legislators and dictators who seek to defy 
the national conditioning. This dream, too, was prophet- 
ic, as we well know: Prohibition and its evils are still re- 
membered. In both dreams, Dr. Rush told himself that 
the power of God can never become the power of man. 
We might in more direct form say that it can be very frus- 
trating for man to try to play God. 


BENIGN MEGALOMANIA AND TRISTIMANIA 


I report these dreams of the remarkable Dr. Rush be- 
cause they are related to the subject I have chosen for the 
annual lecture that honors him. My subject is the mad- 
ness of art. Art has a certain relation to the more benign 
forms of megalomania; many are the artists who sit on 
the weather vane and bid the weather to change, who like 
Milton put words—-magnificent words—into the mouths 
of both God and Satan, who like Dante told of the voyage 
of the poet to the regions of the Inferno, there to visit fig- 
ures Dante assigned to hell; after his descent into the 
heart of darkness, the poet set his feet on the road to pur- 
gatory and salvation. 

James Joyce believed that he could seize one day, June 
16, 1904, out of all eternity and put it into a single book 
of 800 pages, possessing only language and intellect for 
his task. “God made this world," Joyce seemed to say in 
Ulysses "but I, the poet, with the power of my craft, can 
grasp a moment out of all history and preserve it in a 
- book." He did this brilliantly enough, in his obsessive- 
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compulsive madness. The work is perhaps a failure, but 
its audacities captured the literary imaginations of 
Joyce's time. 

That is an illustration of one form of the madness of 
art, actually a moderate and creative sort of madness. 
The artist, the word wielder (words become his trident), 
tries to summon up life, feeling, and experience in poems 
and plays; to speak for all men and women as he speaks 
for himself; to become the voice of humanity or of the 
Devil. We could say this of the painters who cover great 
ceilings with mythic representations, of sculptors who 
rear mighty statues and monuments, or of the anony- 
mous builders of ancient times who set pyramids in the 
desert and posed the riddle of life in the massive bulks of 
the Sphinx. 

Beethoven called up the thunder of Zeus in symphonic 
roar; l'urner painted season and storm, using only pig- 
ments and light; and Shakespeare was as close to realiz- 
ing word omnipotence as any writer in the literatures of 
the world. He wrote in the language of the mortal, but he 
made it sound like the language of eternity. He dealt with 
concretions of history and power, and as Dr. Rush ob- 
served (2, p. 94), he wrote an “inimitable history of all the 
forms of derangement, in the tragedy of King Lear," that 
extraordinary poetic rendering of the senility of kingship. 
Rush quoted the following to illustrate his statement: 


Better I were distract; 
So should my thoughts be severed from my griefs, 
And woes, by wrong imaginations, lose 
The knowledge of themselves. 


These words contain the drama of mental illness—the 
attempt to escape into "wrong imaginations" so as to es- 
cape miseries of the mind. By implication, the words also 
contain the drama of artistic madness. Artists, too, seek 
to sever themselves from griefs and woes; artists, too, can 
lose the knowledge of themselves. But they do so, shall we 
say, with the right imaginations instead of the wrong. The 
difference lies between disintegration and integration. 
Their fantasies become poems and stories; their rage is 
channeled into rhetoric; their griefs and woes become 
imagined tragedies. Dr. Rush, in his pioneer work Medi- 
cal Inquiries and Observations Upon the Diseases of the 
Mind (2), hoped that his readers would "excuse my 
frequent reference to the poets for facts to illustrate the 
history of madness." Poets, he said, "view the human 
mind in all its operations, whether natural or morbid, 
with a microscopic eye; and hence many things arrest 
their attention, which escape the notice of physicians. (2, 
p. 160). 

The doctor called agitated forms of depression “‘tris- 
timania"—a mania of sadness— because he felt that this 
word was more accurate than “‘hypochondriasis,” then 
used to describe many mental ills. He remarked how 
people in deep despair often decide they are the victims of 
all sorts of illnesses; this they carry into realms of illu- 
sion. That is why the term “hypochondriasis”’ was used. 
The doctors of Rush’s time tried to prove to their patients 
that they were inventing all of their extravagant ail- 


ments—that they did not have snakes in their innards, or 
had been secretly disembowelled, or robbed of their cra- 


nial matter; but it was useless. However much these 


patients imagined their illnesses, what they were not 
imagining was their depression. ““Tristimania”’ is a good 
word. It may be inaccurate in a diagnostic sense; yet I 
find it has descriptive value. It helps describe the com- 
ponent of depression in art—for nothing is more chronic 
among writers than their sadness. Turn where we will, we 
find them writing elegies upon the passing of time, of 
glory, of life. Sic transit gloria mundi. Each artist seems 
to want to inscribe this motto on the door of his imagina- 
tion. 


HENRY JAMES AND THE MADNESS OF ART 


In 1893, an American whose historical imagination 
reached back to the Enlightenment, a novelist, wrote a 
short story called ““The Middle Years" (3). His name was 
Henry James. He was a brother of William James, who 
set up the first psychological laboratory in the United 
States. 

In the tale a novelist named Dencombe is at a seaside 
hotel getting over an illness; he sits on a bench looking at 
the ocean. He thinks that “the infinite of life had gone" 
and compares that which is left to a small glass engraved 
like a thermometer. His years are now measured; they 
have acquired boundaries after seeming boundless. The 
sea is all surface and twinkle, but Dencombe finds it “far 
shallower than the spirit of man." Weakly he opens a 
package he has received. It contains the novel he finished 
before his illness, titled “The Middle Years." He does not 
recognize it. He has another thought: why did he write 
fiction? Why didn't he seek the romance of life in the acts 
of life instead of in the acts of words? It had taken him so 
long to perfect his art, and now he thinks, ^ Ah for anoth- 
er go!—ah for a better chance!" Another go—a better 
chance! We do not have to be too diagnostic to remark 
on how sad is this character and how depressed was the 
author who thought up this character and this story—a 
story about art and aging and the depression of illness. 
James was 50 years old when he wrote it. 

There is a doctor in the story, a young man who has re- 
cently taken a medical degree and is attending a wealthy 
hypochondriacal lady at the hotel. Dr. Hugh, as it turns 
out, is a devoted reader of the great novelist, whom he 
rescues from a fainting spell on the beach. Chance “had 
brought the weary man of letters face to face with the 
greatest admirer in the new generation." The admirer is 
described as ‘‘a bristling young doctor—he looked like a 
German physiologist,” and “a representative of the new 
psychology." Parenthetically, William James had studied 
in Germany, had taught physiology after taking a medi- 
cal degree, and had published his Principles of Psycholo- 
gy three years before James wrote this story. | may say, 
speaking from the pages of biography, that “The Middle 
Years" embodies the novelist's wish for his brother's at- 
tention and love, which he never had, because William 
James the scientist was critical of his artistic junior, who 
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played with the facts of life in words instead of putting 
them under a microscope. 

In the tale, the novelist wants to revise his novel. He is 
a "fingerer of style”; he alters the text. “Another go" 
would give him the opportunity to rewrite, to rewrite his 
life, as it were. An attachment develops between Den- 
combe and Dr. Hugh; when the doctor is dismissed by the 
rich lady for his inattention, he decides to devote himself 


entirely to the novelist, who is obviously dying. The con- 


versation at the deathbed between patient and doctor has 
mythic qualities. The novelist muses, “The thing is to 
have made somebody care. You happen to care. You 
happen to be crazy, of course, but that doesn’t affect the 
law." Summoning his last strength as his life ebbs away, 
the novelist savs to the doctor, 


A second chance—that’s the delusion. There never was to 
be but one. We work in the dark—we do what we can—we 
give what we have. Our doubt is our passion and our passion 
is our task. The rest is the madness of art. (3, p. 75) 


TRISTIMANIA METAMORPHOSED IN ART 


The madness of art: these words spoken by the dying 
author in the stery contain the essence of tristimania. 
They are weighted with a sense of mutability, and they 
recognize a supreme reality. There is no second chance. 
What we lose—we lose. What we do cannot usually be 
undone. As in Dr. Rush’s dream, the artist cannot change 
seasons, years, or lives, however great his power of 
dream; the mysteries and secrets of the creative life re- 
main hidden within the artist’s power of metamorphosis, 
his imaginings of new forms of reality that are his own. 
To those who are not artists, this kind of imagining may 
seem madness. "The Middle Years," one of Henry 
James's many fab:es for writers, was addressed to all men 
and women who invest their tasks with passion. The par- 
ticular madness in literary creation resides in the need of 
the writer not only to have experiences, which is enough 
for most people, but to go to his desk and write them: and 
even change them, as Canaletto painted scenes of Venice 
but reorganized the buildings and scenes into Venetian 
scenes of his own or as Dante took the Christian concepts 
of Heaven and Hell and made them creations of his own 
mind. This is the art of transposition as well as metamor- 
phosis. Weaving between illusion and reality, dreaming 
dreams that are reality, seeing realities that are dreams, 
the writer writes of his secrets and his mysteries, often in 
language obscure io many of his readers. In this, too, he 
seems to suffer from a form of madness, as Daniel's "Are 
They Shadows That WeSee?" illustrates: 


Are they shadaws that we see? 
And can shadows pleasure give? 
Pleasures only shadows be 

Cast by bodies we conceive, 

And are made the things we deem. 
In those figures which they seem. 


The person who is neither writer nor dreamer, the indi- 
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vidual who leads his daily life without the verbal obses- 
sion, needs neither paper nor pen when he feels strong 
emotion. He suppresses a great deal, no doubt; but often 
if he feels melancholy he knows the value of a shot of 
whiskey or a glass of beer and the companionship at the 
corner bar; if he is angry he knows how to release his an- 
ger on a tennis court or some other form of violent ex- 
ertion. Men and women have discovered a multitude of 
ways to lighten their emotional burdens. Not so the art- 
ist, who uses his particular and highly individual pig- 
ments, clay, sound, words, to disguise and muffle or 
transform whatever deep-seated feelings imperiously de- 
mand issue. We might consider this a form of self-heal- 
ing; often what is created in this way can, as Aristotle 
knew long ago, heal others. 

It must be understood, to underline and frame my pic- 
ture of artistic melancholy, that I am not arguing the out- 
worn thesis of Cesare Lombroso, who saw a close rela- 
tion between art and insanity. Nor do I seek to sustain 
the long debate of our time, initiated by Freud, on the na- 
ture of art and neurosis. I leave genesis and diagnosis to 
others. I recognize that art has other components than 
depression. I do not for a moment ignore the libido force 
that probably subsumes all others. However, within the 
harmony and beauty of most transcendent works, I see a 
particular sadness. We might say it is simply the sadness 
of life, but it is a sadness that somehow becomes a gener- 
ating motor, a link in the chain of power that makes the 
artist persist, even when he has lived an experience, to 
transform it within his medium. 

Franz Kafka used to say that writing was a form of 
prayer. Of course this is not so for most writers, but it 
was for him, and his saying this tells us a good deal about 
his troubles. He needed to write in order to supplicate, to 
appeal, to defer to cosmic powers beyond his reach, even 
as for others writing is a form of conquest, a form of win- 
ning love and admiration and universal approval, or sim- 
ply a way in which the artist writes a letter to the world. 
Many are the uses of art, and most important are its uses 
to the artist himself. There come moments, for certain 
writers, when the tristimania goes out of control; at that 
moment we have our suicides of art, Virginia Woolf or 
Hart Crane or Sylvia Plath (4). Other artists, made of 
sterner stuff, resist the anesthesias or the ocean’s oblivi- 
on; they defy the death impulse by finding words for the 
inner struggle. I long ago suggested in a paper on Willa 
Cather’s novel The Professor's House (5) how she trans- 
formed the depression of her middle age into a parable of 
the self. In writing out the suicidal fantasies of her fic- 
tional professor at the end of this novel, Willa Cather 
seemed to have resolved the moment when, as she said, 
“the world broke in two." She no longer had to commit 
suicide. 

Willa Cather had lost the woman she loved to a man 
when she was middle-aged. The marriage of her friend 
seems to have aroused jealousy, frustration, disillusion. 
Her great success‘of the time was a short novel called 4 
Lost Lady. The title tells us sufficiently how Miss Cather 
felt. This pattern was continued into Death Comes for the 
Archbishop, but by this time “death” began to assume a 
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form of mourning. I take the example of this minor ele- 
giac artist, whose life I once helped to refashion in a 
book (6), because we have lately celebrated her cente- 
nary (7). Revisiting her career I find her experience typi- 
cal among the life stories of art. In one way or another it 
is the story of almost every artist to whom we turn, man . 
or woman. They practice their art, highly individual and 
personal, achieve particular forms of expression, and 
channel into them all of the powerful emotions of being, 
disguised as fable and myth. If the writer survives early 
passions, the melancholy of aging revives the tristimanias 
that may have first driven him into art. 

The best known literary “case” of our time is, I sup- 
pose, that of Virginia Woolf, who is most often called a 
"manic-depressive" and who tried to do away with her- 
self repeatedly, yet whose drive to health mounted with 
each creation—only to descend again when the creation 
was completed. She had a vision of “a fin rising on a wide 
blank sea," as a poem or a novel rises seemingly out of 
nowhere. This suggests both the strength and blank- 
ness—the word is hers—of her creative struggle. Her 
death by drowning was a kind of return of the fin to its 
native element. 

I come back to Kafka for a moment, to his sense that 
he was praying when he wrote. A capital memory of Kaf- 
ka’s childhood was of his having one night kept his father 
awake by demanding repeatedly, as little boys can, a 
drink of water. The father, never a temperate man, 
abruptly locked his son out on a balcony and went to 
sleep. I believe that this trauma, doubtless reinforced by 
others, became the central myth of Kafka’s life (8). We 
can read it in the first sentence of The Trial: “Someone 
must have been telling lies about Joseph K. for without 
having done anything wrong he was arrested one fine 
morning." In the childhood episode Kafka did not asso- 
ciate his unreasonable cries for a drink of water with the 
punitive action taken by his father, the form of "arrest" 
and jailing imposed on him. He saw all of life thereafter 
as a kind of arbitrary arrest—filled with arbitrary punish- 
ment, arbitrary fathers, arbitrary governments, arbitrary 
Gods (8, pp. 142, 143). 


THE PATTERN OF REPEATED EXPERIENCE IN ART 


To write of Kafka in this way is to suggest perhaps that 
the depression we find in art has its genesis in some fun- 
damental early hurt or “wound.” Certainly the trauma 
theory 1s valid in a limited way, but it is not my intention 
to rehearse etiology. Any trauma, as we know, Is sur- 
rounded by a history; accidents of childhood do not al- 
ways occur full-blown, save when unforeseen in such ca- 
tastrophes as war. | take it as a postulate, even an axiom, 
that by the time the creating personality has acquired his 
adult being, a great fund of melancholy has been accumu- 
lated. It clamors for release. We can hear it in all acute- 
ness in Schubert and Schumann; it is sounded for us in 
the cosmic cadences of Beethoven; it comes at us from al- 
most every page of poetry. 

“After thirty," wrote Emerson, “a man wakes up sad 


every morning ... until the day of his death.” The sad- 
ness is often there long before the age of 30. We see it in 
Dickens, who was put to work in a factory at a tender 
age. Kafka’s terrifying episode on the balcony can be 
found in his "letter" to his father (8), which is replete 
with remembrances of arbitrary parental rule. If we 
searched carefully I think we would find that central to 
the melancholy of Virginia Woolf was not the sexual play 
to which she was exposed at a tender age (she might have 
even enjoyed that) but the inconsolable loss of her mother 
when she was 14 or 15 (9). This was reinforced by a series 
of other deaths in the family; the sense of loss and desola- 
tion was cumulative, and the will to death grew stronger 
as she grew older. 

We need not cling to the trauma theory this late in the 
century; all trauma 1s related by the web of attachment 
and detachment and by interaction with the figures sur- 
rounding any childhood. I will add only that I consider it 
one of the misfortunes of the stumblings of psychology 
toward illumination that the adult language of sex has 
been applied to childhood. The tragedy of Oedipus is now 
a child's so-called oedipal fantasies; "depression" and 
"incest" are linked in the pages of textbooks as terms for 
conditions that would much better be described in the 
language of displacement of affection and mourning for 
separation appropriate to childhood. 

I am dealing with the phenomenon of mourning I find 
in art. How to cure it, let me add again, belongs in the do- 
main of psychiatry. Most artists would rather not be 
cured. What happens in art is something quite unique: a 
pattern of repeated experience is wedded to a very early 
and unfathomable gift of sensory harmony; a sharpness 
of the ear and of verbal memory; a capacity to link like 
with like, which is the artist's symbolic imagination; and 
a thousand other experiences of color and shape, the im- 
print of the physical world upon the senses, which no 
computer of the most cunning construction can unravel 
or duplicate. Beyond this endowment, there is continuing 
life experience. That experience (I do not want to make it 
sound simple) contains within it joy, calm, anger, vio- 
lence, deprivation, and depression— depression. some- 
times so profound that it gives the artist so endowed the 
few options of, for example, Levin or Anna in Tolstoi's 
Anna Karenin. 

The death wish is strong, but art, in most cases, pro- 
vides an exquisite way of reshaping the pain of experience 
into wholeness, health, and harmony. I suppose a su- 
preme example of such a struggle in our time 1s to be seen 
in T.S. Eliot, who by writing The Waste Land found an 
archetypal way to express his tristimania. Dante ex- 
pressed it in the noble simplicity of the descent into hell 
and then the return. Eliot's descent can be charted in his 
early poems. They are monologues of frustration, impo- 
tence, and intellectual frigidity. Weaving into this early 
melancholy, we now know, were personal feelings of in- 
adequacy, deepened by the failure of his marriage. The 
resulting frustrations—who knows how many and how 
powerful—engendered the symbolic poem of a waste- 
world, expressing the impuissance of the poet, who lives 
in a world in which there is so much to be said that has 
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been said for him. The montage of quotation in Eliot is 
but another stztement of frustration, and the waste-world 
is inhabited by hollow men who go through rituals. Dried 
tubers try to find root, and the legends of growth and rites 
of passage seem to mock the chorus of history. They af- 
firm life in the teeth of death. This is the poet making po- 
etry out of his deepest sense of powerlessness and per- 
forming an affirmative act of creation. The epigraph to 
the poem tells us how Eliot felt when he sat down to write 
it. He quotes Petronius, whose Greek words are set into 
Latin as question and response: "With my own eyes I saw 
the Sybil at Cumae hanging in a bottle, and when the lads 
said to her: 'Svbil, what do you want?’ she would answer: 
I want to die." 

Within each depression, as we know, there is a wish for 
death. The work of art often, so to speak, stands between 
the artist and extinction. Eliot, writing out of his person- 
al myth of the world's dehydration, was actually writing 
of the dehydration of the soul. After The Waste Land 
gave him a fame that seemed for the moment empty, 
Eliot moved even closer to expressing death in The Hol- 
low Men (5, pp. 70-89). Here is the very apathy of de- 
pression, a mania of sadness carried to its farthest shore, 
beyond which there can be only extinction. The verses 
end in a toppling of towers and the babble of nursery 
rhymes. 

Most often, however, the poet has resilience; there is 
always another poem to be written. After the descent 
there can be either annihilation, a lingering in hell, or as- 
cent. Virginia Woolf, in her repeated need to reassert her 
life as each of death's boundaries was reached, found her- 
self invariably thinking of a new novel. In Dostoevski we 
see a similar cycle. It takes its form in his devotion to the 
story of Christ, to death and resurrection. I do not doubt 
that Dostoevski's having had grand mal epilepsy gave 
corporeal shape to this powerful myth: each epileptic fit 
was annihilation, each awakening a rebirth. At the mo- 
ment of the onset of the seizure there were the split sec- 
onds of aura, which made the world seem a work of art. 

We can multiply examples. We can see the deep melan- 
choly in Flaubert; the driving misanthropism of Maupas- 
sant finding its outlet in a kind of sexual suicide; the self- 
destructive personae of Oscar Wilde; the compulsive es- 
cape into storytelling, made routine, by Trollope; the eu- 
phoria of the comic writers, all clowns grimly smiling at 
man's vanity fair and choking back their tears. I would 
focus, however, on Tolstoi, whose profoundest novel I 
feel is not War and Peace, in which we have a distinctly 
depressed hero, »ut Anna Karenin. It has been read and 
is read as a novel of a grand passion, of a love that tran- 
scends social boundaries, of the wages of sin, which are 
death. I do nct read it only in this way. Anna Karerin isa 
supreme novel of tristimania. That is its real subject, be- 
hind the stories of love and marriage and unhappy fam- 
ilies and unhappy lovers. 

Most readers remember Anna as a creature of beauty 
and radiance, an embodiment of the ewige weibliche, the 
eternal feminine, as we see her at the great ball, at the 
center of the scene. She falls in love with Count Vronsky, 
and their passion consumes them, especially Anna, for 
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Vronsky is an empty man. As always, passion collides 
with realities. We read of Anna’s mounting despair and 
her terrible fantasies; we see the disintegration of her 
poised societal self. The beautiful, seemingly poised, and 
self-sufficient noblewoman has no inner resources; once 
the society on which she leans and where she found her 
identity is removed she, too, is an empty vessel. She 
throws herself in front of a train with the suicide’s char- 
acteristic aggression against the world: “There,” thinks 
Anna, as she falls, '*I will punish him and escape from ev- 
eryone and from myself." The classic fantasy: annihila- 
tion of self is annihilation of the world and one's sup- 
posed enemies. 

Readers have been so caught up in the passion of Anna 
and Vronsky and the qualities of the love story that they 
pay less attention to Levin, whose history runs parallel to 
that of Anna. Levin is interested in managing his estate, 
in farming, in his peasants. He likes hard work, yet it 
leaves him dissatisfied. Even his marriage, a good one, 
does not suffice. After the death of his brother, his depres- 
sion comes to the surface. He tries to distract himself, but 
he cannot escape his despair. He sees the light only after 
a long and sustained inner debate. Then, grasping that for 
every man there is nothing in store but suffering, death, 
and forgetfulness, he makes up his mind that life is im- 
possible and that he must either interpret life so that it 
would. not present itself to him as the “‘evil jest of some 
devil" or shoot himself. Levin does not shoot himself. He 
does not throw himself in front of a train. He accepts the 
jest. Anna represents the depression that ends in self-an- 
nihilation. Levin represents the depression of the exis- 
tentialist who knows what he faces and that the options 
are his. He will muddle through (10, pp. 830-832, 853). 

We can go beyond this in literary psychology to ask 
ourselves why did Tolstoi write such a novel. The bio- 
graphical facts are available. Tolstoi was going through a 
profound crisis when he was working on Anna. He was 
an acclaimed artist, a master of his craft, but his soul 
sickness ran deep. He seems in this work to have split his 
tristimania into the feminine and the masculine, the artist 
side of himself and the practical land-owning nobleman. 
A depression split into two is still depression. The artistic 
feminine side is killed off in the novel. To take a great 
leap, to defy the social order in which Tolstoi was bred, 
was too much for him; the emotions and the internal 
clamor are therefore stilled, and the rational side pre- 
vails. Anna dies; Levin lives on in existential despair; and 
Tolstoi lived on, abandoning his writing for some years 
and adopting a simplified Christianity, mingling his reli- 
gious feeling with his agrarianism. Ultimately he re- 
turned to art, to write The Death of Ivan Ilytch and Res- 
urrection. Death and resurrection: the titles tell us that 
the debate continued until he was over 80 years old, to the 
day he died at a wayside railway station. Symbolically, he 
lived out the death of Anna in a railroad station, but 
without her violent act. Trains and horses—the leap and 
the journey—speak in Tolstoi as symbols of the eternal 
struggle of art and ideas in this man. 

A part, then, of what Henry James called the madness 
of art resides in the artist's search for some exit from the 
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labyrinth of the imprisoned and despairing self— the ver- 
bal structure, the philter, the anodyne, that will somehow 
provide escape and surcease. There are times when a 
work of art that provides total healing is achieved; it has 
happened in certain instances. Often, then, the artist 
ceases to produce. The single book, the single play, the 
series of poems, have given full expression to what needed 
to be said. Ralph Ellison's Invisible Man seems to be 
such a work, although we must not prejudge Ellison’s po- 
tential productivity. It is a case of the artist moving from 
personal struggle and imagination into reality and then 
having no further need or impulse or material to go on 
shaping works of art. The classical example, I suppose, is 
the French symbolist poet Arthur Rimbaud, who revolu- 
tionized French poetry between his 15th and 25th years 
and then became a merchant in Ethiopa. He died un- 
aware that he was a poetic legend tn France. 

In the literature of the United States, I have always felt 
that an ambiguous element enters: advertising and suc- 
cess sometimes kill off our young geniuses; they are not 
allowed their catharsis. Exalted prematurely, they devel- 
Op a success neurosis. On the other hand, I have always 
found the case of Edith Wharton illuminating. She felt 
imprisoned by wealth, society, and her conventional and 
sterile marriage. Having written a novel about this im- 
prisonment, The House of Mirth, in which her heroine 
commits suicide, she was able to go on to self-realization 
as a woman and as a woman of letters. She discovered the 
life of passion and the passion of life. I think she contin- 
ued to write more out of habit than out of fundamental 
need. Writing was an exercise, a form of emotional calis- 
thenics for her fine intelligence and her admirable lucidi- 
ty. She had become accustomed to verbalizing her experi- 
ence; nothing else sufficed. Only Ethan Frome and The 
Age of Innocence among her later works come close to 
the intensities of The House of Mirth. These later books 
contain all of her skills and distinctions without the early 
storm of feeling (11). 


THE ARTIST AND PSYCHOTHERAPY 


Let me reiterate: it has not been my intention in de- 
scribing the madness of art to suggest to psychiatrists 
that art is an illness. I speak simply in the sense in which 
Max Beerbohm, asking someone to meet him in a certain 
pub frequented by writers, warned his friend he would see 
a lot of depressed people sitting around the bar. These," 
he said, “will be the wrizers." Perhaps I can best convey 
the matter of my reflections by referring to Edmund Wil- 
son's essay called "'Philoctetes The Wound and the 
Bow.” (12, 13). Philoctetes, in the Sophoclean drama, 
was the owner of an extraordinary bow given him by 
Hercules; he was the mightiest bowman among the 
Greeks and badly needed during the Trojan war. How- 
ever, he had suffered a snakebite, and the smell of his sup- 
purative wound, which refused to heal, made him 
unapproachable. The Greeks confined him to an island as 
if he were a leper. He lived here in a state of chronic ill- 
ness, distracted by loneliness and neglect, in constant fe- 


ver, having seizures as his wound filled and then some re- 
mission as the poison was discharged. 

Wilson used Philoctetes as a symbol of the artist, who 
possesses a great craft, his bow, but also a wound, which 
sometimes makes him—independent and prophetic as he 
can be—a figure outside of society and, as it were, a 
stench to the nostrils of his followmen. In the largest 
sense, the poet and his extraordinary imagination and 
verbal audacities is above and beyond the normal mea- 
sures of society. Wilson went on to tell how Ulysses de- 
cides to steal the magical bow of Philoctetes and use it to 
fight the Trojans. He sends a young man, Neoptolemus, 
who is appalled by the stench and overwhelmed by the 
suffering of Philoctetes. In his humanity, Neoptolemus 
realizes that the bow is useless without the bowman; he 
therefore addresses himself to aiding the wounded man. 
He struggles against Philoctetes’ hostility and finally 
takes him to Aesculapeus, who cures him. 

Wilson’s interpretation suggests that society has to 
learn to live with its nonconforming artists, to accept 
them, to understand them, and to nurse their madness of 
art instead of making them outcasts. Wilson wrote that it 
is in the nature of things that society should be disturbed 
by the individual who often upsets the usual ways of life 
like Philoctetes. The emissary in Wilson’s parable be- 
comes, I would suggest, the beneficent critic, who, instead 
of sitting in judgment or "using" the artist, provides un- 
derstanding, sympathy, and help. Although his unique- 
ness seems to exclude the artist from the normal fellow- 
ship of man, Wilson implied, there must be ways of using 
that uniqueness rather than proscribing it as if it were 
leprosy. 

Many great artists are aware that they live with their 
devils and struggle constantly to make their peace with 
them. Rilke refused psychoanalysis, saying, "Leave me 
my demons." Joyce recoiled when Jung offered to ana- 
lyze him and scoffed in his special way about “Doctor 
Jung the Swiss Tweedledum who is not to be confused 
with the Viennese Tweedledee, Dr. Freud." He called 
psychoanalysis a form of blackmail. I think both of these 
artists intuitively realized that to disposses themselves of 
their demons would strip them of the defenses they had 
built up from their earliest years and leave them vulner- 
able. The opposite of these are the able men, the men of 
talent who, unaware of the demonic within, have through 
psychoanalysis discovered their demons in a process of 
self-examination. Edwin Muir was such a man. A writer 
and translator, he emerged from a period on the couch as 
a distinguished poet; he had discovered the lyrical side of 
himself that he had suppressed for many years. 


ART AS ARTICULATION OF THE HUMAN CONDITION 


My concern has been with the phenomenon of depres- 
sion in art. It might be said that [ have perhaps empha- 
sized the obvious. One might argue that the pursuit of 
happiness, as Benjamin Rush's contemporaries formu- 
lated it, was indeed a "pursuit" and that one did not find 
the womb a place of eternal bliss, although this is gener- 
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ally assumed. I rather think that in the womb the babe, 
nourished by the mother, is imprisoned in the mother's 
physical and mental feelings, that we find here a pre- 
paredness for both the bliss and bale of the human condi- 
tion. In literary art, however, we find the human condi- 
tion articulated for us as nowhere else. Take any 
anthology and read poems at random and you cannot but 
be struck by the underlying sadness even in poems of joy. 
the constant reiteration of the pain of love, the euphoria 
that can be a mask of despair, the common recognition 
that we smile but we also sigh, that we laugh but alsc 
shed tears, and that the shedding of tears is itself an act of 
need and of release. Shakespeare assured us in one of his 
moods that “present mirth hath present laughter,” but a 
few lines farther he hit us with a truth that we all know 
too well, “Youth’s a stuff will not endure." In “Lines,” 
Tennyson, filled with delight by memories of childhood 
after a few lines of rediscovery finds, 


Gray sea banks and pale sunsets—dreary wind, 
Dim shores, dense rains, and heavy-clouded sea! 


What majestic desolation of feeling! Turning at ran- 
dom in a search far relief, I plunge into the “lamb white 
days" of Dylan Thomas’ “Fern Hill" and see how he was 
"happy as the grass was green." Moving with him 
through his sun-long days and moon-long nights, I never- 
theless reach the last two lines: 


Time held me green and dying 
Though I sang in my chains like the sea. 


Death sits beside every man, but death seems to have 
many incarnations in the lives of poets, who summon him 
as an ever-present stranger at the feast. In "How Do ] 
Love Thee," Elizabeth Barrett Browning counts the ways 
of her love freely, purely, “with the passion put to use /In 
my old griefs, anc with my childhood's faith." But her 
last line is a prophecy of parting: "I shall but love thee 
better after death." Then we have Edna Millay, the waif 
of the 1920s, summoning in “What Lips My Lips Have 
Kissed" the elegiac—for all poesy seems to be elegy: 


I cannot say what loves have come and gone; 
I only know that summer sang in me 
A little while, that in me sings no more. 


I will not play this game of random questing for poetic 
melancholies. Why need I when I can turn to Keats and 
find his supreme “Ode on Melancholy,” an epitome of 
the death-in-life ard life-in-death of the artist. I need not 
quote to you his enumeration of the anodynes for his 
mourning—nightshade, yew, beetle, death-moth, and 
Lethe for disremembrance, out of which he sails inte the 
world's life, but I would quote the following: 


Then glut thy sorrow on a morning rose, 
Or on the rainbow of the salt sand-wave, 
Or on the wealth of globed peonies; 

Or if thy mistress some rich anger shows, 
Emprison her soft hand, and let her rave, 
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And feed deep, deep upon her peerless eyes. . .. 
She dwells with Beauty—Beauty that must die... 
Aye, in the very temple of Delight 

Veiled Melancholy has her sovereign shrine. 


When the lament for passing youth is sung, the poet 
may survive to rage with Yeats upon his aging. The list of 
those in art who never reach old age is long; some drown 
themselves en route in the grape or in drugs; others flee 
this world; still others simply sink into impotence. When 
the artist survives, however, full of power, and con- 
templates himself, the geriatric depression permits a tow- 
ering rage like Lear’s against the prisoning of great pow- 
ers in senility of body and mind. In “Sailing to 
Byzantium,” Yeats wrote, “An aged man is but a paltry 
thing, A tattered coat upon a stick." Sometimes this rage 
of art produces the greatest works of all. 

Few are the artists who reach this moment, who work 
through their aging and end with the serenity of Oedipus 
at Colonnus. But when they do they give us supreme and 
enduring art. I think of Michelangelo, his powerful old 
hands still forcing marble to yield to his dreams; of Hen- 
ry James fashioning his three greatest novels; of Y eats's 
sinewy poems that replace the romantic hesitations and 
despair of his younger self; of Johann Sebastian Bach 
musing on the art of the fugue. It is as if there is a final 
summoning of powers and divinities, a final cosmic 
laughter against the ultimate. Perhaps this is after all 
“the better chance’’—not reliving the old life but rewrit- 
ing it into a vita nuova of the years of mastery. Such art- 
ists preempt “‘a place in Time infinitely more important 
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than the restricted one reserved for them in space," as 
Proust said (14). Out of world-sadness, out of tristimania, 
immortal and durable things are brought into being. 


REFERENCES 


I. Butterfield LH (ed): Letters of Benjamin Rush, vol II: 1793-1813. 
Princeton, NJ, Princeton University Press, 195] 

2. Rush B: Medical Inquiries and Observations Upon Diseases of the 
Mind (1812). New York, Hafner Publishing Co, 1962 (facsimile 
edition) 

3. James H: The middle years, in The Complete Tales of Henry 
James, vol IX. Edited by Edel L. Philadelphia, JB Lippincott Co, 
1964, pp 53-76 

4. Alvarez A: The Savage God: A Study of Suicide. New York, Ran- 
dom House, 1972 

5. Edel L: Literary Biography. Bloomington, Indiana University 
Press, 1974, pp 91-122 

6. Brown EK: Willa Cather: A Critical Biography. Completed by Edel 
L. New York, Alfred A Knopf, 1953 

7. Slote B, Faulkner V (eds): The Art of Willa Cather. Centenary Pro- 
ceedings. Lincoln, University of Nebraska Press, 1974, pp 185-204 

8. Kafka F: Dearest Father (Brief on den Vater). New York, Schock- 
en Books, 1954, pp 138-196 

9. Bell Q: Virginia Woolf. New York, Harcourt Brace Jovanovich, 
1972, pp 40-45 

10. Tolstoi L: Anna Karenin. Translated by Edmonds R. London, Pen- 
guin Books, 1954 

11. Lewis RWB: Edith Wharton. New York, Harper & Row, 1975 

12. Wilson E: The Wound and the Bow: Seven Studies in Literature. 
New York, Oxford University Press, 1947 

13. Edel L (ed): The Twenties by Edmund Wilson. New York, Farrar, 
Straus & Giroux, 1975 

14. Proust M: Time regained, in Remembrance of Things Past. Trans- 
lated by Hudson S. London, Chatto & Windus, 1951, pp 433, 434 


Patterns of Illicit Drug Use in the Army 


BY ROYER F. COOK, PH.D., ROBERT S. HOSTETTER, AND DOUGLAS A. RAMSAY, PH.D. 


The authors collected detailed histories of illicit drug use 
in the Army in individual interviews with a stratified 
random sample of 262 enlisted men at six military posts 
across the United States. Approximately half of the 
sample (N = 128) were classified as drug users; 90 of these 
individuals were identified as career multiple-drug users. 
Most of these subjects used a variety of drugs in 
frequently changing patterns. The authors emphasize 

the individualistic nature of drug use and question the 
appropriateness of an addiction model for most users of 
illicit drugs. 


THERE HAS BEEN à dramatic increase in the use of illicit 
drugs over the past decade in certain segments of Ameri- 
can society, especially those containing large proportions 
of individuals under 25 (1). Several studies have reported 
that substantial percentages of Army enlisted personnel 
use illicit drugs (2, 3). Surveys have been conducted both 
here and abroad to estimate the extent of drug use in the 
military (4-6). Although such surveys have yielded valu- 
able data, many important questions regarding the na- 
ture of illicit drug use remain unanswered. 

This lack of conclusive information is a function to a 
considerable degree of reliance on the cross-sectional sur- 
vey questionnaire method, which tends to convey a static 
representation of the phenomenon, concealing much that 
is idiosyncratic about drug use and yielding data which 
necessarily conform to preconceived response categories. 
There is growing evidence, however, that organizing drug 
use questionnaires around particular substances has 
masked some of the dynamics of individual drug use and 
that many individuals vary the frequency and type of 
drugs they use (7, 8). Research efforts providing a more 
complete characterization of varieties of drug use be- 
havior have previously been limited to civilian samples 
(9-11). 

The present research was designed to provide a more 
complete picture of the history and patterns of illicit drug 
use among a typical sample of young soldiers (average 
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age = 21.7 years). Specifically, we investigated the times 
at which use of a drug began and how the level and vari- 
ety of drug use shifted during several stages of the use ca- 
reer. In order to avoid the problems associated with the 
questionnaire method, data were gathered by in-depth in- 
dividual interviews. 


METHOD 


Data were collected from 266 Army enlisted personnel, 
in the first five pay grades, located at six posts in different 
areas of the continental United States. A stratified ran- 
dom sampling procedure based on the last two digits of 
social security numbers was implemented by designated 
contact officers at each post. Data were obtained in one- 
to-one in-depth interviews conducted as informallv as 
possible, with the idea of giving the respondents the im- 
pression they were in a rap session. Since no time limit 
was imposed, interviews varied from 20 minutes (for a 
few nonusers) to 3 hours. The typical interview was con- 
ducted during duty hours in small private rooms 
equipped with lounge-type chairs or couches. The inter- 
viewers were two men in their mid-30s with longish hair 
and fashionably casual dress. 

Interviews were tape-recorded for later analysis and 
therefore began with an introduction stressing the com- 
plete confidentiality of responses and explaining the pur- 
pose of the study. The initial questions were nonsensitive 
and related to various aspects of Army life such as job 
satisfaction, living conditions, and opinions about lead- 
ership. These questions, designed to establish rapport and 
put the subject et ease, were followed by a reconstruction 
of career drug use histories. The use frequencies for each 
drug were ascertained for each of the following time peri- 
ods, where applicable: 1) grammar and/or high school, 2) 
between school and the Army, 3) basic combat training, 
4) advanced individual training, 5) Viet Nam, 6) Korea, 
7) Germany, 8) prior U.S. post, 9) current post. The usual 
procedure was to take each drug separately from first ex- 
perience to current use. Nonusers were asked about tneir 
perceived reasons for noninvolvement. 


Sample Classification Criteria 


The sample was classified according to career drug use 
and current use. Alcohol, caffeine, nicotine, and legally 
obtained prescription drugs were not considered. All re- 
spondents were classified as multiple users, marijuana- 
only users, or nonusers on the basis of the following cri- 
teria: 
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1. Multiple users. Individuals who had used more than 
one drug illegally on a regular basis for one month or 
more at some point in their drug use career. 

2. Marijuana-only users. Subjects who had used mari- 
juana at least three times a week for one month or more 
but had never regularly used any other illegal drug. 
(Some experimental use of other drugs is also represent- 
ed in this group.) 

3. Nonusers. Those who have never used any drug ille- 
gally and those who are very light users of marijuana or 
who have not regularly used any other drug illegally. 

The post hoc typology given above is different from 
those typically encountered in the literature, although 
Greden and associates (6) used similar criteria. We feel 
this classification realistically characterizes the drug use 
behavior of the young men in our sample. In this study 
we are using the term “‘drug use behavior” to mean some 
continuing activity rather than merely brief exposure. 
Many teetotalers have been exposed to alcohol, but it 
would be inappropriate to include them at any level of al- 
cohol use. 


RESULTS 
General Drug Use 


Of the sample of 262 enlisted men (excluding data 
from 4 WACs), 91 individuals (34.7 percent) reported 
multiple drug use at some time. In addition, 14.1 percent 
reported use of only marijuana three times a week or 
more, yielding a total drug user sample of 128 (48.8 per- 
cent of the total sample). The 134 individuals in the non- 
user group represented 51.1 percent of the sample. (One 
individual in the multiple drug use category did not pro- 
vide data on current use and is therefore not included in 
these figures.) Of the career multiple users group, 51 per- 
cent reported current multiple use, 30 percent said they 
were currently using only marijuana, and 19 perceni re- 
ported that they were not currently using any drugs ille- 
gally.. Thus, in terms cf current use, 17.6 percent of the 
261 subjects who provided data were classified as 
multiple users, 24.5 percent as marijuana-only users, and 
57.9 percent as nonusers. 

Table 1 provides a more detailed picture of the current 
drug use of the 90 career multiple users. Current daily use 
of marijuana was reported by 35 of these subjects (39 per- 
cent of the multiple users and 13.4 percent of the total 
sample). In addition, regular use of marijuana was re- 
ported by 53 of the multiple users (59 percent of this 
group and 20.3 percent of the total sample). There were, 
however, no current daily users of any drug other than 
marijuana, and only 8 subjects (8.9 percent of the total 
sample) reported regular use of other drugs. 


Initiation of Drug Use 


Initiation of drug use was assigned to the nine time 
frames listed in table 2. Not every time frame was appli- 
cable to each individual—some entered the Army direct- 
ly from high school, some had not served overseas, and 
some had not served at any other post in the United 
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TABLE 1 
Current Use of Career Multiple- Drug Users ( N 290) 


Type of Current Use* Number Percent 
Daily marijuana/hashish use, sporadic use of 

other drugs 23 25.6 
Daily marijuana/hashish use, regular use of 

other drugs 7 7.8 
Regular marijuana/hashish use, sporadic use of 

other drugs 10 11.1 
Regular marijuana/hashish use, regular use of 

other drugs 0 0.0 
Sporadic marijuana/hashish use, sporadic use of 

other drugs 4 4.4 


Sporadic marijuana/hashish use, regular use of 
other drugs 0 

Sporadic use of drugs others than marijuana l 

Regular use of drugs other than marijuana l 

Daily use of drugs other than marijuana 0 

Daily marijuana/hashish use only 3 

Regular marijuana/hashish use only 18 18.9 

Sporadic marijuana/hashish use only 14 

Nonuse of any drug 17 


* Daily use= more than 20 days per month, regular use- 4 to 20 days per month, 
and sporadic use = less than 4 days per month. 


States. Furthermore, the span of the time frames varies 
greatly; comparisons across time frames must be made 
carefully. Table 2 shows the time frame in which each 
class of drug was started. The computations for drug 
class are based upon the first use of any drug within that 
class but do not include drugs tried once but not used 
subsequently. 

Table 2 shows that more of the multiple-drug users 
started use in high school than any other period. A review 
of the data for specific drugs revealed that this was par- 
ticularly true for marijuana, LSD, amphetamines, and 
barbiturates. With the exception of drugs in the opiate 
class, over 50 percent of the users began their use of each 
drug class before they entered the Army. However, ap- 
proximately one-third of the group started using am- 
phetamines, barbiturates, and hallucinogens while in the 
Army. Table 2 also shows that there was very little initia- 
tion of use in the initial phases of Army life, i.e., during 
basic and advanced training, and that those who started 
after entering the service were much more likely to have 
done so after they were established at a given post. 


Varieties of Drug Experience. 


The 90 individuals classified as career multiple-drug 
users were divided into three subgroups on the basis of 
their current use. À comparison of these subgroups with 
respect to the number of different drugs tried and used 
showed that as one proceeds from the category of cur- 
rently drug abstinent, through current use of marijuana 
only, to current multiple drug use, there is a steady pro- 
gression in the total number of drugs tried and used dur- 
ing the use career. The career mean numbers of drugs 
tried and used, respectively, for each of the three groups 
were as follows: currently abstinent, 3.8 and 2.7; currently 
using only marijuana, 4.7 and 3.3; and currently using 
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TABLE 2 
Time of First Use of Various Drug Categories for the 90 Career Multiple Drug Users, in Percents 


Drug 
Marijuana Hallucinogens Stimulants Depressants Opiates Solvents 
Time Period (N =90) (N=77) (N =64) (N = 56) (N =31) (N24) 
High school 70.0 46.8 39.1 44.6 22.6 100.0 
Between high school and Army 20.0 20.8 26.5 19.6 19.3 0.0 
Basic training l.l 1.3 0.0 0.0 0.0 0.0 
Advanced individual training 2.3 5.2 0.0 1.8 3.2 0.0 
Viet Nam 1l 3.8 12.4 5.4 35:5 0.0 
Korea 1.1 2.6 0.0 1.8 6.5 0.0 
Germany E 1.3 1.6 1.8 0.0 0.0 
Other U.S. post 0.0 2.6 1.6 0.0 0.0 0.0 
Current post 3:3 15.6 18.8 25.0 12.9 0.0 


multiple drugs, 5.9 and 4.9. A comparison of the three individual multiple-drug users. 
subgroups revealed differences in patterns of past use. Figure | depicts the relatively simple use pattern of an 
Higher percentages of current multiple users had used individual who used only three different drugs and had 
rather than just tried drugs, particularly with regard to not used any drug before he arrived at the post where the 
hashish, LSD, amphetamines, and cocaine. In contrast, — interview was conducted. This soldier began using mari- 
the career multiple-drug users who were currently absti- juana approximately 3 months after he arrived on post 
nent had a fairly limited variety of drugs in their use his- and used it 5 to 12 days a month for a period of 3 months. 
tories. Following this, his use of marijuana increased to daily 
The career multiple-user group may also be classified use for a period of about 9 months. During most of these 
on the basis of the specific combinations of drugs they two periods of marijuana use, he was also using mes- 
have used. Using the five drug categories, this group was caline for 1 to 4 days a month. Then, for a 2 /? month pe- 
sorted according to number of classes used, as shown in riod, he used heroin and stopped the use of both mari- 
table 3. Not all possible combinations of drug use are juana and mescaline because, as he stated, heroin was so 
represented, and some combinations are more heavily expensive that he could not afford the other drugs. He 
represented than others. The size of the sample was too stopped using heroin because he met a girl who was not a 
small to permit generalization to the larger population of drug user. He did, however, return to the pre-heroin lev- 
Army enlisted personnel, but these data do illustrate the els of marijuana and mescaline use. 
variety of drug experience. Figure 2 represents a user of five drugs who began drug 
use at the age of 15. As can be seen, he was using a num- 
ber of drugs sporadically within any given time period, 
In order to illustrate the complexity that is sometimes while maintaining a high level of use of at least one drug 
hidden within the traditional aggregate data presentation during his entire use career. 
format, we will present a few examples of use patterns of Figure 3 shows the use pattern of a nine-drug user who 


Drug Use Patterns 


TABLE 3 
Combinations of Drugs Used by Multiple Drug Users (N — 90) 





Number of Users 





Number of Drug Categories Used Marijuana Hallucinogens Stimulants Depressants Opiates 
2 (N=19) 9 9 — — -- 
6 --- 6 = — 
] — — I — 
3 — — — 3 
3 (N 224) 12 12 12 — — 
6 6 — 6 — 
3 3 — — 3 
3 — 3 3 TA 
4 (N 2 24) 24 24 24 24 — 
4 4 4 = 4 
] i — ] l 
5(N=18) 18 18 18 18 18 
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FIGURE | 
Pattern of Use by a Three-Drug User 


A = Marijuana 
B = Mescaline 
C = Heroin 
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Arrival at post Interview 


TIME (MONTHS) 


had a period of heavy drug use in the period immediately 
before entering the Army, and who, at the time of the in- 
terview, was using marijuana daily and maintaining peri- 
odic use of LSD and THC and sporadic use of hashish. 
While he was not using barbiturates, methadone, or am- 
phetamines at the time of the interview, he indicated that 
he would probably return to the use of these drugs in the 
future. 


DISCUSSION 


The patterns of illicit drug use shown in these data 
would have been buried in the aggregate data presented 
in previous depictions of drug use in the military (5, 6). 
Analyses based upon individuals rather than substances 
reveal complexities of drug use behavior that go beyond 
the findings of previous survey research. 

These data indicate that marijuana was the drug used 
with singular consistency. Individuals who moved toward 
the use of harder drugs tended to use a variety, typically 
from three to five different drugs. While preferences exist 
among these multiple-drug users, the drug used in a given 
instance appears to be a function primarily of availability 
rather than the result of a compelling desire to seek out 
and use that drug. Beyond such gross classification as 
those used here, i.e., nonuser, marijuana-only user, and 
multiple-user, the typologies based on particular sub- 
stances or drug class do not hold. 

The histories of multiple-drug users indicate that drug 
use in the service tends to be a continuation of use in civil- 
ian life. (The notable exception, heroin use, is almost en- 
tirely a function of the Viet Nam experience.) The data, 
then, support the findings of Callan and Patterson (4), 
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FIGURE 2 
Pattern of Use by a Five-Drug User 
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FIGURE 3 
Pattern of Use by a Nine-Drug User 
A = Marijuana 
B = LSD 
C = Amphetamines 
D = Barbiturates 
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i.e., much, if not most, of the illicit drug use in the mili- 
tary is "inherited" from the civilian community. This 
finding, however, should not obscure the fact that ap- 
proximately one-third of the multiple-drug users began 
their use of hallucinogens, stimulants, and depressants in 
the service. 


The fact that all of the multiple-drug users were mari- 
juana users as well and that in a majority of cases this 
was the first illicit drug used brings the "stepping-stone" 
hypothesis to the fore. The strong form of this argument, 
that marijuana use leads almost inexorably to the use of 
“harder” drugs, has generally been discredited. Our find- 
ings that some career multiple users were currently using 
only marijuana and that some marijuana-only users had 
tried but not used a variety of other drugs have a more 
distinct implication—that drug involvement is a quan- 
titative rather than a qualitative attribute. Individuals ap- 
pear to be distributed along a single continuum, i.e., the 
tendency to use mood-altering substances. If the tenden- 
cy is relatively weak, the individual will have used only 
those substances for which deterrents are also relatively 
weak. The deterrents presumably include price, difficulty 
of procurement, and perceived risks (dangers of toxicity, 
dependency, consequences of apprehension, and per- 
ception of moral sanctions). If the tendency is stronger, it 
will be reflected by a further progression through this 
combined deterrent dimension. Thus, the data may be in- 
terpreted as consistent with a somewhat unidimensional 
struggle between two opposing force vectors. 

The present research underscores the fact that the 
large majority of drug users in the military are neither 
addicted in the pharmacological sense nor using opiates 
exclusively. Rather, as vividly displayed in the three fig- 
ures illustrating use patterns, these individuals use a vari- 
ety of drugs in frequently changing patterns. Programs 
that include involuntary identification of illicit drug use 
should be cognizant of the extent and kind of in- 
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volvement for each individual case. Programs that are 
predicated on an addiction model may be inappropriate 
for the typical user, since the majority of those risking 
identification are probably not physically addicted to any 
particular substance. 
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The APA Executive Committee decided to move the May 10-14, 1976 APA Annual Meeting 
from Atlantic City to Miami, Florida, after hearing the APA Meetings Management Depart- 
ment report that it had ascertained that a major Atlantic City hotel had inadvertently com- 
mitted several hundred rooms to another organization during the week the APA meeting was 
scheduled. This would have left APA with the unacceptable alternative of using a myriad of 
scattered small hotels in the Atlantic City area. [t has been confirmed that Miami Beach can 


accommodate the meeting. 


Further arrangements and developments will be reported in future issues of Psychiatric News. 
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The Lithium Clinic: A New Model for the Delivery of Psychiatric Services 


BY RONALD R. FIEVE, M.D. 


Advances in the diagnosis of recurrent affective disorders 
and consistently high levels of lithium prophylaxis have 
made it possible to treat manic-depressive disorders on 
an outpatient basis. The author describes the experiences 
and organization of a lithium clinic that has operated for 
15 years. Utilizing the services of trained paramedicals 
and a small medical staff, the clinic has efficiently served 
a large patient population. The author suggests that 
centers using this model could serve the community by 
increasing the availability of specialized psychiatric care. 


ALTHOUGH SOME PROGRESS has been made toward the 
development of community mental health care centers, 
we still hear about the inadequate efforts of state depart- 
ments of mental health to decentralize the large, anti- 
quated state hospitals into smaller units. The urgent need 
to increase the availability of psychiatric services at the 
community level has been recognized for some time. A 
master plan established during the Kennedy administra- 
tion proposed the organization of specific catchment 
areas in the community, which would then be served by 
the community mental health centers. The plan requires 
that these centers have a number of outpatient facilities 
and that they provide direct access to an attached in- 
patient hospital unit where brief hospitalization, day 
care, and long-term care are available when necessary. 

Serious criticism has been leveled at this excellent 
blueprint. The transition from the large, state-operated 
public mental institution to the new, smaller community 
mental health center means that more patients will live at 
home, returning only for outpatient treatment. Many 
citizens are alarmed, frightened, and angry about this de- 
velopment, and they have accused the state departments 
of mental health of abandoning their responsibility by re- 
turning sick patients to the community. 

The issues involved are too numerous and complicated 
to be fully discussed here. In addition, I am not an expert 
in the field of community health planning. rIowever, the 
ongoing psychiatric research at the New York State Psy- 
chiatric Institute over the last 15 years has led to a large 
outpatient population with affective disorders, which has 
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Research, Lithium Clinic and Metabolic Unit, New York State'Psychi- 
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forced us to become involved with the community and its 
mental health leaders. 

In our research and treatment of affective disorders, 
we have been concerned with determining whether it is 
possible to achieve successful long-term outpatient lith- 
ium prophylaxis of affective disorders and to keep the 
patient an essentially well member of the community. 
There are many data (which I will summarize) demon- 
strating a consistently high level of success with lithium 
prophylaxis. Furthermore, our experience indicates that 
a high level of prevention of mood disorder can be 
achieved in a specialized outpatient clinic. This delivery 
model should be considered as a way of expanding our 
existing community health care facilities. 


CLASSIFICATION OF AFFECTIVE DISORDERS 


The primary affective disorders are generally subdi- 
vided according to the bipolar-unipolar classification of 
Leonhard and associates (1), Perris (2), and the St. Louis 
group (3). 

Bipolar I patients are those who have been hospitalized 
for mania.' Bipolar Il patients have been hospitalized for 
depression only; their hypomanias are usually mild and 
do not require treatment. Bipolar-other patients have 
been treated as outpatients for either hypomania or de- 
pression. The cyclothymic personalities meet the criteria 
for mild mood swings but have not been treated. 

Patients in the unipolar classification are those with 
depression only (1.e., no mania). Unipolar I patients have 
been hospitalized for depression and have a negative fam- 
ily history of mania. Unipolar II patients have been hos- 
pitalized for depression and have a positive family history 
of mania. (This category is rarely seen.) Unipolar-other 
patients have received only outpatient treatment for de- 
pression. The depressive personality meets the criteria for 
depression but has never been treated. 

Although this categorization is still somewhat tenta- 
tive, there are clinical, genetic, and pharmacological cri- 
teria that support such a classification (4). 


PREVALENCE 


Since many individuals with severe affective disorders 
never seek treatment, it is difficult to estimate the preva- 


‘In this category, as well as in the unipolar I category, treatment in the 
home requiring special observation and nursing care is considered 
equivalent to hospitalization. 


lence of manic-depression and recurrent unipolar depres- 
sion. 

In a study published in 1965, Winokur and Pitts (5) es- 
timated that approximately 3 percent of the population 
suffers from clinical depression at any given time. Leh- 
mann (6) gave a figure of 3 to 4 percent, calculated on the 
basis of the number of suicides per 100,000 depressed 
patients. Winokur and Pitts(5) and Lehmann (6) all 
worked with the inadequate figures available in 1964, and 
their samples included only those depressed individuals 
who required treatment. In 1974, Gruenberg (7) found 
that 10 percent of a sample of 309 state hospital employ- 
ees interviewed at work reported a clinically depressed 
mood but were able to function. This sample procedure 
excluded depressions severe enough to necessitate hospi- 
talization or absence from work. Manheimer (8) esti- 
mated in 1974 that 15 percent of the total population of 
this country suffers from depression. In 1973, Cisin (9) 
found that 15 percent of a randomly sampled population 
had depressive symptomatology; in a sampling of two 
California communities, he set the figure at 20 percent. 
These data indicate that there are between 18 and 20 mil- 
lion Americans suffering from depression. 

In a 1964 study in Iceland, Helgason (10) determined 
that the risk of developing an episode of affective dis- 
order during a lifetime is 7.1 percent; this figure 1s an esti- 
mate based on his statistical study of data covering the 
period from 1895 to 1957. The disorders surveyed includ- 
ed manic-depressive psychosis, psychogenic psychosis 
(depressive), and depressive neurosis. The average risk 
was 5.2 percent for males and 9.0 percent for females. 

In a Swedish study based on a sample community of 
2,600 people studied for 10 years, Hagnell (11) found a 14 
percent risk for developing an episode of clinical depres- 
sion before age 60; this figure excludes the major affective 
disorders (psychotic depression, involutional melan- 
cholia, and manic-depressive illness). 


DIAGNOSIS AND TREATMENT 


One survey of the estimated 600,000 discharges from 
general psychiatric inpatient units over a l-year period 
(1970-1971) revealed that 40 percent of the female 
patients but only 17 percent of the males received a pri- 
mary diagnosis of depressive disorder (12). Bertram 
Brown, M.D., Director of the National Institute of Men- 
tal Health, has estimated that half of all hospitalized 
patients over the age of 60 have a treatable depressive ill- 
ness, usually not recognized as such, and that one-third or 
more of all patients seeing general practitioners are suf- 
fering from depression (13). 

It is apparent that the affective disorders continue to be 
seriously underestimated by mental health authorities 
and the general public. Even more alarming is our poor 
record in diagnosing these disorders. 

Based on these prevalence rates, affective disorders re- 
quiring treatment are at least 3 to 4 times more prevalent 
than schizophrenia. In 1970, a United States - United 
Kingdom international diagnostic study (14) showed that 
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psychiatrists in nine state hospitals in the New York met- 
ropolitan area mislabeled 86 percent of all affective dis- 
orders; for example, 63 percent were mislabeled as schiz- 
ophrenia (see table 1). The project diagnostic team found 
38 patients with depressive psychosis and 13 with de- 
pressive neurosis in the sample of 192 patients; the state 
hospital doctors diagnosed only 7 cases of depressive psy- 
chosis and 2 of depressive neurosis in this group. In no 
case was manic behavior correctly diagnosed bv the hos- 
pital psychiatrists as compared with the diagnosis of the 
independent project team. 

This problem of incorrect diagnosis leads to improper 
treatment of affective disorders, which certainly contrib- 
utes to the high readmission and social breakdown syn- 
drome in many of these patients. With improved diag- 
nosis and treatment, the community would have less 
cause to fear that inadequately treated patients would be 
returned to society. 

Inadequate diagnostic and lithium treatment facilities 
exist in many cf our hospitals and community mental 
health centers. One admitting hospital psychiatrist who 
was trained in our lithium program related that none of 
the 5,000 patients seen in his facility had been given a 
diagnosis of manic-depression—nor was lithium being 
dispensed. Recently, our team visited another state hospi- 
tal unit with a population of 2,000 outpatients and 300 in- 
patients. No formal lithium facilities existed; very few 
patients were receiving lithium. Surely, a change in the 
detection and treatment of affective disorders is 1n order 
if lithium treatment is as good as its proponents say it is. 


EFFECTIVENESS OF LITHIUM TREATMENT 


The work of Cade (15), Schou (16), our group at the 
New York State Psychiatric Institute, and others has es- 
tablished the efficacy of lithium in the treatment of 
mania. What is not so well known is whether lithium can 
prevent future episodes of depression in bipolar manic- 
depression and, particularly, whether it is effective pro- 
phylactically in the unipolar recurrent depressive dis- 
orders. During our [5 years at the Lithium Clinic, we 
have accumulated data on the efficacy of lithium prophy- 
laxis in mania as well as depression in both bipolar and 
unipolar affective illness. 

The double-blind lithium discontinuance studies of 
Baastrup and associates (17), Melia (18), and Hullin and 
associates (19) provided data indicating that relapse oc- 
curred in 51 percert (N=25) of the bipolar patients on 
placebo. Relapse occurred in only 11 percent (N=6) of 
the group maintained on lithium. In the lithium-placebo 
randomization studies of Coppen and associates (20), 
Prien and associates (21), Fieve and Mendlewicz (22), 
and Stallone and associates (23), 62 percent of the aggre- 
gate of 60 bipolar patients responded to lithium treat- 
ment, while only 5 percent of the 61 placebo-treated 
patients responded. Employing a third design (a cross- 
over study), Cundall and associates (24) obtained similar 
results. 

Double-blind lithium prophylaxis studies with unipolar 
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THE LITHIUM CLINIC 


TABLE 1] 


Comparison of Diagnoses of 192 Patients by New York State Hospital Psychiatrists and Main Project Team* 


Main Project Team's Diagnoses 


Schizo- Depressive Depressive Other Personality Alcoholic Drug — Organic Other 
State Hospital phrenia Psychoses Mania Neuroses Neuroses Disorders Disorders DependencePsychoses Disorders 
Psychiatrists Diagnoses NW (N=56) (N=38) (N=iD (Ne=!13) (N =3) (N«8)  (Nz44) (N26) (N-5) (N-8) 
Schizophrenia 118 50 24 10 8 3 5 HI 3 2 2 
Depressive psychoses 9 I 7 — — — — — — — l 
Mania 1 — I — — — = — — — = 
Depressive neuroses 3 — — — z e = — l — — 
Other neuroses 5 l l — 2 — l — - - — 
Personality disorders 2 — — — — mo | | — -— — 
Alcoholic disorders 38 | 2 — | -— l 32 — l - 
Drug dependence — — — — -— — — — — — — 
Organic psychoses 10 2 — i — — — — 2 2 3 
Other disorders 6 | 3 — — = ~= — — — 2 


* Based on Cooper and associates (14, p.105). 


subjects have also provided encouraging data. In the lith- 
ium discontinuance study by Baastrup and asso- 
ciates (17), 53 percent of the 17 unipolar patients receiv- 
ing placebo suffered relapse within 6 months, but there 
was no relapse among the 17 patients maintained on lith- 
ium. In the lithium-placebo randomization studies of 
Coppen and associates(20) and Fieve and asso- 
ciates (25), 25 percent of the aggregate of 24 placebo sub- 
jects responded to placebo, while 86 percent of the aggre- 
gate of 21 lithium subjects responded to treatment. Prien 
and associates (21) and Fieve and associates (25) studied 
a total of 35 placebo and 37 lithium unipolar subjects 
over a 2-year period and found that 6 percent were with- 
out failure on placebo and 34 percent were without fail- 
ure on lithium. In our lithium-placebo study of unipolar 
patients (25), we found the mean number of depressive 
episodes per year to be 2.7 times higher for placebo- 
treated patients than for lithium patients (1.6 versus 
0.59). 


THE LITHIUM CLINIC: A SERVICE DELIVERY MODEL 


During the 15 years in which we have developed our re- 
search, training, and treatment program in the Lithium 
Clinic, we have also evaluated our manpower utilization. 
The clinic population consists of approximately 150 man- 
ic-depressive (bipolar) and recurrent depressive (uni- 
polar) patients. We undertook an experiment with a serv- 
ice delivery model in our efforts to conduct research while 
providing an effective, efficient system for the care of this 
recurrently ill population. 


Clinic Organization and Procedures 


Patients accepted into the clinic are diagnosed inde- 
pendently by two psychiatrists as having either manic-de- 
pressive or recurrent depressive illness. Bipolar I patients 
are all placed on lithium initially, with whatever addition- 
al medications are necessary until stabilization is 
achieved. After informed consent is obtained, bipolar II 
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and unipolar patients are randomized to lithium or pla- 
cebo, as described in previous double-blind stud- 
ies (22, 23). The patient load is handled by one super- 
vising psychiatrist, four or five paramedical personnel, 
and rating teams. The rating team personnel, consisting 
of a psychiatric nurse and one or two aides, varies from 
week to week, so that no patient is seen frequently by the 
same staff members. All team members have at least a 
high school education, good general intelligence, and 
high work motivation; some are employed in our in- 
patient metabolic research unit, where affective disorders 
are the major conditions seen. 

All team members have been trained and supervised by 
a psychologist or psychiatrist in the administration of a 
structured interview, a modified version of the Hamilton 
mood and behavior rating scale (26). The 18 depression 
items and 13 mania items on the scale are all rated for se- 
verity. The rating teams interview each patient, usually in 
pairs. Blood samples are taken at each clinic visit, and the 
technicians alert the medical staff if serum lithium levels 
are too high or too low. 

New patients are seen once a week until they are stabi- 
lized on lithium and clinically well, at which time they 
come in every 4 weeks for clinical evaluation, behavior 
and mood ratings, and serum lithium monitoring. A phy- 
sician is called in onlv if the patient requires a change in 
dosage, is experiencing mood change, or shows possible 
symptoms of toxicitv. Fictitious serum levels are pro- 
vided for the placebo patients in order to maintain the 
double-blind conditions. If a patient experiences an affec- 
tive episode, a physician prescribes additional medication 
until the episode subsides. 

The Lithium Clinic is held once a week for 2 hours and 
is attended by the entire group of 150 patients each 
month. (The name Lithium Clinic is a misnomer in the 
sense that other drugs are given and other services, in- 
cluding social work, nursing, and referral, are provided. 
We have tried calling it the “‘affective disorder clinic" and 
the “recurrent depression clinic," but staff and patients 
have perpetuated the current name.) 


Manpower Utilization 


This clinic model makes optimal use of its small medi- 
cal staff by maximum utilization of paramedicals. This 
enables us to manage a large patient population quickly, 
inexpensively, and safely. The traditional model of 
patient-problem and psychiatrist has been shifted to 
patient well-care and rating team with a supervising psy- 
chiatrist. Our focus in the clinic is on the presence or ab- 
sence of an affective episode, and the staff makes little at- 
tempt to deal with the interpersonal or intrapsychic 
problems of the patients, except as they relate to mood. 
Well-care during the symptom-free period has resulted in 
decreased psychiatric contact and increased emphasis on 
the use of nonphysician rating teams. 


In order to evaluate manpower utilization in the clinic, 
.20 patients who had been maintained on lithium carbon- 
ate and supervised by the same psychiatrist for 78 weeks 
were selected for analysis (27). These 20 patients were 
middle-class individuals with an average age of 52 years. 
They had all had at least two affective episodes in the 2 
years before entering the clinic and had been diagnosed 
as suffering from bipolar or unipolar affective disorder. 


Of the bipolar patients, 14— 10 men and 4 women, with 
an average age of 52.1 years—remained free of affective 
episodes and did not require the direct services of a psy- 
chiatrist during the 78-week period. A failure was defined 
as the need to see a psychiatrist, usually because of an af- 
fective episode. The failure group was composed of 3 men 
and 3 women, half of whose clinic visits required psychi- 
atric intervention. Thus the clinic rating teams were able 
to conduct 73.4 percent of all visits without consultation 
with the clinic psychiatrist. One patient was hospitalized, 
on an elective basis, for a moderate depressive episode to- 
ward the end of the 64th week of the study. The 6 manic- 
depressive patients who required psychiatric intervention 
suffered 2.5 times as many depressive episodes as manic 
episodes. The average duration of a treated depressive 
episode was 2.3 times that of a manic episode (6.3 weeks 
versus 2.7 weeks). In addition, the degree of initial im- 
pairment appeared to be greater in the depressive epi- 
sodes than in the manic episodes. 


The rating teams and the clinic psychiatrist encoun- 
tered no significant difficulties in treating any of the epi- 
sodes by the methods I have described. The use of the 
teams enabled us to increase the amount of available 
patient care; 500 patient visits not considered in the study 
were handled with comparable ease. The clinical effec- 
tiveness of this health maintenance organization 1s dem- 
onstrated by a minimal hospitalization rate and the com- 
plete absence of suicide attempts. (Since the overall 
mortality rate from suicide in affective illness is about 15 
percent, this group is at high risk.) 

We have found the family history of psychopathology 
that we obtain from first-degree relatives and spouses of 
clinic patients to be of particular prognostic value. The 
presence of manic episodes in first-degree relatives au- 
gurs well for the effectiveness of lithium in diminishing 
morbidity (28). This has predicitive value in planning for 
future service needs of such patients. 


RONALD R. FIEVE 


SUMMARY AND CONCLUSIONS 


As a result of the advances in the treatment of depres- 
sion over the last decade, we are now basically dealing 
with an outpatient illness. The clinic at the New York 
State Psychiatric Institute is essentially a well-patient 
clinic. Most patients and their families are extremely co- 
operative and have given us positive feedback, since most 
patients function normally most of the time, in contrast 
to their previous years of depressive and manic-depres- 
sive moods. 

The Lithium Clinic specializes in the treatment of af- 
fective disorders as opposed to the alternative model 
presently emploved in many hospital centers, where a 
patient populaticn with mixed diagnoses is given lithium 
along with all other forms of treatment. The latter model 
deprives many aifective disorder patients of the special- 
ized diagnostic and :reatment benefits that are now avail- 
able and that represent the culmination of 25 years of re- 
search in various centers around the world. 

An analogy in the field of medicine will emphasize the 
need to expand our present outpatient facilities to include 
specialized lithium clinics. Thirty-five to 40 years ago, 
there were general medical clinics in hospital centers 
where a variety of medical problems were treated by the 
same physician. As medical breakthroughs occurred 
(e.g., insulin for diabetes, penicillin for infections, specific 
treatments for arthritis, and newer diagnostic techniques 
and treatments for hypertension), there were suddenly di- 
abetic clinics, infectious disease clinics, arthritic, cardiol- 
ogy, and hypertension clinics—all separate, but side by 
side in the medical section of the large centers. Such spe- 
cialization and improved care were not possible before 
specific treatments were developed for specific illnesses. 
As specific treatments were discovered, the prevalence of 
each disease rose as reflected in the population statistics, 
in the same way that the prevalence of depression is on 
the rise today and will continue to rise in the next decade. 

Specialized clinics have been slow in coming in psychi- 
atry. Alcoholism clinics have been instituted to give bet- 
ter treatment for this widespread disease, and methadcne 
clinics are being tried (with varying degrees of success) 
for the difficult problem of drug addiction. In the maior 
mental disorders—schizophrenia, depression and manic- 
depression, and the dementias of the aged—lithium ranks 
as the single specific agent available in psychiatric treat- 
ment. I believe that by employing the lithium clinic mode 
in community mental health centers, we will not only ex- 
pand and sharpen our present training programs for psy- 
chiatrists and psychiatric staff, but we will also greatly 
enhance the effectiveness of the local and state commu- 
nity mental health center programs in their optimum care 
of the mentally ill. 
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The Immediate Effects of Chlorpromazine in Newly Admitted 


Schizophrenic Patients 


BY WILLIAM T. HAMILL, M.D., AND ALAN F. FONTANA, PH.D. 


To evaluate the clinical effectiveness of chlorpromazine 
in comparison with placebo over a brief period of 
hospitalization, the authors conducted a double-blind 
study of the drug in 44 acutely ill schizophrenic patients. 
These patients had been newly admitted to a brief 
treatment unit where the average length of stay was 7 to 
10 days. The results of this study indicate that 
chlorpromazine had no more calming or antipsychotic 
effect than placebo during the first 5 days of treatment. 
The authors suggest that 5 days is too short a time fora 
clinical trial to gauge patient response to 
chlorpromazine. 


CLINICAL RESEARCH On the effectiveness of the phenothi- 
azines has shown the superiority of chlorpromazine over 
placebo in ameliorating the symptoms of schizophre- 
nia over an extended period of time. Specifically, the 
NIMH Psychopharmacology Service Center Collabora- 
tive Study Group (1), which conducted a double-blind 
controlled evaluation of newly admitted, acutely dis- 
turbed schizophrenic patients, demonstrated that chlor- 
promazine was more effective than placebo over a 6-week 
treatment period. In a similar, although less extensive, 
study, Clark and associates (2) reported the increased 
clinical effectiveness of chlorpromazine compared with 
placebo in treating the acute exacerbations of chronic 
schizophrenic patients over a 4-week period. 

There is a dearth of research on the efficacy of chlor- 
promazine versus placebo over a shorter period of time. 
Clinical improvement of patients on brief treatment in- 
patient units, which use a crisis intervention approach to 
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treat acutely disturbed psychotic patients, is usually at- 
tributed to drug therapy. However, Abse and asso- 
ciates (3) reported no difference between chlorpromazine 
and placebo in a double-blind study of acutely agitated 
psychotic patients over a 1-week period. 

On the brief treatment unit where our research was 
conducted, the emphasis in treating acutely disturbed 
psychotic patients was on crisis intervention and rapid in- 
tegration back into the community. The average length 
of stay in the hospital was 7 to 10 days. Crisis inter- 
vention was the treatment approach; this involved crug 
therapy, psychotherapy, and sociotherapy. When the 
patient entered zhe hospital be or she was given a pheno- 
thiazine, usually chlorpromazine. Drug dosage was usu- 
ally increased until the patient was no longer considered 
agitated or flagrantly psychotic. 

The greatest increments in medication occurred during 
the first 3 days of hospitalization. During the first 5 days 
of hospitalization, assessment and diagnosis were made 
collaboratively by the physician and the nursing and so- 
cial work staffs. Disposition arrangements for aftercare 
and decisions concerning outpatient therapy were based 
primarily upon evaluations of patient behavior during the 
first 5 days of hospitalization. Discharge soon followed. 
This study was undertaken to evaluate the effectiveness 
of chlorpromazine in comparison with placebo during a 
very brief period of hospitalization. 


METHOD 
Selection Criteria 


Our selection criteria were similar to those used in the 
NIMH collaborative study (1). They included the follow- 
ing: 

|. The patients had to have been newly admitted to the 
hospital. 

2. Their age range had to be 18 to 55. 

3. They had to have no evidence of the following clini- 


cal disorders: childhood autism or childhood schizophre- 


nia, acute or chronic brain syndrome, mental deficiency 
(IQ below 70), alcoholism as a significant feature of the 
clinical history (alcohol intake alone did not disqualizy a 
patient), epilepsy, or drug addiction. 

4. Two or more of the following symptoms or behav- 
iors had to be present: thinking or speech disturbance, 
catatonic motor behavior, paranoid ideation, hallucina- 
tions, delusional thinking other than paranoid, blunted or 
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inappropriate emotion, and disturbance of social behav- 
ior and interpersonal relations. 

Our selection criteria differed from those used in the 
NIMH collaborative study in the following respects: we 
extended the upper age limit from 45 to 55, and we added 
severe anxiety or agitation to our list of symptoms. 


Study Group 


Forty-four patients were evaluated in our study. Twen- 
ty-two received chlorpromazine and were designated as 
being in the drug group. Twenty-two were in the placebo 
group. 

Assignment of patients to the chlorpromazine or the 
placebo group was determined by using a table of ran- 
dom numbers. Patients were given a number from | to 44 
according to the randomization and without the partici- 
pation of the research psychiatrist (W.T.H.). As patients 
were admitted to the ward, they were assigned study 
numbers in chronological sequence. Of the 44 patients 
evaluated, 11 were dropped from the study during the 5- 
day period. | | 

Of the 1l dropped patients, 6 were in the drug group 
and 5 in the placebo group. One drug patient and 1 pla- 
cebo patient were dropped because they showed an in- 
tensification of aggressive and assaultive behavior that 
was considered to endanger other patients or staff. Three 
drug patients and 3 placebo patients were dropped be- 
cause their psychotic symptoms, especially hallucinations 
or delusional thinking, severely worsened. One drug 
patient and | placebo patient were dropped because they 
showed a combination of an intensification of aggressive 
and assaultive behavior and a worsening of psychotic 
symptoms. One drug patient was dropped because she 
suffered a severe medical side effect to chlorpromazine. 
This patient experienced severe postural hypotension that 
resulted in a fall necessitating transfer to a neuromedical 
unit. 

The chlorpromazine and placebo used in the study 
were provided in elixir or injectable liquid only. No tab- 
lets, capsules, or spansules were used. The injectable liq- 
uid was administered to 9 patients, all of whom were 
among the 11 eventually dropped from the study. 


. Treatment 


Patients who met the selection criteria were admitted 
to a locked ward containing 25 beds. Here they were as- 
signed to a therapist, either a physician or social worker. 
All study patients parucipated fully in the ward milieu 
program, which involved recreational and occupational 
therapy. They attended group therapy meetings every 
day, and they saw their therapist in individual psycho- 
therapy at least once a week. Additionally, most study 
patients were involved in couples or family therapy once 
a week. 

The period of observation was 5 days. On this ward, 
where the average length of stay was 7 to 10 days, a sub- 
stantial response to treatment was expected during the 
first 5 days. Equally important, follow-up plans, includ- 
ing outpatient treatment, were usually determined by the 
5th day of hospitalization. 
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Evaluations 


Independent evaluations on each of the 5 days were 
made by the research psychiatrist and by the nursing 
staff. The Nurse's Observation Scale for Inpatient Eval- 
uation (NOSIE) (4, 5) was completed on each of the 5 
days by a nursing staff member. The NOSIE consisted of 
the following subscales: social competence, social inter- 
est, personal neatness, irritability, manifest psychosis, re- 
tardation, and depression. 

The Brief Psychiatric Rating Scale (BPRS) (4, 6) was 
completed on each of the 5 days, usually by the research 
psychiatrist. A few patients were evaluated according to 
the BPRS by the patient's own psychiatrist or by the so- 
cial worker. The ratings were factor-analyzed in order to 
develop a smaller number of meaningful symptom group- 
ings for this sample and because one of the developers of 
the BPRS, Overall, added 2 new items to his own series 
of factor analyses (4). A principal components analysis 
with rotation to the varimax criterion was performed. 
Five factors were extracted, accounting for 66.6 percent 
of the total variance. Factor scores were generated for 
each of these 5 factors. The principal items defining each 
factor follow: 

Withdrawn Retardation. This factor was defined by 
high loadings for emotional withdrawal, motor retarda- 
tion, depression, blunted affect, mannerisms, dis- 
orientation, and uncooperativeness. 

Florid Thinking. This factor is very close to a similar 
one extracted by Overall (4). Patients high on this factor 
were hallucinatory, conceptually disorganized, suspi- 
cious, and verbalized unusual thoughts. 

Somatic Anxiety. High loadings for somatic concern, 
anxiety, tension, unusual thoughts, and blunted affect de- 
fined this factor. 

Psychotic Agitation. Patients high on this factor were 
excited, grandiose, tense, and conceptually disorganized. 

Hostile Depression. This is another factor that is very 
similar to one extracted by Overall (4). Behaviors loading 
high on this factor were hostility, depression, suspicious- 
ness, guilt, and anxiety. 

At the end of 5 days, a clinical global impression (CGI) 
scale (4) was completed by the research psychiatrist. The 
CGI scale consisted of three parts: 1) an estimation of the 
degree of the patient’s mental illness, 2) an estimation of 
how much the patient had changed since admission, and 
3) an estimation of the therapeutic effect of treatment. 

A number of demographic and background variables 
were also compiled. These variables are listed in appen- 
dix 1. 


RESULTS 


The 33 patients who were retained for the study were 
compared with the 11 patients who were dropped with re- 
gard to demographic and background characteristics as 
well as drug or placebo dosage, NOSIE ratings, and 
BPRS ratings obtained on the 1st day of the study. Only 
2 of the demographic and background variables differ- 
entiated the two groups significantly (p<.05, two-tailed t 


test): the dropped patients had somewhat more education 
and more affective symptoms. There were no significant 
differences in NOSIE ratings or in drug or placebo dos- 
age; however, dropped patients were significantly higher 
on the factor of Florid Thinking than were those who 
were retained (p<.05, two-tailed t test). 

A comparison of the 16 patients assigned to the drug 
group and the 17 assigned to the placebo group who re- 
mained in the study revealed no significant differences for 
any of the demographic and background variables. Race, 
sex, and diagnostic subtype are variables that do not lend 
themselves tc a comparison of means; their distributions 
across groups are presented in table |. The distribution of 
diagnostic subtypes in the two groups was similar in all 
cases except for the classification of borderline schizo- 
phrenia; all 5 of the patients with this classification were 
in the placebo group. Because the borderline patients 
were less symptomatic than the others, these 5 patients 
were dropped from further analyses. 

The mean drug or placebo dosages for the 5-day study 
period are presented in table 2. A 2x5 factorial (2 
groups x3 days), repeated measures analysis of variance 
(ANOVA) was performed for these figures, yielding a 
highly significant main effect for days (F— 12.49, df= 
4/100, p«.001) as the only significant term in the analy- 
sis. As shown in table 2, the average dosage for both 
groups of patients started at approximately 325 mg a day 
and increased to about 530 mg a day by the 5th day. 
These drug or placebo dosages reflect the goal of the 
treatment unit, namely, to reduce the number of symp- 
toms without producing disturbing side effects (primar- 
ily sedation) so that assessment and diagnosis can be ac- 
complished. 

The mean CGI judgments made on the fifth day of the 
study of degree of mental illness, amount of change in 
mental illness, and degree of therapeutic effect of the 
treatment can be seen in table 3. T tests bear out the im- 
pression that the two groups were indistinguishable on 
the basis of these global evaluations. 


TABLE | 
Selected Demographic and Diagnostic Characteristics of 16 Patients 
Treated with Chlorpromazine and 17 Patients Given Placebo 


Placebo 
Group 


Drug 


Characteristic Group 


Race 
Caucasian 14 16 
Other 2 l 

Sex 
Male 5 6 
Female 11 il 

Diagnostic subtype 
Borderline schizophrenia 
Acute undifferentiated schizophrenia 
Chronic undifferentiated schizophrenia 
Paranoid schizophrenia 
Schizo-affective schizophrenia 
Other schizophrenic illness 
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TABLE 2 
Mean Drug and Plecebo Dosages for 16 Patients Treated with Chlor- 
promazine and 12 Patients Given Placebo 


Mean Dosage (mg per day) 


Patient Group Day | Day 2 Day 3 Day 4 Day 5 
Drug group 306.7 395.0 421.7 461.7 475.0 
Placebo group 350.0 450.0 508.3 535.4 585.4 


TABLE 3 
Mean Scores After 5 Days on Clinical Global Impression {CGI} Scale of 
16 Patients Treated with Chlorpromazine and 12 Patients Given Placebo 


Mean Score 


CGI Section Drug Group Placebo Group 


Estimation of degree of mental 


illness* 4.25 4.42 
Estimation of change in mental 

illness since admission** 2.81 3.08 
Estimation of therapeutic effect of 

treatment*** 2.81 2.92 


* According to a 7-point scale in which | - normal, 4 « moderately ill, and 
7 =extremely ill. 
According to a 7-point scale in which | -very much improved, 4=nc 
change, and 7 - very much worse. 
*** According to a 5-point scale in which | =vast improvement, 3- minimal 
improvement, and 5 = worse. 


The nurses’ ratings of patients’ ward behavior showed 
significant decreases in symptoms over time for two of 
the NOSIE subscales. Factorial, repeated measures AN- 
OVA yielded significant main effects for both manifest 
psychosis (F 22.47, df 24/83, p=.05) and depression (F = 
2.60, df 4/83, p<.05). No main effects for groups nor 
any interactions between groups and days were signifi- 
cant for any of the NOSIE subscales. 

Even more than the NOSIE ratings, the BPRS ratings 
indicated widescale improvement over the 5 days. 
Patients in both groups were judged to decline on the fac- 
tors of Withdrawn Retardation (F=8.92, df-4/104, 
p<.001), Florid Thinking (F =3.36, df=4/104, p<.025), 
Somatic Anxiety (F =2.92, df=4/104, p=.025), Psychot- 
ic Agitation (F=3.33, df=4/104, p<.025), and Hostile 
Depression (F=2.87, df=4/104, p<.05). However, the 
decline over time, regardless of groups, was the only sig- 
nificant effect in the factorial, repeated measures AN- 
OVA. 


DISCUSSION 


= A commonly held notion among psychiatrists is that 
the sedative properties of chlorpromazine exert a calming 
effect on schizophrenic excitement. This notion is prob- 
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ably derived from the original investigations of the drug, 
which concluded that chlorpromazine was unique in con- 
trolling almost any kind of severe excitement, including 
that associated with schizophrenic conditions (7). 

Our study suggests that during the first 5 days of treat- 
ment with chlorpromazine, its sedative properties do not 
exert a calming effect on schizophrenic excitement. Just 
as many drug patients as placebo patients were dropped 
from the study for exacerbation of severe agitated, ag- 
gressive, or assaultive behavior. Among the remaining 
patients, there was no difference between the chlor- 
promazine group and placebo group with respect to the 
factor of Psychotic Agitation. Consistent with this find- 
ing, Clark and associates (2) reported no difference in 
agitation between drug and placebo patients measured 
over 4 weeks using the BPRS. On the other hand, the 
NIMH collaborative study (1) showed that a group 
treated with chlorpromazine was significantly less agi- 
tated than a group given placebo over a 6-week period, as 
measured by the Inpatient Multidimensional Psychiatric 
Scale (IMPS) (8). Perhaps 6 weeks is a long enough time 
period for the differential effects of chlorpromazine to be 
demonstrated. 

There were no antipsychotic effects of chlorpromazine 
seen during the 5-day period of our study. The antipsy- 


chotic effects were tested specifically in terms of the fol-. 


lowing behavioral measures: withdrawn retardation, flor- 
id thinking, and hostile depression on the BPRS and 
manifest psychosis on the NOSIE. Additionally, as many 
patients in the drug group as in the placebo group were 
dropped from the study because their psychotic symp- 
toms were severely exacerbated. 

It is our opinion that 5 days is too short a time for a 
clinical trial to gauge patient response to chlorproma- 
zine. Our findings are supported by those of Abse and as- 
sociates (3), who found no difference in therapeutic effect 
between chlorpromazine and placebo over a 1-week peri- 
od. However, these investigators did begin to observe a 
differential effect between drug and placebo by the 2nd 
week of treatment, suggesting the emergence of a superi- 
or effect of chlorpromazine by this time. By the 3rd week 
of treatment, this superior therapeutic effect was even 
more marked. 

Discovering the minimum length of time necessary for 
chlorpromazine to exert its therapeutic effect would en- 
able psychiatric hospital staff to ascertain better the opti- 
mal length of hospitalization for patients. The study of 
Abse and associates suggests that a minimum of 2 to 3 
weeks may be necessary for the therapeutic effects of 
chlorpromazine to become manifest. Only when this 
point is reached can the optimal dosage of the drug be as- 
certained and used as part of outpatient treatment. 
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APPENDIX I 
Demographic and Background Variables Compiled 


I. Sex 

2. Race 

3. Age 

4. Marital status 

5. Family type (ie. living with parents, siblings, relatives, 

friends, spouse, or children) 

6. Occupation 

7. Education 

8. Previous treatment for mental illness 

9. Age at first hospitalization for mental illness 

0. Number of previous hospitalizations for mental illness 

1. Whether the patient came to the hospital on his own or an- 

other's initiative 

12. Whether the patient was cooperative, uncooperative, or in- 
different about coming to the hospital 

13. Whether the patient had a schizoid lifestyle ("Schizoid" 
was defined as chronic inability to relate to nonfamily fig- 
ures and a tendency toward autistic preoccupation.) 

14. Precipitating stress 

15. Occupational role adjustment 

16. When symptoms of the present episode first occurred 

17. Presence of affective symptoms 

18. Age at which patient first manifested signs of mental illness 

19. Presence of medical problems 

20. Diagnostic subtype 

Borderline schizophrenia 

. Acute undifferenziated schizophrenia 

Chronic undifferentiated schizophrenia 

. Paranoid schizophrenia 

Schizo-affective schizophrenia 

Other schizophrenic illness 
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Identification of Women at Risk for Unwanted Pregnancy 


BY VIRGINIA ABERNETHY, PH.D., DONNA ROBBINS, M.A., GEORGE L. ABERNETHY, M.D., 


HENRY GRUNEBAUM, M.D., AND JUSTIN L. WEISS, PH.D. 


Concern about increasing rates of unwanted pregnancy, 
particularly among adolescents, has led to consideration 
of steps necessary to develop effective intervention 
programs. In order to reach a young woman for 
counseling and contraceptive assistance before she places 
herself at risk for unintended pregnancy, it seems 
necessary to develop the capability for identifying high- 
risk individuals without reference to sexual history. The 
authors describe a preliminary attempt to predict 
contraceptively unprotected coitus from responses to 
projective test stimuli, noting that the problem is so 
urgent that even early and necessarily incomplete work in 
this area may have merit in stimulating further research 
in identification of women at risk for unwanted 
pregnancy. 


ILLEGITIMATE OR UNWANTED pregnancy among adoles- 
cents is widely recognized as a national problem of in- 
creasing magnitude (1). However, intervention before the 
occurrence of such pregnancies has been resisted because 
of both expense and public opinion about the sexual 
needs and morals of the young (2). It has been suggested 
that the capability to identify individuals at risk for un- 
wanted pregnancy without direct investigation of sexual 
history or practice would go far toward disarming these 
objections (2). In addition, this capability could become 
the basis for a preventive approach by making it possible 
to reach young women for counseling and contraceptive 
assistance before they engage in an unprotected sexual 
experience. Both contraceptive protection and reduction 
in promiscuity are proposed as legitimate and realistic 
goals of intervention. 

The problem of unplanned adolescent pregnancy is so 
urgent that initial efforts in the direction of prediction 
may have merit if they serve only to stimulate the devel- 
opment of more effective means for early identification of 
high-risk individuals. It is for this reason that we present 
the results of our preliminary research in the use of a pro- 
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jective instrument similar to the Thematic Apperception 
Test to predict contraceptively unprotected coitus. 


BACKGROUND 


The possibility that individuals who need contraceptive 
counseling and services can be identified without refer- 
ence to their sexual behavior is indicated by the existence 
of a psychological and experiential constellation which 
appears to predispose women to engage in unprotected 
sex (3, 4). Although socioeconomic status may continue 
to be the major predictor of unwanted pregnancy and fer- 
tility—at least as long as there is differential access to 
contraceptive technology—there is growing evidence in 
the psychological (3, 4) and demographic (5, 6) literature 
that knowledge and availability of modern contraceptive 
methods is not a sufficient condition for effective birth 
contro]. 

Family life experiences in adolescence appear to be 
critical in the development of relatively stable attitudes 
and personality traits that can be implicated in a wo- 
man's predisposition to risk unwanted pregnancy. Both 
promiscuity and irresponsible use of contraception seem 
to be common outcomes if 1) the parents’ marriage was 
characterized by distance and hostility, 2) a woman felt 
alienated from her mother as a young teenager, and 3) 
the relationship with the father was excessively intimate 
and excluded the mother. In these situations, there is a 
redefinition of roles, with the daughter assuming some of 
the mother’s functicns as companion to the husband/fa- 
ther (3,4). 7 oe 

The mechanisms that are thought to translate this fam- 
ily experience into risk for unwanted pregnancy center 
around low self-esteem and anxiety over the incestucus 
overtones in the relationship with the father. The low self- 
esteem appears to derive from an unsatisfactory identifi- 
cation with a mother who is neither warm nor respected. 
This vacuum in the maternal relationship is probably also 
instrumental in the adolescent's transfer of her depend- 
ency needs to the father (3, 4). 

Low self-esteem in teenage girls apparently extends to 
a feeling that other women are also relatively worthless. 
This motivates a ycung woman to measure herself pri- 
marily on the standard of male approval and attention, 
which she attempts to win by stereotypic feminine behzv- 
ior. The father may be an early target of her efforts to be 
liked or loved. Because an intimate, quasi-seductive rela- 
tionship with the father is often followed by anxiety, the 
daughter may engage in promiscuous sexual behavior 
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that may be counterphobic, 1.e., involving displacement 
from the father to a "safer" man. Thus, sexual acting out 
can be temporarily anxiety reducing, in that the sexual 
partner is felt to be a shield between the daughter and the 
threateningly incestuous relationship with the father, who 
is thought to be—and may be—possessive and jeal- 
ous (4). 

These unresolved dependency needs and low self-es- 
teem militate against taking responsibility for any behav- 
ior, particularly sexual and contraceptive behavior. To 
the extent that a woman's requirements from a relation- 
ship center on nurturance, she must deny that the atten- 
tion she receives is sexually motivated. In addition, am- 
bivalent feelings aroused in the relationship with the 
father are extended to a lover and may be acted upon 
subconsciously. A pregnancy may be allowed to occur if 
it could be used as a weapon against the sexual part- 
ner (7). 


METHOD 


Rationale for the Projective Test 


The content of the instrument being developed was in- 
fluenced by the psychological and familial factors we 
have described. The projective test as a form was investi- 
gated because of the assumption that responses elicited 
by indistinct or ambiguous cues reflect less of the content 
of the stimulus and more of what is psychologically real 
and important to the person reacting to it. 

We selected 12 picture stimuli for the projective test 
(see appendix 1) (8-10). The actors in 8 of the pictures 
could be seen as belonging to different generations. In | of 
these, the sex of the actors is ambiguous. Six pictures show 
aman and a woman, and in most of these, the man could be 
seen as older than the woman. There are 6 pictures of two 
female figures, most of which involve the older/younger, 
mother/daughter dimensions. 

It was anticipated that women at high risk for unwant- 
ed pregnancy would respond to this set of pictures with 
stories revealing 1) redefinition of roles between adjacent 
generations in a woman's family of origin and 2) the pres- 
ence or absence of a dependent and passive-aggressive 
stance in male-female relationships. 


Subjects 


Our sample consisted of 85 women, aged 15 to 45, who 
were inpatients at twe Massachusetts state mental hospi- 
tals. With few exceptions, the sample included all women 
in the designated age group who were inpatients during 
the 4-month study period. The few patients not included 
were admitted and discharged within very short periods 
(i.e., 3 days), so that we had no opportunity to contact 
them. Patients were esked to participate in the study af- 
ter the hospital staff judged that they had recompensated 
sufficiently to attend to the material. None of the patients 
refused to participate, and there was no evidence that 
participation had either beneficial or harmful effects on 
the patients. 
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Demographically, the sample is representative of the 
catchment areas served by the two institutions, although 
there was overrepresentation of the lower socioeconomic 
stratum. Both hospitals are urban, but one also covers a 
large rural hinterland. About half of the subjects were 
Roman Catholic, 3 percent were Jewish, and the remain- 
der were Protestant, including some fundamentalists. 

Diagnoses included schizophrenia, borderline states, 
paranoia, depression, neuroses, and adolescent adjust- 
ment reaction. In addition, some patients were mentally 
retarded. 


PROCEDURE 


The overall strategy was to compare scores on the pro- 
jective material with < computerized behavioral measure 
of risking unwanted pregnancy in order to evaluate the 
discriminatory power of the projective test. 


Administration and Scoring of the Projective Test 


The projective test was administered individually by an 
experienced psychologist (D.R.). Prompting was limited 
to standard directions, with occasional requests for clari- 
fication. Verbal responses were tape-recorded and trans- 
cribed for scoring. It is standard procedure to have the 
subject write out responses, which is of course a more ef- 
ficient method. We used verbal responses in this study be- 
cause of the greatly impaired functioning of some of the 
patients. 

Each protocol was scored for psychological pre- 
disposition to risk unwanted pregnancy by four indepen- 
dent judges (the autaors)y an anthropologist (V.A.), a 
psychologist (D.R.), and two psychiatrists (G.L.A. and 
H.G.). With the exception of one psychiatrist (H.G.), 
judges used criteria extracted from the family-role-redef- 
inition findings already described. These criteria were dis- 
cussed in the context of the hypothesized family structure 
and underlying dynamics in pregnancy-risking behavior, 
but there was no trairing or practice scoring. 

The criteria as they now stand pertain not only to the 
components of role relationships in early family experi- 
ence but also to the presumed psychological sequelae of 
the familial constellation, especially ambivalence about 
heterosexual relatiorships, use of denial as a defense 
mechanism, dislike cr fear of responsibility, and a “su- 
perfeminine" role choice. The instructions (see appendix 
2), which were given 1o all judges but one (H.G.), defined 
what elements of stories were to be considered as in- 
dicative of low and high risk. 

Instructions for applying the criteria in appendix 2 
were as follows: 

l. All scoring criteria are applicable to all stories. 

2. Every appearance of a theme weighs in the eval- 
uation of predisposition to risk unwanted pregnancy. 

3. In the absence of any low-risk responses, any one 
unambiguous high-rsk theme is sufficient cause for a 
high-risk score (1.e., the rating was global). 

4. A combination of high- and low-risk themes tests 
the rater's judgment, but unless the low-risk theme is very 





clearly dominant, greater weight should be given to high- 
risk themes. 

5. When none of the preceding 4 criteria apply, the 
rating of low risk should be given, making this the residu- 
al category. 

Two independent judges (V.A. and D.R.) scored the 85 
tests following the above directions. Interrater reliability 
was excellent: on a 5-point scale, there was complete 
agreement on 31 cases, | point difference on 43 cases, and 
2 or more points difference on only 11 cases. Differences 
were resolved by discussion. The resulting distribution 
was as follows: 47 women rated as high risk (scores of | 
or 2), 17 women as intermediate (scores of 3), and 21 
women as low risk (scores of 4 or 5). The 17 intermediate 
cases were given to a third independent judge (G.L.A.) 
who was instructed to score them as high or low risk us- 
ing the same criteria. This rater believed that he was 
working with an entire set of tests rather than with a sub- 
sample. He assigned 15 of the 17 cases to the high-risk 
category. The fourth judge (H.G.) was asked to score 26 
randomly selected protocols. Although he was acquaint- 
ed with the family constellation theory, he was not given 
the scoring criteria and introduced clinical experience in 
his scoring. 


Validation 


The projective test scores were compared to a behav- 
ioral measure of risking unwanted pregnancy. The data 
for this behavioral measure were collected by a research 
assistant who had no connection with the projective test 
scoring, and these data were not made known to the indi- 
viduals who scored the projective tests until their work 
had been completed. 

The behavioral measure is a composite, machine-made 
variable that summarizes self-reported sexual behavior 
and feelings. From answers to four interview questions, a 
woman was scored as high risk if she 1) had had sexual 
relations but had never used contraception, 2) had not 
used a contraceptive method on the occasion of her last 
coitus (and was not planning a pregnancy), 3) had ever 
had an unplanned pregnancy, or 4) verbalized concerns 
that reflected a feeling of pressure to have sexual rela- 
tions. A nonprofessional person judged these expressions 
to determine whether they were salient emotional issues. 
Statements included such sentiments as *'virginity is a 
burden," a motive observed only among adolescents in 
the sample. For some of them, this was decidedly more 
explosive an issue than mere peer pressure to conform. 

The low-risk behavioral category is residual and possi- 
bly too broad because it could include women who were 
contraceptively protected at the time of last coitus but 
had previously risked unwanted pregnancy. Particularly 
for young women, there is also the continuing possibility 
that previous low-risk behavior could give way literally 
overnight to contraceptively unprotected sex. Longitudi- 
nal studies and more detailed histories are required to 
control this methodological problem.' 


"There is also difficulty in deciding when a woman is sexually active. A 
recent report on contraceptive use among adolescents (11) limited this 
designation to girls who had coitus at least four times in a given month. 
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The problem with low-risk behavior scores is such that 
some projective test responses may appear to be incor- 
rectly scored as high risk; the possible accuracy of the 
prediction might appear only after long-term follow-up 
of actual behavior. These caveats aside, the behavioral 
distribution in this sample of mentally ill women was 64 
women at high risk and 21 at low risk. 


RELATIONSHIP BETWEEN PSYCHOLOGICAL AND 
BEHAVIORAL MEASURES 


In two of the three analyses, there was a statistically 
significant relationship between the projective test score 
and the behavioral measure of risk for unwanted preg- 
nancy. The significant findings occurred when subjects 
were assigned to the low-, intermediate-, or high-risk cat- 
egories by the two independent raters and also when the 
17 intermediate cases were reassigned to either high or 
low risk using the same scoring criteria. 

First, the association between variables was computed 
in a 2x3 chi-square matrix using the unrescored inter- 
mediate category. The two independently derived vari- 
ables for risk of unwanted pregnancy are associated at a 
highly significant level (x? — 22.26, p «.001). 

Further analysis, subtracting the expected value in 
each cell from the observed value and then comparing the 
magnitudes of the remainders, shows that correct identi- 
fication of low-risk cases contributes most of the signii- 
cance of the result. However, the advantage is very slight: 
the difference is 7.8, compared with the 7.6 difference 
btween observed and expected values in the cell defined 
by correct identification of high-risk women. 

When the 17 intermediate cases were rescored into 
high or low categories and the total sample was reana- 
lyzed, chi-square was slightly lower (x?— 22.16, p «.001). 

The analysis of the 26 protocols scored by the judge 
who did not use the standard criteria was less successful. 
This set of scores was correlated with the behavioral 
measure of risk at no better than a chance level. Thus, on 
the basis of one modest trial, it appears that the role- 
redefinition criteria tap dimensions that are :ndependent 
of usually described clinical syndromes. This outcome is 
consistent with an earlier finding that psychiatric diag- 
nosis (from patients’ charts) was uncorrelated with preg- 
nancy-risking behavior among 60 hospitalized young 
women (12). 


DISCUSSION 


Unfortunately, the research we have described is not 
sufficiently advenced to be of general clinical value. The 
primary difficulties are with generalizability of the 
sample to the female population at large and standard- 
ization of scoring procedures. 


Generalizability 


Although there is a considerable basis for expecting 
that an instrument which has predictive power wita a 
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mentally ill sample will also be useful for the population 
at large, there has been no clear demonstration of this 
fact. The wide age range of the sample used in the first 
trial is an additional problem affecting generalizability. 
Thus before this instrument can be useful for prediction 
in a nonpsychiatric population of adolescent females, it 
should be tested with more comparable samples. 

There are two major reasons to expect that these find- 
ings could be replicated with a nonpsychiatric popu- 
lation. First, there is the truism that most people hospi- 
talized for mental illness are not much different from the 
nonhospitalized population. It is generally observed that 
traits which may be present but obscure in the non- 
hospitalized population are sometimes florid in the men- 
tally ill and that while unconscious conflicts which inter- 
fere with rational and adaptive functioning vary, they do 
so primarily along the dimension of intensity. Second, in 
the history of this unit’s research into psychological pre- 
disposition to risk unwanted pregnancy, there has been 
an alternation between psychiatrically normal and hospi- 
talized study subjects. The earliest data were collected 
from mentally ill women (13); these data suggested the 
family-role-redefinition hypothesis, which was supported 
in research with samples of “normal” (3) and mentally 
ill (4) women and led to the development of the present 
scoring criteria. Therefore, it seems probable, although 
not demonstrated, that the instrument will have appli- 
cability that extends beyond women hospitalized for 
mental illness. 


Standardization of Scorirg 


At present, scoring the projective test requires both so- 
phistication and more than ordinary concentration be- 
cause judges must simultaneously take into account the 
application of criteria to all 12 stories told by the subject. 
Although the instrument appears to have considerable 
power to predict risk for unwanted pregnancy, it is not 
clear which criteria or which stimuli contribute most to 
this success—we do not know precisely how raters arrive 
at a score. The corollary to this is that scoring rests heavi- 
ly on qualitative judgments about the way in which cri- 
teria should be applied. For example, the instruction that 
high-risk criteria should be weighted more heavily than 
low-risk criteria is vague at best. On the other hand, ac- 
curate expectations about which themes are drawn by 
particular stimuli would be the basis for precise, stimu- 
lus-specific instructions. A thorough and detailed scoring 
manual would make the judge's task more mechanical, 
thus increasing the usefulness of the instrument as a diag- 
nostic tool. 


CONCLUSIONS 


These encouraging findings from one trial series with a 
projective instrument are reported— with full recognition 
of their shortcomings—primarily to stimulate other ex- 
perimental and clinical efforts toward early identification 
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of women at high risk for unwanted pregnancy. Collabo- 
ration in the further development of the instrument we 
have described would be welcomed. The principal re- 
quirements are for a broader base of data (written projec- 
tive test protocols and a behavioral score based on actual 
risk taking) and for standardization of scoring proce- 
dures. 

Because of the emotional and monetary costs of un- 
wanted pregnancy, the development of a diagnostic in- 
strument with the capability of identifying women who 
are at high risk would seem to benefit not only the indi- 
vidual but society at large. Family planning clinics can 
contribute only a part of the needed care because some 
women appear to have a compulsion for sexual acting out 
(especially in adolescence), as well as psychological ob- 
stacles to effective contraceptive use. For these women, 
the availability or even possession of contraceptive 
knowledge and technology often does not offer adequate 
protection. 

An early-identification procedure could help these in- 
dividuals to deal with their conflicts through therapeutic 
intervention before an unwanted pregnancy occurs. The 
capability to screen for individuals in need would be a sig- 
nificant contribution not only to total care but also to the 
efficient use of each social service and health care 
expenditure. 
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APPENDIX 1 
Ordered List of Projective Test Picture Stimuli and Sources 


1. Young woman and man seated on sofa (8, item H4) 

2. Two women, one leaving room through open door (8, item 
$13) 

3. Young woman seated, man standing beside her with a pa- 
per in his hand (8, item F2 revised) 

4. Woman washing dishes, small girl seated at a table behind 
her (8, item G6 revised) 

5. Two women standing and a man plowing in a farm scene 
(Thematic Apperception Test, item 2) 

6. Young girl facing mirror; face reflected in mirror is that of 
an old woman (8) i 

7. Man standing with downcast head on raised arm, woman in 
bed behind him (Thematic Apperception Test, item 13 MF) 

8. Ambiguously sexed adult and child with arms raised in for- 
est (9) 

9. Man and woman seated in cocktail lounge listening to a 
guitar player (10) 

10. A woman with her hand at the neck of a second woman, 
who is propped or pushed against a banister of a stairway 
(Thematic Apperception Test, item 18 GF) 

1I. Three men and a woman seated at a conference table (9) 

12. Woman in a loose dress standing at receptionist’s desk in a 
doctor’s office (designed by D. Robbins) 


APPENDIX 2 
Instructions to Judges 


STORIES INDICATIVE OF HIGH RISK 
Parental Marriage 
1. Parents (or husbands and wives) fighting 
2. Mother watchful, jealous of the father-daughter relation- 
ship 
3. Wife (or mother) and daughter are confused with each oth- 
er, i.e, interchangeable 
Father-Daughter Relationship 
1. Association of father and boyfriend (or husband) in same 
story 
2. Confusion of father with boyfriend (or husband) 
3. The daughter’s sexual behavior, boyfriends, or pregnancy 
are an issue for the father (usually picture 3, appendix 1) 
4. Image of girl married to an older man; husband (or 
boyfriend) acts like a parent 
. Fear of being abandoned 
. Father and daughter walking together in woods (specific to 
picture 8, appendix 1) 


QN CA 
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7. Passivity; ideology that man leads 
8. Getting love and approval through "superfeminine" behav- 
ior, including passivity, submissiveness, dependency, coy- 
ness, or flirtatiousness 
9, Hurting self to spite man, e.g., she commits suicide and he 
feels bad 
i0. Man will feel guilty or is depressed consequent to con- 
templating or having sexual relations with woman (usually 
picture 7, appendix 1) 
11. Man will be punished for hurting or killing a woman (pic- 
ture 7, appendix 1) 
Mother-Daughter Relationship 
l. Alienation, emotional or actual, including mother leaving 
or dying during daughter's adolescence 
2. Image of mother displeased with, rejecting, or attacking 
daughter 
3. Daughter resentful of domineering mother 
4. Mother foists child-care and household responsibilities on 
resentful daughter 
5. Daughter attacks mother 
6. Daughter avcids mother or other woman 
7. Denigration of women, including mother and self 
Other Dynamics 
l. Denial (usually specific to picture 6, appendix 1, with denial 
that reflection is ugly or incongruent with young appear- 
ance of head) 
2. Dislike or fear of responsibility 
3. "Superfeminine" role choice: 
a. Preoccupation with having a baby, wanting a baby 
b. Being pregnant confers competitive advantage vis-à-vis 
other women 
c. Pregnancy leads to happiness ever afterwards 
d. Parental pressure to marry, have a baby 
STORIES INDICATIVE OF LOW RISK 
Mother-Daughter Relationship 
1. Closeness, sharing 
2. Mother supportive and responsible 
3. Recognition that mother is frustrated with being house- 
bound (sympathy) 
4. Affiliation with. women, recognition of their competence, 
talents, etc. 
Father-Daughter Relationship 
l]. Identification (rather than object relationship) with father, 
particularly if he is competent and an achiever 


-. 2. Warmth, when this includes the mother 


Other Dynamics 
i. Achievement orientation and confidence (not frustration 
imagery) 
2. Absence of high-risk responses 
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Mood Changes in an Alcoholism Treatment Program Based on Drinking Decisions 


BY ARTHUR I. ALTERMAN, PH.D., EDWARD GOTTHEIL, M.D., PH.D., AND HAROLD D. CRAWFORD 


The authors compared the amount of discomfort 
experienced by 18 alcoholic men who chose to drink and 
43 alcoholic men who abstained from drinking during a 
6-week treatment and research program. They found that 
the discomfort of the drinkers increased but that the 
discomfort of the abstainers decreased. The increase in 
the drinkers’ discomfort appeared to be more related to 
their having to make a decision about drinking than to 
the amount of alcohol actually consumed. This finding 
emphasizes the importance of the role played by 
environment in affecting the mood state of drinking 
alcoholics. 


ALCOHOLICS OSTENSIBLY DRINK for the purpose of feel- 
ing better. This assumption has not been proved in a se- 
ries of experimental intoxication studies conducted dur- 
ing the past decade to examine the effects of alcohol 
consumption on the mood state of alcoholics. In these 
studies, alcoholic subjects generally consumed approxi- 
mately a fifth to a quart of 43 percent ethanol or a con- 
gener solution daily for periods ranging from 4 to 64 
days. Alcohol was available on demand, through pro- 
grammed administration, or on the basis of work per- 
formance. Mood assessment was based on clinical obser- 
vation and interview (1-6) or on the subjects’ self-reports 
of mood on standardized instruments (7-10). It was 
found that alcohol consumption generally resulted in 
negative rather than positive mood changes in alcoholics. 
This surprising finding has been troublesome theo- 
retically because tension reduction has been a common 
element in many psychological attempts to explain the 
drinking of alcoholics (11) and because alcoholics them- 
selves often say that thev drink to relieve tension. 
Although the findings of experimental intoxication 
studies seriously question the explanation of tension re- 
duction for the drinking of alcoholics, an examination of 
the research reveals several sources of variance that limit 
the generality of the conclusion that alcoholics do not 


The authors are all with the Veterans Administration Hospital, Coates- 
ville, Pa. 19320. Dr. Alterman is Coordinator, Alcoholic Research and 
Treatment Unit, Dr. Gottheil is Consultant in Psychiatry, and Mr. 
Crawford is Health Science Technician. In addition, Dr. Alterman 1s 
Assistant Professor of Psychiatry and Human Behavior (Psychology) 
and Dr. Gottheil is Professor of Psychiatry and Human Behavior, Jef- 
ferson Medical College, Philadelphia, Pa. 
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drink to relieve tension. First, variations in the effect of 
alcohol on mood have been obtained in the various envi- 
ronments of different experimental studies (5, 9, 12, 13), 
including our own program (13), which occurs in a treat- 
ment setting. Second, the effects of drinking have differed 
according to the duration of drinking: initial positive ef- 
fects have given way to later negative effects. The length 
of the initial period of positive effects has differed greatly 
from study to study (1, 2, 4, 6, 12). Third, the absence of 
nondrinking alcoholic comparison groups has not per- 
mitted conclusions about whether the effects observed 
were due to the psychological effects of drinking, the 
physiological effects of alcohol, or the passage of time in 
a restricted experimental situation.! 

The present paper reports on mood changes in drink- 
ing and nondrinking alcoholics in a treatment program 
based on drinking decisions. The Fixed Interval Drink- 
ing-Decisions (FIDD) program has been described pre- 
viously (15) as a 6-week research and treatment program 
for alcoholism. Patients are given the opportunity to 
make decisions about drinking hourly from 9 a.m. to 9 
p.m. on weekdays during the middle 4 weeks of the pro- 
gram. The treatment staff attempts to maintain a neutral 
attitude toward drinking, and there are no systematic re- 
wards or punishments for drinking or not drinking. Since 
some patients do not choose to drink at all and others 
drink in a variety of ways, comparison groups are avail- 
able. In addition, a drinking patient can be observed in 
the morning, when his blood alcohol concentration 
(BAC) is zero because he has had a 12-hour period of ab- 
stinence; in the afternoon, when his BAC is low after a 
few hours of drinking; in the evening, when his BAC is 
more elevated?; and on weekends, when there is no drink- 
ing. 

The experimental design permitted us to test the fol- 
lowing hypotheses: 

1. Discomfort will decrease from the Ist to the 6th 
week of the program. Nondrinkers will experience a 
greater decrease in discomfort than will drinkers. 

2. During the early stages of drinking, drinkers will ex- 
perience a greater decrease in discomfort than will non- 
drinkers. 


'The studies of Singer and Schachter (14), for example, emphasize the 
role played by cognitive, social, and psychological factors in influencing 
the affective response to a drug. 


?The FIDD drinking schedule generally resulted in lower BACs than 
those found in experimental intoxication studies. We used the FIDD 
schedule to minimize the effects of withdrawal and of cerebral impair- 
ment that come with heavy intoxication. These effects would tend to 
constrict the ability of patients to make decisions about drinking. 


3. As drinking continues, drinkers will experience 
greater discomfort in comparison with nondrinkers over 
the course of each drinking day as they become more in- 
toxicated, from week to week of the drinking period, and 
on weekdays compared with weekends. 


METHOD 


Subjects 


The experimental group was selected from among 98 
patients who had completed our FIDD program as mem- 
bers of the first 14 treatment groups. Eighteen of the 
patients drank rather heavily while in the program, con- 
suming an average of 18 oz of alcohol a day or more, 
while 43 did not drink at all while in the program. Thirty- 
seven other patients with more variable drinking patterns 
were not included in the major analyses of this study. 

The 61 patients selected for this study were male alco- 
holic veterans between the ages of 23 and 57 who had vol- 
unteered for our intensive 6-week treatment and research 
program on a closed ward in which alcohol was available. 
No other motivational criteria were applied. Patients 
were recruited from other wards within the hospital, from 
neighboring Veterans Administration and state out- 
patient sources, from alcohol treatment agencies, and 
from other hospitals. They were diagnosed as alcoholics 
before referral to our program and would be described 
generally as gamma alcoholics (16). They were all 
screened for psychoses and medical or neurological dis- 
orders that could be aggravated by alcohol ingestion. 

Table 1 provides selected data on the demographic 
characteristics and drinking history of the patients. 
Drinkers and nondrinkers were not found to differ on any 
of the 14 variables listed. 


General Procedure 


The FIDD program occupies a 12-bed, closed ward at 
the Veterans Administration Hospital in Coatesville, Pa. 
Throughout each 6-week program period, the patients 
are exposed to a variety of conventional treatment mo- 
dalities, including individual and group psychotherapy, 
educational and religious seminars, Alcoholics Anony- 
mous, and recreational, physical, occupational, and art 
therapy. Every effort is made to keep treatment as uni- 
form as possible for all patients. The program can be dis- 
tinguished from other treatment programs by the empha- 
sis it places on the patient's making drinking decisions 
and the feelings, behaviors, and beliefs associated with 
and engendered by these decisions. 

The FIDD program is divided into three phases. Dur- 
ing the Ist week of the program (the predrinking phase), 
patients are introduced to the ward routine, a battery of 
standardized psychological tests is administered, and 
treatment is initiated. Alcohol is not available during this 
week. 

A 4-week drinking-decisions phase follows. During this 
time the patients can choose to drink none, 1, or 2 oz of 
40 percent ethanol each hour on the hour from 9 a.m. to 9 
p.m. Monday through Friday. This schedule provides for 
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TABLE 1 
Selected Demographic Ckaracteristics and Drinking History Items of 
18 Drinking and 43 Nondrinking Alcoholic Patients 


Drinking Patients Nondrinking Patients 


Item N Percent Mean SD N Percent Mean SD 


41.0 7.2 
10.9 3.0 


Age (years) — — 42669 — — 
Years of schooling — — 11.2 2.8 — — 
Marital status* 
Single 5 29 — — 8 19 — — 
Married 5 29 — — ]2 28 — — 
Widowed, separated, 
divorced 7 
Race 
White 14 78 — — 3 72 — — 
Black 4 22 — — 12 2 — 
Years of heavy drinking —  — 123 70 — — 
Years drinking has been 
a problem — — 9,8 7.6 — | — 
Years considered an 
alcoholic — — 5.7 62 — — 
Times hospitalized for 
alcohol-related 
condition — — 2.6 27 — — 
Months hospitalized for 
alcohol-related 
condition — — 4.3 5.2 — — 
Felt alcohol problem 
increasing* 17 100 — — 35 8I — — 
Experienced 
“blackouts” 18 
Experienced “shakes” 
during past year* 15 88 — — 39 9I — — 
Experienced delirium 
tremens during pzst 


year 8 44 — — 8 19 — — 
Experienced convul- 
sions during past year 3 17 — — 2 5 — — 


* Missing data for | subject in this analysis. 


13 daily decision points and a maximum daily intake of 
26 oz of alcohal over a 12-hour period. Patients obtain 
drinks by coming up to the nursing window at the ap- 
pointed time and requesting either 1 or 2 oz. 

During the 6th week of the program (the postdrinking 
phase), alcohol is not available, psychological testing is 
repeated, and posttreatment plans are finalized. Psycho- 
tropic medication is not prescribed for patients in the 
FIDD program. Further details on program character- 
istics have been described in a previous publication (15). 


Test Variables 


Discomfort scale. Situational discomfort was mea- 
sured by means of an adjective checklist administered 
three times a day throughout the program—at 9 a.m., be- 
fore alcohol was available, and at 1 p.m. and 9 p.m., after 
the patients who chose to drink had consumed moderate 
or large amounts of alcohol. The self-report adjective 
checklist included 17 items, most of which were drawn 
from Zuckerman and Lubin's Multiple Affect Check 
List (17). The majority of the items were related to anx- 
iety; others dealt with depression and hostility. Patients 
were asked to indicate on a 5-point scale (0- not at all to 
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4-very much) “the heading that best describes how you 
feel NOW.” The maximum score was 68. The test format 
was specifically constructed for ease in repeated adminis- 
tration. Retest reliability after 1 week was found to be 
.88. 

Alcohol intake and BAC. During the 2nd through the 
3th week of the program, drinks dispensed and ingested 
at the nursing station were recorded immediately by the 
attending nurse. This provided an exact record of the 
amount and pattern of drinking. Breathalyzer read- 
ings (18) were taken at 8 a.m., | p.m., and 10 p.m. to as- 
certain BACs at the approximate time that the adjective 
checklist was administered. 


RESULTS 
Drinking Behavior and BAC 


The average alcohol consumption of the drinkers by 9 
a.m., | p.m., and 9 p.m. was 0, 6, and 22 oz, respectively. 
The corresponding BAC readings at these times were 
zero, .03 mg/100 ml, and .07 mg/100 ml, respectively. 
The BAC readings taken at 9 a.m. indicated that no alco- 
hol was present in the body following a 12-hour overnight 
period of enforced abstinence.’ The afternoon and eve- 
ning BACs of the patients who chose to drink indicated 
mild and moderate levels of intoxication. In subsequent 
analyses, therefore, morning, afternoon, or evening rep- 
resent no, mild, or moderate intoxication, respectively. 


Discomfort 


Analyses were performed to determine possible rela- 
tionships between discomfort and the following factors: 
1) group (whether drinkers or nondrinkers), 2) week of 
the program, 3) time of day (morning, afternoon, or eve- 
ning), and 4) whether a weekday or the weekend. As pre- 
dicted, discomfort was found to decrease significantly for 
both the drinking and nondrinking groups from the Ist to 
the 6th week of the program (F - 8.69, df « 1/57, p<.01). 
However, this effect was essentially the same for drinkers 
and nondrinkers (F 20.60, df= 1/57), indicating a general 
tendency for the patients to experience a decline in dis- 
comfort over the course of treatment irrespective of 
whether they drank or abstained while in the program. 

We performed an analysis of variance to compare the 
amount of discomfort experienced by drinkers and non- 
drinkers in the evenings (moderate intoxication) during 
the 4 weeks of the drinking-decisions phase of the study. 
Although no overall differences in level of discomfort 
were apparent between drinkers and nondrinkers during 
the drinking-decisions phase (F «0.07, df 1/57), differ- 
ential trends in discomfort were found for the two groups 
as reflected in a significant groups-by-weeks interaction 
effect (F 24.58, df 23/171, p<.01). Figure I shows the na- 
ture of this relationship. 

The figure shows that drinkers experienced a lower lev- 
el of discomfort than nondrinkers during the Ist week of 


Patients have been abstinent from alcohol for 60 hours by 9 a.m. on 
Monday. 
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FIGURE 1 
Amount of Discomfort Experienced by Drinkers and Nondrinkers 
During Weekday Evenings 
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the drinking-decisions phase, although the two groups did 
not differ significantly during the predrinking phase (t= 
0.03, df «57, two-tailed t test). The finding that the de- 
cline in discomfort was greater for the drinking group 
during the initial week of the drinking-decisions phase is 
suggestive but does not achieve statistical significance 
(t= 1.44, df- 57, p<.10>.05, one-tailed t test). With the 
beginning of the 2nd week in the drinking-decisions 
phase, discomfort increased in drinkers and progressively 
declined in nondrinkers. The differential changes in dis- 
comfort for drinkers ard nondrinkers between the initial 
and the last week of the drinking-decisions phase were 
significant (t — 2.82, df —57, p « .01, two-tailed t test). 

These results would appear to support the earlier find- 
ing that alcohol consumption has a transitory beneficial 
effect on mood that is ultimately replaced by progressive 
worsening of mood. However, our results were replicated 
when the amount of discomfort experienced by drinkers 
and nondrinkers in the mornings and afternoons was also 
analyzed. Thus a similar effect occurred whether dis- 
comfort was assessed in the morning, before the avail- 
ability of alcohol, or in the afternoon or evening, after 
those who chose to drink had consumed various amounts 
of alcohol. A comparison of the amount of discomfort 
experienced by drinkers and nondrinkers in the mornings 
and evenings confirms this conclusion (see figure 2). 

It 1s essential to emphasize that the results of com- 
parative analyses of the data on discomfort with respect 
to time of day indicated that the differential trends in dis- 
comfort found for drinkers and nondrinkers were not re- 
lated to alcohol consumption. Furthermore, the results of 
several other analyses reinforce this conclusion. For ex- 
ample, there was a tendency for all of the men to feel 
slightly more discomfort in the morning than during the 
rest of the day (F=2.75, df=2/118, p=.07). However, 
since this effect was not significantly different in drinkers 
and nondrinkers (F= 1.57, df «2/118, p=.21), there was 





FIGURE 2 


Amount of Discomfort Experienced Daily by Drinkers and Nondrinkers 
During Mornings and Evenings 


oe Drinkers 


--——— Nondrinkers 


MORNINGS 

Predrinking 
Ph 

^ ase 


Drinking-Decisions Phase Postdrinking 


Phase 





a m um n mt b e m A 


DISCOMFORT SCALE SCORE 
Te) 


1 2 3 4 5 6 
WEEK OF PROGRAM 
EVENINGS 
Predrinking Drinking-Decisions Phase Postdrinking 


Phase Phase 


DISCOMFORT SCALE SCORE 
co 


WEEK OF PROGRAM 


no evidence that the differences found were related to the 
physiological effects of alcohol (see figure 3). 

An analysis of the data for weekday versus weekend 
led to a similar conclusion. A consistently lower dis- 
comfort level was reported on the weekend than during 
the week, but this result applied equally to drinkers and 
nondrinkers (F=0.86, df=1/59), and the effect was not 
restricted to any particular time of day (see figure 3). Our 
patients felt better in the evenings and on the weekends 
whether they were drinking or abstaining, despite the fact 
that drinkers had ingested an average of 22 oz of alcohol 
by the time of the evening discomfort assessment but 
were sober in the morning and on weekends. 

The data of 37 relatively moderate drinkers who 
showed considerable day-to-day variation in their drink- 
ing were also analyzed on an individualized basis to dis- 
cover a relationship between the amount of alcohol con- 
sumed and the amount of discomfort reported. No 
relationship was seen when the amount of discomfort on 
days when little alcohol was consumed was compared 
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with the amount of discomfort on days when a lot of al- 
cohol was consumed. The results of these analyses in- 
dicate that alcohol ingestion per se did not heighten or re- 
duce the level of discomfort. It would appear that factors 
other than physiological ones affected the changes in dis- 
comfort that patients in the FIDD program experienced. 

A relatively higher level of discomfort was reported by 
all patients at the beginning of the Ist week of the pro- 
gram, when patients were naturally tense and uncertain; 
discomfort then gradually decreased during the remain- 
der of the week (see figure 2). The increased discomfort 
reported by both groups on Monday morning of the 2nd 
week, just before the “opening of the bar," is noteworthy. 
Increased tensicn in alcoholics before alcohol is available 
has also been reported by others (2, 8). The differential 
trend in discomfort for drinkers and nondrinkers during 
the drinking-decisions phase can be clearly observed in 
figure 2. As indiczted previously, a transitory beneficia, 
effect of drinking on affect has been reported bv some in- 
vestigators. 

In a second, independent analysis of the initial benefi- 
cial effects of drinking, average evening discomfort data 
for each of the 5 weekdays were compared with each oth- 
er. We assumed that there would be less discomfort on 
Monday than later in the week. However, discomíort was 
not found to vary significantly for different days of the 
week (F 20.78, df=4/68). Thus, under the circumstznces 
of the FIDD prcgram, the beneficial effect associated 
with drinking seemed to be confined to the Ist week of 
the drinking-decisions phase. Finally, discomfort de- 
creased significantly more for drinkers than for non- 
drinkers when the drinking-decisions phase was over (t— 
2.35, df 257, p<.05, two-tailed t test). Drinkers and non- 
drinkers did not differ significantly in the amount of dis- 
comfort they experienced during the final week of the 
program (t 0.15, df «57, two-tailed t test). 


FIGURE 3 
Amount of Discomfort Experienced by Drinkers and Nondrinkers 
During Weekdays and Weekends 
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MOOD CHANGES IN AN ALCOHOLISM TREATMENT PROGRAM 


DISCUSSION 


These findings demonstrate that drinkers experienced 
less discomfort during the Ist week of drinking and more 
discomfort during the following 3 weeks of drinking. 
These results appear to confirm earlier findings that the 
beneficial effect of alcohol consumption on mood is a 
transitory effect that is ultimately replaced by dysphoria. 
However, this interpretation of our findings was brought 
into question when comparisons of several control condi- 
tions in our study were made. We noted that parallel 
amounts of discomfort were seen in the morning, after- 
noon, and evening. The effect of increased or decreased 
discomfort, therefore, did not appear to be directly re- 
lated to the amount of alcohol in the body. 

This conclusion was supported by our finding that dif- 
ferences in discomfort occurring between nondrinking 
and drinking periods were reflected equally in drinkers 
and nondrinkers. We therefore concluded that the sys- 
tematic changes in discomfort that occurred for drinkers 
and nondrinkers during the drinking-decisions phase 
could not be attributed to the physiological effects of al- 
cohol. 

How then are the results to be explained? A number of 
uncontrolled variables were no doubt operative in the 
rather complex program environment. However, the evi- 
dence suggests that at least some of the variation in dis- 
comfort was controlled by psychological factors asso- 
ciated with the program environment, specifically the 
availability of alcohol and the need to make decisions 
about drinking. By way of illustration, we might point 
again to the relatively higher levels of discomfort that the 
patients experienced at the beginning of the treatment 
program and to the recurrence of heightened discomfort 
at 9 a.m. on Monday morning, just before the initiation 
of the drinking-decisions phase. Conversely, discomfort 
was lower in the evening following a day of making 
drinking decisions, on weekends, and during week 6, 
when drinking decisions were no longer required. The rel- 
ative absence or presence of discomfort appeared in all of 
these cases to be related to drinking decisions—either the 
requirement that they be made or the elimination of that 
requirement. 

We might hypothesize that alcoholic nondrinkers were 
initially uncomfortable in an environment in which alco- 
hol was present because they were uncomfortable about 
their ability to control their drinking. However, their dis- 
comfort declined with their repeated success in refusing 
available alcohol. For the drinker, the initial effects asso- 
ciated with drinking were the positive ones he had experi- 
enced previously and therefore expected. However, he be- 
came increasingly uncomfortable as his recurrent 
decisions to drink made it apparent to htmself and to oth- 
ers that he could not control his drinking, even though he 
had come to the program for treatment. 

It therefore appears that our results are more directly 
related to the psychological correlates of making deci- 
sions to drink or not to drink in a treatment program 
than to the physiological effects of alcohol on mood. 
This finding is in agreement with the predictions of the 
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cognitive theory of emotion of Schachter and Singer 
(14), which considers the individual’s cognitive inter- 
pretation of environmental context as an important de- 
terminant of his affective response to a drug. Further- 
more, our findings would seem to lend support to a 
learning theory explanation of alcoholism because the 
variables controlling mood state appeared to be situation 
bound rather than physiological in nature. The implica- 
tions of this theory are of obvious consequence for the 
treatment of alcoholics. 

Our findings are no doubt somewhat unique to the en- 
vironment in which the research took place. Drinking 
patients in the FIDD program did not appear to reach 
the levels of dysphoria reported by alcoholic subjects in 
experimental intoxication studies, and, in contrast to 
these studies, the mood changes that occurred in our 
study were not directly related to alcohol consumption. 
In addition to the specific psychological consequences of 
the FIDD treatment environment, several alternative ex- 
planations for our results may be considered. One ex- 
planation might be that our self-report measure of mood, 
in contrast with the method of psychiatric observation, 
was generally lacking in sensitivity. In this respect, Davis 
(8) described a number of problems associated with the 
effort to obtain objective measurement of mood in drink- 
ing alcoholics, e.g., passive-aggressive behavior and irri- 
tation of subjects with repeated testing. Nevertheless, the 
changes in the amount of discomfort reported by the 
drinkers and the nondrinkers at different points in our 
program did not seem to be random; they appeared to 
make good sense and would not be expected if the in- 
strument were insensitive and unreliable. Thus, although 
the possibility of insensitivity in the mood measure can- 
not be ruled out entirely, we do not consider this ex- 
planation for our findings to be substantial. 

A second possible explanation for our results concerns 
the fact that the BACs in our program were generally 
lower than those in other studies. It would seem that the 
response of an alcoholic to drinking at any given time 
represents a balance between physiological and psycho- 
logical factors. At one extreme, physiological factors 
dominate: BAC is elevated, cerebral function is consid- 
erably impaired (19), the individual is physically uncom- 
fortable, and he is prompted to continue drinking to ward 
off the negative effects of partial withdrawal (16). At the 
other extreme, the choice of drinking is completely con- 
trolled by the individual, and the effects of drinking are 
largely psychological in origin. 

Since the primary focus in our alcoholism treatment 
and research program is on factors that determine deci- 
sions to reduce or eliminate excessive drinking rather 
than on the effects of heavy intoxication, a drinking-deci- 
sions schedule was adopted that would minimize cerebral 
impairment and the effects of withdrawal. Psychological 
factors were found to be relatively dominant within the 
range of BACs we used. We are currently attempting to 
determine whether increasing the alcohol concentration 
of the solution administered to our patients would mea- 
surably alter our findings. This would serve to clarify the 
extent to which differences between our findings and 
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those of previous studies depend on the amount and pat- 
tern of drinking or on the different environments in- 
volved. 

The extent to which tension reduction occurs with 
drinking and the corresponding usefulness of tension re- 
duction as an explanatory principle for the drinking of al- 
coholics would appear to depend on the actual pattern 
and conditions of the alcoholic’s drinking. In this respect, 
a persistent misconception about the drinking behavior 
of alcoholics is that uncontrolled drinking is the norm 
and that the alcoholic always drinks to attain oblivion. 
Yet research in the laboratory has shown that the amount 
of drinking in alcoholics given free access to alcohol is 
dependent on environmental conditons (20, 21), and our 
own research (15) revealed that a majority of alcoholics 
are able to exercise some control over their drinking. In 
addition, an analysis of self-report data provided by alco- 
holics about their drinking (22) disclosed various styles 
and degrees of drinking. Thus, if the alcoholic controls 
his drinking to some extent on the outside, and if the ef- 
fects of drinking can be considered to be dependent on 
the conditions of drinking, as our findings suggest, it may 
be that tension reduction accompanies the alcoholic’s 
drinking. Current treatment approaches would then have 
to be revised to incorporate the idea that alcohol often 
serves a tension-reducing and reinforcing function for the 
alcoholic. Knowledge of the relative extent of the positive 
and negative effects of drinking is therefore necessary for 
treating and understanding the reasons for the excessive 
drinking of alcoholics. 

Further knowledge is needed of both the patterns and 
the amounts of drinking of the alcoholic and the condi- 
tions under which this behavior takes place. The FIDD 
program provides a model within which it is possible to 
examine some of the situation-bound and psychological 
variables that determine drinking behavior in the alco- 
holic, along with the effects and correlates of such drink- 


ing. 
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Persecutory Delusions: A Cybernetic Model 


BY FREDERICK T. MELGES, M.D., AND ARTHUR M. FREEMAN III, M.D. 


The authors propose a cybernetic model for the 
formation and maintenance of persecutory delusions. 
During the formation of persecutory ideation, the threat 
of loss of control over the self or others interacts with 
predictions of control from others. This interaction may 
result in feelings of alien control followed by persecutory 
explanations. Since the persecutory explanations provide 
the individual with a new goal of resisting others' 
influence in order to prevent being controlled, they reduce 
the threat of loss of self-control. This is how persecutory 
delusions are maintained. ; 


I know of no rule which nolds so true as that we are always paid 
for our suspicions by finding what we suspect. "Em 


HENRY DAVID THOREAU 
(Journal, 1837-1847) 


THREATS often prompt. predictions and suspicions that 
may increase the threats that originally prompted the 
suspicions. We propose that such a vicious cycle is in- 
volved in the formation of persecutory reactions. Our 
central thesis is that persecutory reactions stem from an 
interaction of the threat of a loss with attempts to prevent 
it by predicting it. Thus, the attempts to solve the prob- 
lem may eventually become the problem. 

In 1964, Arthur (1) reviewed the literature and various 
hypotheses about persecutory delusions and pointed out 
the need for a general model. Our proposed model is an 
effort in that direction. The model was also prompted by 
our need to develop a comprehensive teaching approach 
to the management o? the more than 500 acutely para- 
noid patients of diverse types admitted each year to the 
psychiatric wards of the Santa Clara Valley Medical 
Center. 


BASIC CONCEPTS AND DEFINITIONS 
Persecutory Delusions 


Jaspers (2) defined a delusion as an unshared outland- 
ish belief that is held with great subjective certainty and is 


Dr. Melges is Director of Psychiatric Education and Research and Dr. 
Freeman is Chief of Clinical Services, Santa Clara Valley Medical Cen- 
ter and Community Mental Health Program, San Jose, Calif. The au- 
thors are also with the Department of Psychiatry and Behavioral Sci- 
ences, Stanford University School of Medicine, Stanford, Calif. 94305, 
where Dr. Melges is Senior Attending Physician and Clinical Associate 
Professor and Dr. Freeman is Assistant Professor. 
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resistant to modification by logical argument or sub- 
sequent experience. Thus, a delusion is a false belief that 
is difficult to falsify. 

A persecutory delusion is an individual’s unfounded 
conviction that other people are conspiring to do him 
harm or to control him. Although the term “paranoid” is 
often used loosely to refer to various degrees of hostility, 
grandiosity, or a tendency to blame others, we will use it 
as a synonym for the term "persecutory" to refer to un- 
justified feelings of being persecuted. Also, the presence 
of persecutory ideation does not indicate the diagnosis of 
paranoid schizophrenia unless other signs of schizophre- 
nia are present (3). Although we will deal with so-called 
paranoid schizophrenia, our focus will not be on diagnos- 
tic categories but rather on processes, such as the inter- 
action of cognitive, emotional, and interpersonal changes 
that may underlie the formation and maintenance of per- 
secutory ideation. | 


Control: Feedback and Feedforward 


The term “cybernetics,” derived from the Greek word 
for steersman, is closely linked with the concept of con- 
trok control is achieved through reducing discrepancies 
between inputs and a reference condition or goal (4). 
That is, through the detection of errors (feedback), devia- 
tions from the goal are counteracted. Lack of control can 
result from goals being obscured or from the inability to 
detect and correct for deviations. Deviation amplifica- 
tions and wide oscillations in behavior are then likely to 
occur (5). 

Deviation amplifications are also likely to occur when 
there is excessive feedforward unchecked by present-time 
feedback. Human beings, with their capacity for exten- 
sive memories and temporal perspectives, are especially 
prone to feedforward; they forecast outcomes and project 
into the future (6). When such anticipations prompt other 
anticipations that in turn “‘feed into” the initiating antici- 
pations, deviation amplifications and vicious cycles are 
likely— especially when the feedforward processes are 
not modified by feedback from the current environment. 
In this way, a person's world view may become domi- 
nated by misconstrued anticipations that are divorced 
from ongoing reality. 


A CYBERNETIC MODEL OF PERSECUTORY PROCESSES 
Interpersonal Control and Initial Conditions 


In interpersonal behavior, the concept of control has at 
least three interacting domains: control over self, control 
over others, and control from others. We propose that the 


person likely to develop a persecutory reaction is one 
whose overriding goals are 1) to maintain control over 
himself and over other people and 2) to prevent control 
from others. Although such goals are valued to some de- 
gree by most people, a rigid and all-inclusive control over 
the self and others, plus the fear of being dominated by 
others characterizes what Shapiro (7) calls the “paranoid 
style.” These preoccupying goals are the initial condi- 
tions that set the stage for cybernetic persecutory proc- 
esses we will describe. 

In this paper, we will not deal with developmental fac- 
tors that bring about these preoccupying concerns with 
control, such as the sensitivity of the self to slights from 
peers during early adolescence (8) and the need to affirm 
one’s significance in the eyes of others (9). We should also 
point out that in experimenta! studies normal subjects 
under conditions of threat and uncertainty demonstrate a 
need to predict and control (10). In this sense, then, most 
individuals are predisposed to some extent to persecutory 
ideation under conditions of threat. 


Formation and Maintenance of Persecutory Delusions 


In light of the proposed initial conditions of the per- 
son’s extreme need to maintain rigid personal and inter- 
personal control, our central thesis can be reframed as 
follows: persecutory delusions stem from the threat of 
loss of personal control over the self or others and the at- 
tempts to prevent this loss of control by predicting and 
counteracting control from others. The essential cy- 
bernetic processes of this thesis are outlined in figure I. 

During the formation of persecutory ideation, there is 
a threat of loss of personal control over the self or others; 
this prompts predictions and suspicions of control from 
others. The latter arouses anger, since personal plans of 
maintaining interpersonal control are perceived as being 
potentially interrupted (11). The aroused anger carries 
with it the expectation of retaliation from others, increas- 
es the threat of loss of personal control, and prompts fur- 
ther predictions and suspicions of control from others. 
Suspicions abound about others’ motives in relation to 
the self. Since the suspicions are biased predictions in the 
sense that the person needs to confirm them so that he 
will feel he is right and thereby in control, they are likely 
to lead to the finding of clues (i.e., indicators of por- 


FIGURE 1 
Proposed Cybernetic Model of the Formation and Maintenance of 
Persecutory Delusions* 
THREAT OF LOSS OF CONTROL |———3» PREDICTIONS AND 
OVER SELF OR OTHERS SUSPICIONS OF 
Se 









z CONTROL FROM OTHERS 
= Anger 
S Clues 

MAINTENANCE: Resentment PERSECUTORY EXPLANATIONS 


Negativism 


*In the figure, + indicates deviation amplification processes, — indicates devi- 
ation counteraction processes. 


FREDERICK T. MELGES AND ARTHUR M. FREEMAN HI 


tentous events yet to come) that others are motivated to 
control him. Through these feedforward processes, the 
person eventually comes to feel highly threatened about 
the loss of self-control and highly suspicious about being 
controlled by others. 

These deviation amplifications may become such a 
vicious cycle that the person grows panicky and does lose 
control. One wav to halt the cycle, however, is for the per- 
son to make an assumption that other people are indeed 
controlling him and have indeed been persecuting him. 
These persecutory explanations provide a present-time 
new focus—the goal of resisting others’ influence. The in- 
dividual’s previous anger about future possibilities is 
transformed to resentment about what has supposedly 
happened. His persecutory explanations and his resent- 
ment provide him with a way of reducirg his threat of 
loss of personal control by negativistic behavior aimed at 
counteracting control from others (see the bottom of fig- 
ure 1). 

Thus for the maintenance of persecutory delusions, in 
order to decrease the threat of loss of self-control and to 
prevent control by others, the individual presumes that he 
is being persecuted (or has been persecuted), and he 
adopts a mode of resisting others’ influence. In this way. 
he reestablishes some sense of self-control by being 
against others. Since being against others is a goal and 
modus operandi that eventually becomes essential to his 
identity in that it reduces his threat of loss of personal 
control, his persecutory ideation is not only a false belief. 
but it is also difficult to falsify. This is how persecutory 
delusions are maintained. In addition, through protesting 
others’ influence and consequently antagonizing them, a 
person with a persecutory delusion often provokes actual 
rejection or control from others, which further sub- 
stantiates his persecutory explanations. 


STAGES OF PERSECUTORY IDEATION 


We offer these proposed cybernetic processes as gener- 
al postulates for the formation and maintenance cf all 
types of persecutory delusions, although the nature of the 
threatened loss and the ways of attempting to prevent it 
may be different for the various paranoid syndromes. In 
table 1, progressive stages of persecutory ideation are 
outlined in terms of escalating threat-prevention inter- 
actions and their outcomes. The essential stages are pre- 
monition, pursuit, projection, and presumption and pro- 
test. 

In table I, it can be seen that the major outcomes of an 
earlier threat-prevention interaction may compound the 
initial threat and prompt further attempts at prevention 
and prediction that in turn escalate the sense of threai. 
That is, the outcomes of an earlier stage may become the 
threat of the next stage. 

Because the stages are derived from clinical observa- 
tions and retrospective ‘histories of paranoid patients, 
they are heuristic at this point. A given person may nat 
progress through all stages. For example, suspiciousness 
may bring about adaptive consequences, such as the in- 
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TABLE I 
Stages of Persecutory Ideation and Threat-Prevention Interactions 





Attempts at 


Stage Threat Prevention Outcomes 





Premonition Loss of control Predictions of — Suspiciousness 


over self or others’ plans in. and anger 
others order to prevent 
control from 
others 
Pursuit Being found Pretenses to Feeling pursued 
suspicious and hide suspicions, and self-con- 
angry anger, and sense scious 
of threat to pre- 
vent retaliation 
Projection Feeling pursued Projectioninto Feelings of in- 


fluence and 
passivity 


the future to 
outplot sup- 
posed pursuers 
Presumption of Persecutory ex- 
piot and deci- X planations and 
sion to resist negativism 
others’ influence 


and self-con- 
scious 


Feelings of in- 
fluence and 
passivity 


Presumption 
and protest 





terruption of clandestine plans of a political cabal; this is 
healthy skepticism. On the other hand, a patient with a 
thought process disorder, in which the distinction be- 
tween present and future threats becomes blurred, may 
progress rapidly to feelings of influence, bypassing earlier 
stages. 


Premonition Stage 


As the initiating event for persecutory ideation, we em- 
phasize not a loss but rather the threat of a loss. The 
threat prompts suspiciousness and anger, since the per- 
son thinks he can do something to prevent the loss from 
occurring. If the loss is acknowledged as already having 
taken place, the individual will experience depression and 
may give up rather than experiencing anger and suspi- 
ciousness (11, 12). Because of the potentially persecutory 
person’s overriding concerns with maintaining control, 
the initial threat is usually a loss of control over the self, 
loss of control over significant others, or both. 

The threat of loss of control over the self can take 
many forms. These include incipient memory impair- 
ment with organic brain disease, the emergence of auto- 
matisms or reduplicative experiences with temporal lobe 
epilepsy, the arousal of unwelcome sexual or aggressive 
impulses, unpredictable startle reactions during drug in- 
toxication or withdrawal, the emergence of illusions or 
hallucinations, a developmental crisis that the person ex- 
periences as an impasse, and the inability to direct one’s 
thinking. The loss of conzrol over one’s thinking is partic- 
ularly important during the early phases of paranoid 
schizophrenia. 

A threat to loss of self-control makes the person feel 
vulnerable to control from others, and he begins to pre- 
dict others’ plans in order to prevent being controlled. 

he more he predicts control from others, the more 

atened he becomes; suspiciousness and anger mount 
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and he is beset with the premonition that something 
strange is going on. 

The premonitory feeling that “something strange is go- 
ing on," often called delusional mood or trema (13), also 
can occur with the threat of loss of control over others. 
This is particularly likely to occur when there is a threat 
of separation from a significant other person with whom 
the patient has had a close and dependent relationship. 
Jealousy that escalates to suspicions of infidelity and fi- 
nally paranoid ideation typifies the ramifications that 
may be initiated by the threat of loss of control over a sig- 
nificant other (14). We have observed such paranoid reac- 
tions in overt homosexuals, particularly when the domi- 
nant member of the pair becomes threatened by signs of 
indifference from his or her partner. 

In this regard, for a person who needs almost total con- 
trol over himself or over others, the indifferent reactions 
of others to the self are often interpreted by the person as 
clues signifying that he does not have control of the oth- 
ers’ view of himself or is insignificant and inferior in oth- 
ers' eyes (9). Such clues heighten his sense of threat, and 
the emotional arousal accompanying the finding of clues - 
reinforces their apparent validity and prompts further 
searching for clues (see figure 1). 


Pursuit Stage 


Whereas the premonition stage involves the person 
searching others for their intentions, the pursuit stage in- 
volves the expectation that others are searching the per- 
son for what he feels, knows, or might do. His initial 
threat is now compounded by the threat that others will 
retaliate if they discover his suspicions and anger. As one 
patient stated, "If they knew what I know about what 
they're up to, they'd kill me." To prevent the retaliation, 
the person begins to pretend that he is not suspicious, 
angry, or threatened; yet the more he pretends, the more 
self-conscious he becomes about others discovering his 
vulnerabilities. He believes that if others find out how 
vulnerable or how phony he is, they will be even more 
likely to control him. Here the person is hiding secrets 
and his inner turmoil from others (15), and he is afraid he 
will be found out; he feels pursued by others. Ideas of ref- 
erence, such as “being followed" or “being watched," are 
common during this stage. 


Projection Stage 


At this stage, since the person feels self-conscious and 
pursued by others, he is likely to attempt to outguess and 
outplot his supposed pursuers. Rather than the self look- 
ing at others, his focus is now on reacting to others look- 
ing at the self (16). Rather than being self-directed to- 
ward his own internal goals, he feels directed by what he 
anticipates to be the schemes of others in relation to him- 
self. As he loses self-direction, he begins to feel increas- 
ingly passive and under the influence of others (table 1). 

By this time, his initial threat of loss of personal con- 
trol is considerably compounded by threats of being 
found out or controlled by others. In order to prevent 
being trapped by his supposed pursuers, he projects into 
the future what he thinks their plans of action will be. The 


more he projects into the future, the more he becomes en- 
trapped by his own predictions. The ruminative vicious 
cycle common to this stage can be paraphrased as fol- 
lows: *If I do this, they will do that; and if they don’t do 
that, it’s because they are pretending (much like [ am) in 
order to catch me off guard later on." In this way, his 
predictions appear confirmed no matter what happens, 
and his seemingly correct predictions ensnare him further 
in what seems to be a preordained web of events deter- 
mined by others. 

We emphasize projection in time (espectally into the 
future) as well as in space (from self to other and then 
back to the self). That is, on the basis of his threat of loss 
of personal control, the person predicts in time what he 
expects others might do in relation to himself. This use of 
the term projection is in accord with its derivation from 
the Latin projicere, meaning to throw forward and ahead 
as well as outward. Its use in this way incorporates the 
expulsive and essentially spatial use of the term by 
Freud (17) with the expectancy and essentially temporal 
types of projection emphasized by Sullivan (8) and Laing 
and associates (16). 

In capsule form, during the projection stage, that 
which the person projects onto others and the future is 
projected back at him. In this regard, many acutely para- 
noid patients state that the future seems to be coming 
"at" them rather than them going into the future. 


Presumption and Protest Stage 


Feelings of influence and predestination heighten the 
threat of loss of control over the self to such a degree that 
panic about being controlled by others supervenes. The 
person has become acutely disorganized and his identity 
disintegrates because he now lacks internal reference 
conditions and personal goals (18). In order to prevent 
his disorganization from continuing, the individual must 
find some kind of focus or goal about which he can 
reorganize his personal identity. Since he has been pre- 
occupied with how others are reacting to him and influ- 
encing him, he 1s likely to seize an external focus to ex- 
plain his predicament. In his panicked state, he can no 
longer tolerate the uncertainties of prediction and testing: 
he presumes that there is indeed a conspiracy directed 
against him, and this presumption provides him with the 
new goal of protesting others' influence (table 1). 

The presumption of a plot, which Cameron (19) called 
"sudden paranoid crystallization," is often accompanied 
by a sense of relief, since the person feels he now knows 
what is going on and has a new plan of action—his deci- 
sion to protest others’ influence. A “paranoid pseudo- 
community" (19) is gradually specified and systematized 
as a conspiratorial group to which the person relates in a 
reactionary way by protesting its influence. His anger 
about future possibilities turns to resentment about what 
has happened and is happening. By becoming reorga- 
nized around the goal of resisting others, he reestablishes 
some sense of self-control: by supposedly preventing and 
counteracting control from others, he reduces his threat 
of loss of self-control. The reduction of threat reinforces 
his modus operandi of resisting others. As a result, his 
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persecutory explanations become impervious to logic and 
persuasion from others. Attempts to dissuade him that 
there is no conspiracy against him are paradoxically 
threatening, for they challenge his newfound identity of 
being against others. In this manner, persecutory delu- 
sions are perpetuated. 


TEMPORAL DISORGANIZATION AND LOSS OF 
CONTROL 


Temporal disorganization refers to alterations in the 
rate, sequential ordering, and goal directedness of think- 
ing processes. In acute schizophrenic patients with para- 
noid delusions (205 and during the emergence of paranoid 
ideation induced in normal subjects with hashish (21), 
temporal disorganization without disorientation to calen- 
dar time is prominent and is characterized by racing of 
thoughts, difficulties with keeping track of goal-relevant 
sequences, and the interpenetration and indistinction of 
past, present, and future. 

These aberrant temporal processes, either separately 
or in combination, are likely to enhance the threat-pre- 
diction interactions during the formation of persecutory 
ideation (see the top of figure 1). The racing of thoughts, 
commonly observed in acute schizophrenia, mania, and 
amphetamine psychoses (22), may speed up the threat- 
prediction cycle so that relatively there are more inter- 
actions per unit of real time than there are when mental 
processes are at a normal rate. The inability to direct 
one's thinking sequentially toward goals, commonlv seen 
in acute schizophrenia (23) as well as in hashish (21) and 
LSD intoxication (24), poses a considerable threat to loss 
of volitional control over the self and thereby may 
prompt predictions and suspicions of control from oth- 
ers. The unpredictable and intermittent occurrence of 
these difficulties with tracking information over time, 
such as losing one's train of thought or blocking, may be 
attributed to outside forces interfering with self-direction. 
Chapman (25) highlighted the importance of blocking, 
which he described as being similar to psychomotor epi- 
leptic attacks, as an early symptom of schizophrenia that 
patients often experience as alien control and later at- 
tempt to explain in terms of being persecuted. 

If a person hzs difficulty keeping track of what he just 
said or what he intends to say, loosening of associations is 
apt to occur, since his thoughts wander in many different 
directions (26). The resultant thought content, although 
bizarre, is not necessarily delusory or persecutory in the 
sense of an unwarranted conviction that one is at the cen- 
ter of an interconnected conspiracy directed against and in- 
fluencing him. Experimental evidence (21) suggests that 
the attribution of such a global scheme may stem from 
the telescoping and indistinction of past, present, and fu- 
ture, so that memories, perceptions, and expectations, 
which are ordinarily separated by geophysical time, seem 
to be intercannected in psychological time. Such tempor- 
al confusion might blur the distinction between inside 
events (memories and expectations) and outside events 
(perceptions). In short, that which is lost in time may also 
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seem lost in space, and internally generated threats and 
predictions may seem to be coming from the outside. Un- 
canny experiences of influence and feelings of being pre- 
destined may emerge in this way (21). 

The blurring of temporal boundaries would also en- 
hance the interaction between threats and predictions 
(see the top of figure 1), since predictions would be en- 
dowed with a sense of reality similar to present-time or 
past occurrences. That is, rather than thinking, "They 
might attempt to control me," the temporally confused 
individual would be more likely to think, “They are [or 
have been] controlling me." 


RECONSIDERATIONS: FREUD AND SULLIVAN 


Concerns with being controlled or dominated by others 
are frequent in the clinical descriptions of paranoid 
patients in the writings of both Freud (17) and Sulli- 
van (8). Feelings of being influenced by outside forces and 
becoming emasculated were central features in Schre- 
ber's memoirs (27), which Freud used as the expository 
case for his thesis about persecutory delusions. Fears of 
"being taken advantage of” and of being "exploited" by 
others were highlighted by Sullivan. These themes of do- 
mination and submission resonate with our cybernetic 
model. Since the proposals of Freud and Sullivan are of- 
ten used in teaching about the development of per- 
secutory delusions, a brief comparison of their models 
with ours is in order. 

Freud hypothesized that persecutory delusions devel- 
oped from the denial, reversal, and projection of homo- 
sexual strivings: “I (a man) love him" became trans- 
formed, through contradictions and reversals mediated 
by primary process thinking, into “I do not love him—I 
hate him," which was then transformed by unconscious 
projection processes into “He hates (persecutes) me, 
which will justify me in hating him" (17, p. 445). How 
and why such contradictions and reversals came about 
rested heavily on Freud's categorical declaration that pri- 
mary process thinking allows for logical contradictions 
and transmutations (28, p. 187), in contrast to the se- 
quential linear thinking characteristic of secondary proc- 
ess (29). Our thesis about temporal disorganization, in 
which nonlinear thinking is prominent (21, 29), offers one 
way of operationally explaining Freud's proposed rever- 
sals from love to hate and from subject to object (1.e., 
they are mediated by a confusion of temporal sequences). 
Indeed, Freud emphasized that timelessness was a funda- 
mental characteristic of primary process thinking (28, p. 
187), and the question can be raised whether temporal 
disorganization accounts for other primary process phe- 
nomena, such as the allowance of mutually contradictory 
ideas, reversals to the opposite, and displacements of af- 
fects and impulses to other sources (21). 

Schreber also demonstrated temporal confusion. In 
translating Schreber's memoirs, MacAlpine and Hunter 
stated that they left Schreber's frequent changes in tense 
unchanged because they revealed his confusion about 
past and present, which occurred even during the recuper- 
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ative phase of his illness at the time of his writing (27, p. 
27). Moreover, Schreber himself noted that the early 
phase of his illness was accompanied by experiences of 
profound timelessness, **as if single nights had the dura- 
tion of centuries" (27, p. 71). Furthermore, Neider- 
land's (30) reanalysis of the Schreber case indicated that 
Schreber's experiences of "divine miracles" (e.g., feelings 
of being physically contorted and transformed) probably 
represented revived memories of actual childhood experi- 
ences, in which Schreber was subjected as a boy to ex- 
treme physical contortions in accord with his father's or- 
thopedic child-rearing practices, which were directed 
toward domination of the will of the child. How these 
past childhood experiences later came to be experienced 
as present reality in adulthood could be explained by a 
telescoping of past, present, and future. 

As in the case of Schreber, the nature of the delusory 
thought content is often explainable on the basis of the 
person's past history. How and why such thought content 
emerges at a particular time involves questions of proc- 
ess. In our model, we propose that no particular thought 
content by itself can precipitate paranoid formation un- 
less it poses a threat to loss of control over the self or over 
others. Although Freud emphasized the specific role of 
latent homosexual strivings in the formation of paranoid 
delusions, such thought content (e.g., Schreber's fears of 
becoming emasculated and exploited homosexually) 
could be placed in the larger context of threats of being 
dominated or controlled. The evidence for the specific 
role of homosexual thought content in paranoid delusions 
is controversial (1, 9, 31), and when it does occur, it may 
reflect more general concerns such as loss of personal 
identity (9). Also, the occurrence of paranoid ideation in 
overt homosexuals is difficult to reconcile with classical 
Freudian theory, which emphasizes the role of repressed 
homosexual strivings (32). Nevertheless, in accord with 
our model, the emergence of homosexual thought content 
may be threatening to a person who believes himself to be 
heterosexual and who lives in a predominantly hetero- 
sexual society that shuns homosexuality. We propose, 
then, that the more general initiating event is the threat of 
loss of control over the self or others, of which the emer- 
gence of homosexual thought content is a special case. 

A second major feature of Freud's thesis about para- 
noid delusional formation is often neglected—that the 
delusional explanations are attempts at recovery or resti- 
tution of the self in relation to others (17, p. 457). This is 
in accord with our cybernetic model, particularly the 
maintenance stage, in which the person's persecutory ex- 
planations provide a way of regaining personal control 
through protesting the influence of others. 

Themes of domination and submission are also com- 
mon in Sullivan's writings (8) about paranoid formation. 
His ideas are difficult to systematize but can be para- 
phrased as follows: the potentially paranoid person feels 
inferior to others, and he conceals these inferiority feel- 
ings from himself and others by dissociating them. A 
paranoid transformation takes place when such a person 
feels he is “being taken advatage of” in the sense of being 
humiliated by others and led to reveal his concealed 


weaknesses. The previously dissociated aspects of his 
personality are then reawakened as uncanny "not-me" 
experiences. To protect his self-system, he further dis- 
owns these not-me experiences by blaming others for his 
plight: certain others become the personification of his 
disowned not-me experiences. By transfering blame to 
others, he downgrades them so that he will not feel fur- 
ther humiliated—i.e., it is possible for him to believe that 
others are just as bad or worse than he is. This face-sav- 
ing maneuver is similar to recent theories about the re- 
duction of cognitive dissonance in paranoid transforma- 
tions (33), in which an idealized self-image is maintained 
through derogating others and setting them in contrast 
with the self. These formulations can be readily recast 
into our cybernetic model, which centers around attempts 
to reduce the threat of loss of self-control bv preventing 
control from others. 

Sullivan (8, p. 359) averred that projection was a uni- 
versal normal anticipatory process usually adaptive for 
foresight about self-other transactions. In contrast to 
Freud, Sullivan did not emphasize projection of latent 
homosexual wishes as the central mechanism for para- 
noid transformation. He proposed that only when projec- 
tion became distorted by face-saving maneuvers did it be- 
come pathologically involved in inappropriate self-other 
anticipations and a paranoid transfer of blame onto oth- 
ers. This emphasis on misconstrued interpersonal antici- 
pations is in line with our model. 


IMPLICATIONS FOR TREATMENT AND RESEARCH 


In terms of the general model depicted in figure l, 
optimal treatment would entail diminishing the inter- 
action between threats and predictions. If therapy can 
mitigate the threat-prevention interactions listed in table 
1 for the various stages of persecutory ideation, the out- 
comes of each stage, testable by observer ratings or sub- 
jective reports, should lessen in frequency or intensity. In 
this way, along with the systematic collection of longitu- 
dinal data, the model and its stages ¢an be tested by tai- 
loring treatment according to each proposed stage. 

The first distinction in designing treatment is whether 
the primary threat is loss of control over the self or over 
others. If the primary problem is threatened loss of con- 
trol over a significant other, the therapist should assist 
the patient to clarify issues with this other person. If a re- 
union or rapprochement cannot be effected, then the ther- 
apist should help the patient to acknowledge the loss and 
to grieve, while at the same time helping him to discover 
other plans and goals that do not involve this significant 
other person. 

If the threat of loss of control over the self stems from 
a thought process disorder, pharmacotherapy should be 
used to restore the patient's control over his thinking. 
The dosage of antipsychotic medications can be moni- 
tored according to the degree and frequency of thought 
racing, tracking difficulties, and temporal confusion. 
Once these have been brought under control, it is impor- 
tant not to overmedicate the patient, since extra- 
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pyramidal and sedative side effects of antipsychotic drugs 
may in themselves be experienced as alien control. It is 
also important te realize that persecutory thought con- 
tent can be present without a thinking process dis- 
order (34), and the persecutory content can persist after 
the thought-process disorder has been adequately treated. 
Attempting to eradicate the persecutory explanations or 
contents by increasirg drug dosage to sedative levels may 
aggravate the problem, particularly since most paranoid 
patients at this stage need to be in cognitive control, not 
only for their self-esteem but also for their participation 
in psychotherapy. 

Fundamental to the psychotherapy of all stages of 
paranoid ideaticn is the establishment of a non- 
threatening relationship with the patient. Empathizing 
with the threat as the patient is (or has been) experiencing 
it while avoiding a fact-finding scrutiny of the patient's 
allegations about other people helps to establish such a . 
relationship. Once the patient feels that his sense of 
threat is understood by a nonthreatening person, the way 
is opened for the therapist to guide him in modifying his 
predictions and suspicions about control from others. 

During the formative stages of premonition, pursuit, 
and projection, psychotherapy should be aimed at empa- 
thizing with the threat of loss of personal control while 
helping the patient to test reality in terms of here-and- 
now transactions wich other people rather than bv predic- 
tions of their supposed intentions. Some of the approach- 
es useful to these formative stages are briefly summarized 
in the following statements: 

l. Premonition stage. "I can understand how up- 
setting that might be." "We never know what people 
really mean or intend to do in the future, so we are just 
hurting ourselves by letting our imaginations run wild." 

2. Pursuit stage. “Its hard to reveal inner feelings and 
secrets to people you don't trust." “Perhaps you can talk 
about your suspicioas and anger here in this office, to me 
alone, since it's hard to master something that is hidden.” 
"Sometimes we try to hide things even from ourselves, 
and that makes us feel like we're not being ourselves." 

3. Projection stage. "It must feel terrible to have your 
every move watched or interfered with." “Perhaps by 
trying to outguess them, you are letting them make you 
worry too much ... or letting yourself get too tied up by 
your thoughts abou: them." 

The general aim of such statements is to help the 
patient gain contro! over himself rather than to attempt 
to prevent control from others by predicting their plans. 

When a patient has reached the late stage of presump- 
tion and protest, the psychotherapist should realize that 
the patient's persecutory explanations are serving to re- 
duce the threat of loss of personal control; to contradict 
them verbally is to pit belief against belief and to entail 
the risk of augmenting the patient's protest of others' in- 
fluence. A more useful approach is to identify in the past 
the specific circumstances that initiated the threat-predic- 
tion interactions; ir. the process of historically reviewing 
the progression of persecutory ideation, including reality- 
based "insights" about certain situations (35), the patient 
may gradually reconstruct his current beliefs and here- 
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and-now readiness to protest. In addition, sometimes a 
direct approach in which the therapist (or a companion 
lay therapist) joins the patient in actively testing specific 
instances, such as delusions about phones being bugged, 
increases the patient's reality testing and lessens some of 
. his presumptions (36). Therapy for this late stage is often 
difficult, yet some patients are helped considerably when 
they are gently guided to find or rediscover personal long- 
range goals that do not involve their current persecutory 
preoccupations with certain other persons. After a 
patient's persecutory ideation has subsided and he has re- 
gained self-direction, supportive therapy should be aimed 
at helping him lessen his need for rigid control over him- 
self or over others. 

In summary, the model we have proposed suggests dif- 
ferent treatment strategies for the formative and main- 
tenance stages of persecutory delusions. The ultimate test 
of the model will be in its effectiveness in guiding treat- 
ment for the various stages of persecutory ideation. 
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TOPICAL PAPERS: Some Aspects of Psychotherapy 


Basic Concepts in Family Therapy: A Differential Comparison dae 


Individual Treatment 


BY LEON R. ROBINSON, M.D. 


The author presents basic differences between the 
approaches of family therapy and of the individual 
therapies on three dimensions: personality development, 
symptom formation, and the approach to producing 
therapeutic change. Family therapy bases its view of 
these factors in psychotherapy on the idea that they are 
determined by the family's functioning as an 
interderdependent transactional unit; the individual 
therapies base their views of these factors on the idea that 
they are determined by the dynamic intrapsychic 
functioning of the individual alone. 





IN THE COURSE Of several years of experience as an orga- 
nizer and teacher of family therapy training programs de- 
veloped for a variety of psychiatric professionals, I have 
become aware of some of the conceptual problems that 
confront the individually oriented practitioner who at- 
tempts to adjust to a frame of reference in which the fam- 
ily becomes the unit of pathology and treatment. The 
purpose of this paper, therefore, is to set forth briefly 
those ideas which I think are most fundamental to the 
practice of family treatment and which distinguish it 
from other forms of psychotherapy. | 

Family therapy may be differentiated from individual 
therapies (defined here as any form of psychotherapy in 
which treatment is confined to a dyadic relationship be- 
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tween a therapist and a patient or client) by making use 
of the fact that all individual therapies share a common 
perception of the nature and location of the ferces most 
active in the formation of personality, the appearance of 
symptoms, and the production of change. In this paper I 
hope to demonstrate that this common perception is rec- 
ognizably different from the perceptions and perspectives 
underlying family treatment. 

All approaches to psychotherapy are based on certain 
fundamental assumptions regarding the nature of person- 
ality and personality formation. Similarly, all theories of 
psychotherapy accept the premise that personality is the 
result of an interplay between the individual's inherited 
response potentials and the organized limitations on be- 
havior erected by the individual's society or culture. Al- 
though there is general agreement that pesonality is ex- 
pressed in a repetitious pattern of behaviors that enables 
the inner person to establish need-fulfilling relations with 
the external world, family treatment differs from the indi- 
vidual therapies on the location of forces that are pre- 
dominant in determining this pattern. 

Although the importance of environmental factors in 
the shaping of personality is recognized by the individual 
therapies, they operate on the assumption that internal 
events and dynamics are dominant among the various 
forces that determine behavior. This fact is clearly dem- 
onstrated in psychoanalysis, both in its highly detailed 
theory of psychosexual development and in its techniques 
of treatment, which seek to uncover the conflicts asso- 
ciated with a repressed infantile neurosis under condi- 
tions in which, according to Ackerman (1), “transference 
is dominant over the existing realities." 


The papers in this section are grouped around a specific topic. Publication here does not, however, imply thai the 
Editor considers this material to constitute a comprehensive analysis of the topic. 


Am J Psychiatry 132:10, October 1975 1045 


BASIC CONCEPTS IN FAMILY THERAPY 


Other individual approaches, such as behavior therapy, 
Gestalt therapy, and client-centered therapy, are founded 
more in empiricism thén in personality theory, but their 
techniques of treatment demonstrate a primary concern 
with the manipulation of intrapsychic mechanisms. The 
fact that the individual therapist structures treatment in 
such a way that contact with the patient’s interpersonal 
environment is avoided is a logical extension of his belief 
that treatment ought tc change the way the patient han- 
dies certain aspects of his own internally organized be- 
havior. 

Another facet of the perspective underlying individual 
treatment is a corollary of the assumption that intra- 
psychic events determine personality. This is the belief 
that changes in individual behavior are unopposed by en- 
vironmental factors or «re somehow resistant to external, 
countertherapeutic pressures. These ideas about the con- 
trolling nature of intrapsychic forces and the inherent 
stability of individual change are not compatible with the 
frame of reference of family therapy. 


PERSONALITY DEVELOPMENT 


In family therapy, the dominant forces in personality 
development are thought to be located externally, in the 
organized behavioral characteristics of the family by 
which the family manages and regulates the interpersonal 
life of its members. Within this perspective the family is 
viewed as a rule-governed, change-resistant transactional 
system with an operational program that has evolved 
through several generations and that is sustained by its 
capacity to stimulate system-sustaining conformity with- 
in the personalities of family members. According to this 
thesis the forces of the system operate in all family trans- 
actions, and theories of personality that associate person- 
ality development with the internalized outcome of a se- 
ries of dyadic relationships are therefore discounted. 

In other words, the early impressions of the external 
world that are established by the child by means of his 
weighted contact with his mother are not simply per- 
ceptions of that relationship but the child’s actual initial 
contacts with the family system. Thus the way a mother 
responds to her infant and his needs will be determined as 
much by the quality of her relationship with her husband 
as by the specific characteristics of the child. The adequa- 
cy of the mother’s response to the needs of her child can 
be determined by the extent to which her marriage is a 
primary source of interpersonal need gratification for 
both parents. If the marital relationship is under- 
developed as the center of parental need satisfaction, the 
chances that the parent-child relationship will become 
overdeveloped are increased. 

According to systems concepts, partners in an under- 
developed marital relationship are likely to incorporate 
in their family lifestyle any behavioral format that serves 
to justify or conceal the relational deficiencies in the mar- 
riage. Therefore, if the child of parents with this kind of 
marriage displays personality problems associated with 
an overly intense attachment to a parent or to his place in 
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the family,. he has, in systems terms, accepted an ex- 
ternally designed behavioral role thrust upon him by the 
social organization of his family. 

Viewed in this way, the young person’s failure to 
emerge from the parent-child context as an individuated 
adult is not a reflection of unresolved internal conflicts. 
Rather, it is the result of a conspiracy of needs in which 
marital tension between the parents has produced a fam- 
ily unit in which an exaggerated parent-child relationship 
satisfies the voids in the marital relationship. Since these 
system characteristics are transgenerational and have the 
support of grandparents, aunts, and uncles as well as par- 
ents and siblings, their impact on the development of any 
family member is highly coercive. Applying this per- 
spective to the dynamics of the Freudian’s oedipal stage 
of personality development, we could say that the out- 
come is determined more by the interpersonal behavior 
of the parents than by the intrapsychic dynamics of the 
child. 


SYMPTOM FORMATION 


Because the individual therapies view personality as a 
construct built more on internal than on external events, 
symptoms are perceived as the result of conflict between 
aspects of the individual’s intrapsychic machinery. The 
environment, social or otherwise, is included as a factor 
in the process of symptom formation only as the source 
of stress that serves to activate the opposing aspects of 
the individual’s internal functioning. In psychoanalysis, 
for example, symptoms are the result of repressed con- 
flicts between the ego and the id or between the conscious 
and unconscious brought to the surface by current 
stresses. In behavior therapy internal conflict becomes 
manifest when the patient 1s unable to tolerate an associ- 
ation with a desired object, person, or situation because 
of anxiety. The conflict between the desired behavior and 
the patient's inability to carry out that behavior is the re- 
sult of unconscious learning or conditioning. In Gestalt 
therapy symptoms are the result of intrapsychic diffi- 
culties that produce conflicts in the patient's efforts to or- 
ganize his fields of awareness, thereby reducing his capac- 
ity for coping with the demands of daily life. 

In each of these therapies, the impact of the environ- 
ment is viewed as contributory; it provides only the ex- 
ternal challenge that evokes a symptomatic response be- 
cause of the presence of internal conflict. Since symptoms 
are accounted for in terms of conflicts between the com- 
ponent parts of the self, the approach to treatment is un- 
derstandably aimed at helping the patient remove the dis- 
abling areas of inner disharmony. 

Family therapy also views symptoms as connected 
with conflict, but that conflict is viewed as originating 
outside of the individual. The conflict is located in the 
transactional interface between the natural devel- 
opmental strivings of an emerging individual and the dis- 
torted relational objectives of a dysfunctional family sys- 
tem. The concept of family dysfunction is derived from 
the idea that a functional family, rooted in an emotional- 


ly secure and stable marriage, provides children with a 
relationship experience that supports their gradual move- 
ment away from the family toward self-sustaining entry 
into the nonfamily world. A dysfunctional family, there- 
fore, is one whose organizational peculiarities cause it to 
mismanage those aspects of family interaction associated 
with individuation, distance, and closeness in such a way 
that the social maturation of family members is impaired 
or arrested. This impairment is caused by the presence of 
culturally dissonant forces that seek to mainiain the par- 
ent-child relational axis as the principal determinant of 
family organization. 

Under the pressure of dysfunctional social forces, indi- 
vidual attempts at separation are undermined by the ex- 
cessive emphasis on intergenerational relating, which de- 
values the independent, peer-level experience necessary to 
produce an individuated adult. Symptoms—anxiety, de- 
pression, or psychosis—are an expression of the conflict 
between the inherent strivings of the individual to estab- 
lish himself as an adequate member of his own genera- 
tion and the opposing pressures generated by a dysfunc- 
tional family motivated to maintain the status quo. 
Symptom formation on the part of the individual at- 
tempting to separate is therefore regarded as a con- 
sequence of the individual’s commitment to a set of so- 
cially ineffective interpersonal values and behaviors. 

Family therapists have ample experience indicating 
that dysfunctional families are established by parents 
who have achieved low levels of separation from their 
own parents and are poorly prepared to construct an in- 
dependent marital relationship. Marital partners who ex- 
perience great difficulty in handling the role of husband 
or wife may find justification or solace in a family system 
that promotes the role of parent into a position of emo- 
tional priority relative to the role of spouse. This means 
that some troubled spouses will obscure what Bowen (2) 
termed their "emotional divorce" by acting out the idea 
that the demands of the parent-child relationship leave 
little time for marital concerns. These parents can then 
approximate the appearance of a family as long as the re- 
sponsibilities of responding to children (or grandparents) 
can be used to justify the lack of closeness in the mar- 
riage. Other troubled spouses find it convenient to scape- 
goat their children as the cause of their marital problems. 
These parents can continue to behave like a family as 
long as there is a troublesome or disturbed child to be 
blamed for the failures of the marriage. 

In either type of family, the child is inclined to develop 
a preoccupation with his role in the problems of his par- 
ents. He may be emotionally trapped by the dynamics of 
the family whether he accepts or rejects the roles desig- 
nated for him by’ the family system. Acceptance of the 
roles and values designed by the family means that the 
child attempting to leave the family is inadequately pre- 
pared for separation and faces a concealed but active op- 
position. He is therefore likely to experience high levels 
of anxiety and guilt and to collapse in his efforts at inde- 
pendent living. Rejection of the roles and values of the 
dysfunctional family may result in a premature breaking 
away from the protective functions of the family and the 
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child's failure to sustain himself in the outside world. The 
parents in these families are therefore participants in the 
conflicts underlying individual symptom formation be- 
cause they suppress individuation and separation in order 
to protect the family’s triangular, bigenerational base, 
the loss of which would be destructive to the continuation 
of the parents' facade of individual and marital health. 


THE APPROACH TO THERAPEUTIC CHANGE 


Because the individual therapist believes the primary 
forces that shape and maintain personality are a part of 
the intrapsychic apparatus, he uses an approach that re- 
quires only the presence of himself and the patient. Al- 
though he is aware that the patient's difficulties have 
evolved in connection with past or present relationships, 
the individual therapist feels that the patient's reactions 
to these relationships or problem situations, as elicited by 
the therapist, are the best and most available targets for 
change. As a result the individual therapist structures 
treatment in such a way that he alone assists the patient 
in obtaining the insight, the learning, or the new levels of 
experience necessary to understand his failures and to 
make the personal changes needed to obtain relief from 
his disabling symptoms. 

Within the family perspective, the psychodynamic ap- 


. paratus of the individual is a comparatively weak system 


when confronted with the multigenerational organization 
of the family. To the family therapist, any effort to treat 
individual symptoms ignores the power of the family's 
commitment to the status quo and its active opposition to 
any individual changes that would fundamentally alter 
the established pattern of dysfunctional family relating. 
The experience of the family therapist has taught him 
that the family of the patient is an intense opponent of 
change and, in defense of its organizational integrity, will 
seek to defeat the efforts of a therapist to produce 
changes in individual family members. This particular 
feature of family theory, which the late Don Jackson (3) 
termed “homeostatic mechanisms," is accepted by most 
family therapists as one of the realities of family living, 
one that must be dealt with in treatment in order to es- 
tablish permanence of therapeutic change. 

The following statement of Jackson's, which includes 
the concept of homeostasis, achieves a maximum of clari- 
ty regarding the fundamental nature of family treatment: 


Briefly stated, the major assertion of the theory to be out- 
lined here is that the family is a rule-governed system: that its 
members behave among themselves in an organized, repeti- 
tive manner and that this patterning of behaviors can be ab- 
stracted as a governing principle of family life. (3, p. 116). 


Using this statement as an expression of one of the 
most central concepts in family therapy, one can see that 
the primary objective in this therapy is to isolate for 
change a. pattern of family behaviors that, because of its 
pathogenic nature, supports the appearance of symptoms 
in family members. More specifically, family treatment 


Am J Psychiatry 132:10, October 1975 1047 


PSYCHOTHERAPY OF BORDERLINE PATIENTS 


seeks to help the family as a unit to discard interpersonal 
habits and practices that tend to foster socially deviant or 
maladaptive responses to commonly encountered, cultur- 
ally sponsored social situations. Family treatment gener- 
ally aims at improving the levels of social functioning of 
the whole family so that no generation maintains a self- 
serving need to interfere with the successful individuation 
and separation of an adjacent generation. 

To achieve these aims the therapist meets with the 
family as a whole to observe firsthand the specific pat- 
terns of interaction that are peculiar to it. The therapist 
seeks to help the family learn about itself as a transac- 
tional unit by providing it with a setting in which the dys- 
functional aspects of its behavior can be exposed, dis- 
cussed, and changed under conditions of real social 
interaction. In this matrix family members learn directly 
how they fail each ather and what system changes are 
necessary to support the capacities of each generation to 
achieve eventual separation and to establish primary 
emotional bonds with peers. 


COMMENT 


The preceding remarks are in no way meant to dimin- 
ish the value of individual therapies or their theoretical 
constructs. I have simply tried to clarify some of the con- 
ceptual differences between individual and family treat- 
ment as contemporary approaches to psychotherapy. 
Both are valid methods of treatment when applied by 
skillful practitioners of either persuasion. 
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Psychotherapy of Borderline Patients: The Influence of Theory on Technique 


BY HENRY J. FRIEDMAN, M.D. 


Although the treatment of borderline patients has 
attracted increased attention, there is little agreement on 
the basic nature of the disorder or the proper techniques 
for its treatment by analytically oriented psychotherapy. 
The author states that treatment based on the idea that 
the borderline patient achieves therapeutic gains by 
raging against an accepting therapist for a prolonged 
period of time is not so effective as treatment based on 
the recognition of specific ego defects as the core 
pathology. He suggests that the therapist be active in the 
treatment of borderline patients and not permit gross and 
unproductive distortions of the therapeutic relationship. 


BORDERLINE PATIENTS who respond to analytically based 


psychotherapy with consistent distortion of the therapeu- . 


tic relationship are attracting more attention than they 
have in the past. The literature dealing with the issues of 
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diagnosis, dynamics, and treatment of borderline 
patients (1) reflects tae impact of increasing clinical expe- 
rience with patients in this category. It is not unusual for 
a single borderline inpatient to become the dominant 
concern of a whole treatment staff for a prolonged period 
of time. Despite the fact that a patient's angry behavior is 
detrimental and disruptive to the treatment of other 
patients, the staff may remain dedicated to one border- 
line patient. When this type of borderline patient be- 
comes engaged in acting out within the treatment in an 
outpatient setting, therapists seem to tolerate, with good 
therapeutic intent, outbursts of such magnitude that an 
entire clinic 1s disrupted by the noise and disorder. These 
outbursts may include screaming, shouting, and the 
throwing of objects. 

The rationale for allowing or encouraging this kind of 
behavior during treatment hours has been that it is neces- 
sary for the borderline patient to achieve a therapeutic re- 
sult. However, it is possible that a great deal of the dis- 
ruptive behavior of the borderline patient is the result of 
treatment conducted with inappropriate or inadequate 
techniques. These failures of technique may be based on a 
lack of experience with active psychotherapeutic methods 
or, more frequently, may be the result of specific theo- 


retical formulations about the genesis of borderline ill- 
ness and the necessity of severe regressions to therapeutic 
gains by the borderline patient. 

This paper will address itself to one restricted aspect of 
the treatment of borderline patients: the potential nega- 
tive influence of certain theoretical formulations on the 
clinical management of borderline patients, particularly 
the more severely ill borderline patients. Although there 
is general agreement on the fact that borderline patients 
are difficult and that the severity of their psycho- 
pathology compromises their ability to cooperate in psy- 
choanalytically based treatment, many authors claim, in 
complicated theoretical terms, that they understand the 
basic conflicts of these patients. The data on borderline 
patients are often unreliable and biased because of their 
uncooperative attitudes and their tendency to exaggerate 
or distort. However, such writers as Little, Winnicott, 
Adler, and Kernberg have presented complicated ex- 
planations of the basic psychopathology of borderline 
patients based on clinical data that are subject to variable 
interpretation. 


TREATMENT BASED ON OBJECT RELATIONS 


Margaret Little (2) wrote about the need to achieve 
basic unity between the therapist and the borderline 
patient before a therapeutic gain can be achieved. The 
concept of basic unity, despite claims to the contrary, is a 
mystic one. This concept seems to mesh closely with the 
borderline patient’s distorted sense of reality and, in par- 
ticular, with his usual distorted estimation of what he 
needs from people around him. Winnicott (3), working in 
the same area, proclaimed that the borderline patient 
gets better by discovering that no matter how severe his 
rage is, it cannot destroy the therapist. The proposed 
therapeutic effectiveness of sticking with the patient’s 
rage is apparently based on the Kleinian concept, or the 
concept of the British object relations school, of projec- 
tive identification as a major factor in blocking the incor- 
poration and integration of positive internal objects. 

Adler (4), writing about hospital management of bor- 
derline patients, defined his therapeutic stance by draw- 
ing heavily upon Winnicott and Klein in maintaining that 
a dyadic relationship in which a borderline patient rages 
against a reasonable, caring therapist has a curative ef- 
fect. Kernberg (5), who combined a highly complex theo- 
retical formulation with a practical approach to manage- 
ment, reported that calm treatment of borderline patients 
deprives them of working through their conflicts. 

A great deal of theory has been mobilized to explain 
the problems of the borderline patient in terms of defects 
related to early ego formation, particularly failures in 
maternal caring in the first and possibly the second year 
of life. It is very difficult to fault these formulations; they 


are not open to verification or refutation. Furthermore, 


once clinical data are placed into the Kleinian system 
they elude criticism from any but those analysts familiar 
enough with Kleinian and classical theory to make criti- 
cal appraisals. 
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In 1969 Anna Freud (6) examined the major conflicts 
in theory that preoccupied the analytic world at that 
time. She raised the issue of whether analysis was de- 
signed or could be expanded to include analysis of pre- 
verbal experience. Her conclusion that preverbal experi- 
ence, while of great importance to development, cannot 
be recovered in the transference is important with regard 
to the style of treatment adopted for borderline and psy- 
chotic patients. Adherence to theoretical positions that 
view intense regression to preverbal yearning toward the 
therapist as a wav of undoing the so-called false self may 
be a cause of much of the behavior of borderline patients 
reported in the literature. 

It is possible that the massive regression often seen in 
the treatment of barderline patients is to some extent 
iatrogenic. This is not to say that borderline patients do 
not have an unusual capacity for distorting therapeutic 
relationships. However, the belief that these regressicns 
are ultimately therapeutic interferes with efforts to keep 
the regression at a useful, more controlled level witk a 
patient whose observing and controlling ego must be sup- 
ported by a therapist who maintains a realistic therapist- 
patient relationship. This can be achieved only by a ther- 
apist familiar with active psychotherapeutic techniques. 

Many clinicians are still unsure of what the diagnosis 
of borderline personality disorder means. This term is not 
used in many areas of the country, particularly where 
analytic influence is not strong. Even among clinicians 
who are familiar with borderline patients and willing to 
work with them in clinical practice there remains a divi- 
sion of opinion and practice. For instance, although both 
Kernberg and Adler discussed the necessity of setting 
limits, they also toox positions that encourage regression 
and long-term hospitalization because they believed that 
such experiences are essential to the patient’s growth (7). 

Essential to these approaches are three basic assump- 
tions. One is that borderline patients are particularly sen- 
sitive to abandonment and have many defenses against 
this fear. This assumption leads to a position of trying to 
remain the therapist for the borderline patient regardless 
of the particular circumstances of the treatment. There- 
fore, the psychiatrist who feels that patients who become 
increasingly irrational in their demands and who evi- 
dence an increase in histrionic despair are unable to cope 
with abandonment is limited in his capacity to require 
that the patient maintain some stability in order for ther- 
apy to continue. The second assumption is that long-term 
hospitalization is more helpful than either short-term 
hospitalization or tae avoidance of hospitalization. The 
third assumption, which is frequently stated as fact, is 
that if therapy conducted with a borderline patient man- 
ages to keep disruptive outbursts to a minimum, :he 


| patient is deprived cf possible therapeutic gains. 


TREATMENT BASED ON EGO PSYCHOLOGY 


An oppositional approach, based on theoretical posi- 
tions taken from ego psychology, has been described and 
advocated by Zetzel (8). She outlined her understanding 
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of the developmental defects involved in the foundation 
of a borderline personality as well as her recommenda- 
tions for therapy. She concluded that the borderline 
patient requires a good deal of activity and a definite 
structure directed toward helping the patient make use of 
the realistic patient-doctor relationship. Zetzel felt that 
the establishment of a satisfactory therapeutic relation- 
ship was not substantially furthered by frequent appoint- 
ments. She stated, 


It is rather my impression that stability, consistency, and 
the ability to set realistic limitations are of primary impor- 
tance in the technique most appropriate to the borderline 
patient... . It is essential that the therapist should not present 
himself as an omnipotent figure with inexhaustible resources. 
(p.870) 


Although Zetzel's recommendation of a strict limita- 
tion of treatment to one hour a week can be questioned, 
the principle behind her suggestion seems sound. It may 
be possible and, indeed, occasionally helpful to see bor- 
derline patients more often than once a week. However, 
this should not be done at a time when a patient is mak- 
ing demands for magical help or presenting an obviously 
distorted form of reality designed to obtain more atten- 
tion from the therapist. In those instances when a border- 
line patient is presenting himself as unable to cope, but in 
which the therapist sees a manipulative aspect to the be- 
havior, it is necessary to clarify this fact before any in- 
crease in frequency of appointments is attempted. 

An intensive treatment hospital designed primarily for 
the empathic care of schizophrenic patients can be a bad 
treatment milieu for borderline patients (9). In this set- 
ting borderline patients frequently act out their most in- 
fantile, demanding impulses. It is not unusual to find a 
destructive spiral: the patient becomes more angry and 
demanding and the psychiatric resident is seduced into a 
struggle with the patient to “cure the behavior.” Restric- 
tions are placed on the patient; this leads to further 
struggle. Typically, borderline patients can get immersed 
in this struggle without being aware that it is not helpful 
to them. If a borderline patient is kept in an intensive 
treatment center for a long period of time, it is highly 
likely that acting out will continue. Furthermore, after a 
long period of time in this kind of hospital, if strict limits 
are set and there is concurrent intensive expressive thera- 
py, the patient will eventually "get better." 

Kernberg and Adler indicated that they achieved good 
clinical results through the combined use of hospital- 
ization and "expressive psychotherapy." This clinical im- 
pression is supported in part by the Menninger psycho- 
therapy study (LO). However, the Menninger study 
favored the use of hospitalization while limiting the avail- 
able treatment techniques to either analytic-expressive or 
supportive psychotherapy. No attempt was made to de- 
fine the alternative type of limit-setting, insight-oriented 
treatment described in this paper. It is possible that a 
positive outcome may be achieved with very brief hospi- 
talization, or even without hospitalization, by means of 
effective outpatient treatment. Many borderline patients 
lived their lives better before they came in contact with 
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either an intensive treatment situation or hospitalization. 
The work of Grinker and associates (11) indicated that 
some of the apparent therapeutic gains of long-term hos- 
pitalization may represent a burning-out or wearing- 
down phenomenon rather than any substantial change in 
personality structure. 

It is a common experience in reviewing the clinical 
course of borderline patients to find that their lives, al- 
though filled with much unhappiness and acting out be- 
fore their entering an intensive treatment situation, have 
not been so chaotic or self-destructive as they became af- 
ter a period of intensive treatment. A passive therapist 
who does not actively define himself against the force of 
regressive distortions and demands becomes a contrib- 
utor to the patient's inadequate reality testing. In my ex- 
perience, therapists who make use of analytic under- 
standing but avoid psychoanalytic technique achieve 
better results in the treatment of borderline patients than 
those who attempt to apply analytic techniques as well as 
analytic understanding. 

Clinicians who favor an expressive form of psychother- 
apy and who view long-term inpatient hospitalization as 
the necessary price to discover the patient's "true self” 
would think that these clinical suggestions deprive the 
patient of an opportunity to discover himself. They deny 
the possibility that borderline patients may continue to 
have very little meaningful understanding of their essen- 
tialy demanding and infantile personalities in spite of 
long periods of regressive behavior in treatment. Al- 
though Adler discussed setting limits and the need for 
staff firmness, he seemed to be unaware that the under- 
lying assumption that the patient needs to be kept in 
treatment at any price and that if the therapist fails to do 
so the patient succeeds in provoking what he most fears 
(abandonment) makes the setting of effective limits more 
or less impossible. If a therapeutically induced regression 
reaches levels at which the patient's extratherapeutic life 
is threatened, it is essential that the therapist be able to 
talk about terminating the treatment without self-accusa- 
tion and guilt. 


ACTIVE PSYCHOTHERAPY 


From a clinical viewpoint, the burden of truth lies with 
the advocates of long-term hospitalization and regres- 
sion-promoting psychotherapy for borderline patients. 
Some clinicians report positive results with borderline 
patients while managing to avoid disruptive regression in 
treatment that aims for fundamental improvement in the 
ability to function. If some clinicians can report effective 
change in the functioning of borderline patients without 
long-term hospitalization, massively disruptive inter- 
ferences, or severe distortions of the therapeutic relation- 
ship, there is a basis for disputing the necessity of severe 
regression as a prerequisite for therapeutic change. The 
issue is not one of precluding the kind of long-term treat- 
ment that will benefit these patients. Extensive psycho- 
analytically oriented treatment in which the technique of 
therapy is quite different from that of psychoanalysis 


may be the treatment of choice for many borderline 
patients. This treatment is not primarily supportive, but 
it does require much more activity on the part of the ther- 
apist, activity directed at maintaining a positive thera- 
peutic relationship and keeping the patient’s tendency to 
exaggerate and distort constantly at the center of the 
therapist’s and the patient’s attention. Analytic technique 
is unfortunately not applicable to the borderline patient. 
The early object relation theorists extended psycho- 
analytic techniques to the treatment of extremely dis- 
turbed patients. They missed the point that some border- 
line patients are not able to use a fully developed 
transference relationship to reexperience infantile aspects 
of their personality that limit their functioning and per- 
sonal happiness in subtle ways because infantile charac- 
teristics are not defended against in borderline patients as 
they are in neurotic patients. 

Even in face-to-face psychotherapy, borderline pa- 
tients tend to develop unworkable transference-like re- 
actions; irrational responses are close to the surface and 
tend to emerge without the aid of uncovering techniques. 
-Initially these distortions of the therapeutic relationship 
can be reality tested if the therapist sets firm limits on the 
patient’s expectations that the therapist be the omnip- 
otent provider of gratification rather than of insight. 
The borderline patient’s ego weakness, particularly in re- 
gard to reality testing, is central to the development of 
unworkable transference reactions. 

Demands for love from the therapist, mixed with the 
fear that only hate will be forthcoming, tend to reach un- 
workable levels of intensity in an unstructured therapy. 
The alternative to a treatment approach that aims for an 
analytic result need not be so-called supportive treat- 
ment. The following technical recommendations for the 
insight-oriented, limit-setting treatment of borderline 
patients represent a brief summary of my treatment ap- 
proach. 

l. A positive rapport should be established between the 
patient and therapist at the outset of treatment. This is a 
crucial enough factor that I would recommend change of 
therapist if the initial reaction is indifferent or negative 
and cannot be resolved in a reasonable amount of time. 

2. Mobilization of the negative transference is not con- 
sidered essential or desirable in the treatment. However, 
it is not to be avoided or suppressed but clarified and in- 
terpreted to allow the treatment to continue. 

3. Limit-setting techniques are best employed whenev- 
er the patient begins to lose sight of the rational goals of 
treatment. This is usually signaled by a transference-like 
preoccupation with how the patient feels about the thera- 
pist. 

4. Special attention should be paid to the therapeutic 
alliance, particularly to encouraging the patient’s con- 
scious understanding that the main purpose of treatment 
is to increase self-awareness through insight. The thera- 
peutic alliance is increased by the patient’s working with 
the therapist on neurotic disturbances as they occur out- 
side of the therapy hours. 

5. Countertransference reactions in response to dis- 
turbed behavior during the hour should be made use of by 
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the therapist as a signal to indicate that adequate limits 
have not been set earlier in the treatment (usually in the 
preceding sessions). 


DISCUSSION 


The failure to set limits in the treatment situation is of- 
ten the basic cause of unproductive treatment of border- 
line patients. This may include a failure on the therapist's 
part to understand what is meant by limit setting. Setting 
limits with borderline patients implies that the con- 
straints are rational ones that the therapist believes are 
necessary for the therapy to remain effective or, at least, 
nondestructive. The therapist must often insist upon the 
patient's mustering an adequate observing ego for a par- 
ticular segment of therapeutic interaction before pro- 
ceeding in the course of treatment. At times this may in- 
volve a temporary interruption of treatment or reduction 
in length of the therapeutic hour. Hospitalization and/or 
transfer to a new therapist may be necessary to interrupt 
an unworkable transference bind. 

Patients with complicated disorders of the borderline 
type are obviously going to continue to present diffi- 
culties to the psychiatrists who are willing to treat them. 
Grinker and associates (11) emphasized the mounting 
number of speculative formulations on the genesis of bor- 
derline illness in the face of very limited data derived 
from uncontrolled, nonsystematic studies. While I do not 
question the usefulness of individual psychotherapy as a 
source of understanding psychopathology, it is with the 
group of borderline patients that data are most difficult 
to obtain. Although there is little doubt that borderline 
patients in intensive psychoanalysis or psychoanalytically 
based therapy do form unusually intense and difficult 
transferences, the origins of the specific ego defect are far 
from clearly established. 

It is my thesis that subscription to views of the etiology 
of the borderline patient’s illness that depend too heavily 
on the British object relations school of thought is pre- 
mature and leads to a technique of treatment that can be 
destructive to the borderline patient. Although I offer no 
specific etiological formulation, I think that a clinician 
will better serve a patient by recognizing deficiencies in 
our knowledge of etiology. If a therapist is aware of the 
patient’s functional limitations in psychotherapy and the 
resulting necessity of keeping a close observation on the 
development of uncontrollable transference reactions, 
treatment can proceed in a more rational and effective 
fashion. 

It is important for clinicians to be aware of the differ- 
ences in theoretical bias of various contributors to the lit- 
erature on borderline patients. The fact that a large num- 
ber of contributors to the literature on borderline patients 
subscribe to and apply Kleinian concepts, jargon, and 
clinical techniques should be emphasized. This in no way 
automatically invalidates their contributions, but it does 
place them in perspective and allows for the consid- 
eration of other clinical approaches based on more tenta- 
tive, less speculative theoretical and clinical foundations. 
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Patients’ and Observers’ Assessments of Process and Outcome in Group Therapy: 


A Follow-Up Study 


BY RAIMUNDO JOSE CABRAL, M.D., JUNE BEST, R.N., R.M.N., AND ARLETTE PATON, R.N., R.M.N. 


A six-month follow-up investigation of process and 
outcome in group therapy was conducted by the authors 
and patients in two therapy groups. The results indicated 
that although there were discrete stages in the therapeutic 
sequence, acceptance was the most beneficial process 
variable for both groups. 


PSYCHOTHERAPISTS HAVE, by and large, devoted little at- 
tention to the problems and possible advantages of in- 
volving their patients in assessments of process and out- 
come in group therapy (l, pp. 821, 822). We have 
conducted research designed to provide data in this area, 
and the encouraging results of a previously reported 
study (2) led us to undertake this follow-up investigation. 
Our basic strategy was to 1) select several process factors 
on the basis of their theoretical relevance, 2) have 
patients and observers in two psychotherapy groups rank 
these factors, and 3) correlate these rankings with 
patients’ and observers’ evaluations of improvement in 
terms of amelioration of symptoms. 


The authors are with Charirg Cross Hospital (Fulham), Department of 
Psychiatry, Fulham Palace Road, London W6 8RF, England, where 
Dr. Cabral is Psychotherapist, Sister Best is Psychiatric Nurse, and Ms. 
Paton is Nursing Officer. 


The authors wish to express their gratitude to their patients for making 
this investigation possible. 
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METHOD 
Subjects 


Two groups of patients participated in the investiga- 
tion: group 1 consisted of 8 patients and was examined 
from its inception, and group 2, which had been meeting 
for 1 year before this research began, consisted of 10 
patients. The patients were adults (mean age=25 years) 
of both sexes, with various neurotic complaints. Groups 
were heterogeneous as to race, education, and socioeco- 
nomic status. 


Procedure 


Psychotherapy sessions lasting two hours were held ev- 
ery week. The therapist for both groups (R.J.C.) adopted 
an eclectic approach. In addition, there was one observer 
in each group (J.B. or A.P.), who used a specially devised 
form (see figure 1) to rate the process and outcome vari- 
ables during or immediately following the sessions. 
Weekly questionnaires were completed by each client 
during the session and were designed to provide corrob- 
orative evidence to the observers’ independent assess- 
ments of the same variables. 

Variables ranked by the observers and by the patients 
and their descriptions as given on the observers’ forms 
and on the patients’ questionnaires were as follows: 

1. Acceptance—as gauged by the warm and permissive 
atmosphere in which to express one’s main complaint. 

2. Desensitization—as suggested by the degree to 


FIGURE | 
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Sample of Form Used to Record Patients’ and Observers’ Rankings of Process and Outcome Variatles* 


Name Main Complaint Contribution — Acceptance Rank Desensitization Rank — Abreacton Rank improvement Rank Main Concern 
Number Rank 
P O(S P 0 0 P 0 P 0 OFS) 

Mr AB  [ tension INNE 3 -l 5 8 eae: sexual problems 
es SE BA ee) NU IEEE DEC EE O 
sad oc GM A (NNN aR) (RR AD) (eens 
aes a: EE IRE EE ee es ee ee 
Lodo dq ee lio Eb t es ee 

Date: Duralion of session: 


*in the figure, P= patient, O - observer, and O(S) - completed by observer during the session. 


which a group member is exposed to anxiety-evoking 
stimuli. 

3. Abreaction—the discharge of pent-up material rele- 
vant to the main complaint. 

4. Improvement—amelioration of the main complaint 
only. 

Observers also rated each client's contribution, de- 
scribed as any utterance that captured the group's pre- 
dominant attention, during the session. The main com- 
plaint (or symptom) was the one indicated by the patient 
on the week's questionnaire. The main concern was rated 
by observers during the session as being the main interest 
of each member during that session. 

This investigation covered 10 sessions, evenly distrib- 
uted over a 6-month treatment period. The evaluation of 


TABLE I 
Median Rank Values Assigned to Five Variables 


the first 5 weeks of this treatment was the subject of a 
preliminary report (2). 

Spearman correlation coefficients were computed be- 
tween the patients' and the observers' rankings of the sev- 
eral variables. The Kendall coefficient of concordance 
was used to ascertain the overall agreement between two 
or more factors. 


RESULTS 


Patients and observers in both groups showed much 
agreement in their rankings of the variables studied (see 
tables | and 2), which reached statistically significant lev- 
els for all factors rated by members of group 2. 


Contribution Acceptance Abreaction Desensitization Improvement 
Patient* Observer Observer Patient Observer Patient . Observer Patient Observer Patient 
Group 1 
A 1.0 1.0 1.0 1.0 3.0 4.0 5.5 1.0 1.0 
N 4.5 3.0 2.0 5.9 25 6.5 4.0 2.0 3.5 
Mi 7.0 2.0 1.0 2.0 1.0 3.0 35 35 2.5 
D 8.0 5.5 7.0 6.5 7.0 1.0 2.0 4.5 4.0 
E 2.5 4.5 35 8.0 6.0 23 1.0 5.0 6.5 
C 3.5 6.0 4.5 7.5 8.0 7.0 8.0 6.0 8.0 
M 6.0 7.0 5.5 3.5 4.0 8.0 6.0 7.5 7.0 
L 5.0 8.0 6.0 4.0 5.5 5.0 7.5 8.0 55 
Group 2 
D 2.5 1.0 1.5 9.5 5.5 L5 1.0 1.5 1.0 
M 7.0 4.5 2.0 5.5 7.0 2.5 3.0 2.0 25 
A 4.0 2.0 3.9 8.5 6.0 4.5 2:5 3.0 5.5 
K 3.0 3.0 4.5 13 9.0 3.0 5.5 4.0 6.5 
O 6.5 6.0 6.5 1.0 2.5 5.5 4,5 2.3 3.0 
Au 5.5 7.5 5.0 6.0 8.5 6.0 7.9 6.0 45 
S 8.5 5.0 8.5 2.0 1.0 10.0 9.0 7.5 3.5 
T 2.5 8.5 9.5 3.5 4.0 7.5 8.5 8.5 7.5 
J 9.5 9.0 7.0 4.0 3.5 8.5 6.0 9.0 10.0 
Do 10.0 10.0 10.0 10.0 10.0 9.0 10.0 10.0 9.0 


*Designations used here correspond with those in the previous study (2). 
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TABLE 2 


Spearman Correlation Coefficients Between Patients’ and Observers’ 
Assessments of Four Variables 


Variable Group! Group 2 
Acceptance + .837* +.790* 
Abreaction +.783 +.778* 
Desensitization +.724 -+.840** 
Improvement + .806 + .845** 


*p«.02, two-tailed test. 
**p«.01, two-tailed test. 


TABLE 3 
Spearman Correlation Coefficients Between Improvement and Four 
Other Variables 


Group | Group 2 
Variable Observers Patients Observers Patients 
Acceptance + .943* + .530 -.920* +..785** 
Abreaction +.336 + .697 -.380 ~.120 
Desensitization 307 4.2353 -.540 ~.510 
Contribution 4.390 — 4-.597 — 


*p«.01 , two-tailed test. 
**«.02, two-tailed test. 


For group 1, desensitization, abreaction, and accept- 
ance were all highly associated to one another, as shown 
by a Kendall coefficient of concordance of .89 (p<.01). In 
addition, the factors were directly related to improve- 
ment in this group (see table 3). 

For group 2, improvement was found to be positively 
and significantly associated only to acceptance. In fact, 
both the patients and the observer in this group corre- 
lated abreaction and desensitization negatively with 1m- 
provement. For group 2, the agreement among rankings 
of the variables was at a chance level. 


DISCUSSION 


Few investigations of group therapy have involved ob- 
servers and patients in testing the hypothesis that im- 
provement (amelioration in the patient's complaints) 1s 
not a unitary phenomenon by intercorrelating other vari- 
ables of theoretical therapeutic importance (3, 4). Studies 
that followed up their findings in an attempt to identify 
developmental stages in the therapeutic process have 
been fewer still (5). 

A previous report of our research (2) found that the 
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patients in group 1 judged abreaction to be the factor 
most associated with their improvement during the first 
five weeks of this treatment. At that early stage, both the 
patients and the observer in group 2 considered accept- 
ance to be the most important process variable related to 
symptom amelioration. This indicated that the differ- 
ential significance exerted by the factors studied might 
have been a function of the length of time the groups had 
been meeting. 

The results of the present six-month follow-up study 
lend support to our earlier suggestion of discrete stages in 
the therapeutic sequence. Most raters in this investiga- 
tion perceived acceptance as the most beneficial process 
variable; for group 2, it was indeed the only variable sig- 
nificantly associated with improvement at six months. 
Further, it was probably independent of the other factors. 
For group 1, the discharge of pent-up emotions seems to 
have become a less relevant variable over time. Conceiv- 
ably, improvement may occur among these patients 
through abreaction or exposure to anxiety-provoking 
stimuli in a warm, accepting atmosphere. 

Ranking in terms of the contribution of the patient, al- 
though this factor is conspicuous as a group phenome- 
non, seems of insignificant therapeutic value. This finding 
is in line with that of other authors (6), but direct com- 
parisons are probably unwarranted, since the assessment 
of outcome in this study focused on symptom ameliora- 
tion, thus avoiding a standardized evaluation (7). 

An overall agreement between the raters, both patients 
and observers, was previously noted to be higher for 
group 2. The concordance between the assessors was al- 
most as strong in group 2 at the time of the previous 
study as it was at six months for both groups. This cor- 
roborates the impression that experience in observing a 
group is required if more meaningful measurements of 
process variables are to be obtained. 
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The Use of a Written Summary in Group Psychotherapy Supervision 


BY SIDNEY BLOCH, M.B., PH.D., STEPHANIE BROWN, M.S., KENNETH DAVIS, M.D., 


AND NORMAN DISHOTSKY, M.D. 


Clinical supervision is an important feature of the 
education of the group therapist. The authors describe 
the application of a summary written by trainee 
cotherapists in their supervision. They found that the 
summary, which is supplied to the patients as well as to 
the supervisor, serves several functions that contribute to 
improved quality of clinical supervision and training of 
group therapists. 


A SUPERVISED CLINICAL EXPERIENCE is generally re- 
garded as a necessary feature of the education of the 
group therapist. The model of an ongoing supervisor-su- 
pervisee relationship used conventionally in the training 
of individual therapists has been borrowed for group 
therapy education without substantial change. However, 
supervision of the group therapist differs from super- 
vision of the individual therapist: there are several 
patients to consider, both individually and in terms of the 
group process, and two therapists usually lead a group. 
The countertransferences and the nature of the working 
relationship of the therapists have to be regularly exam- 
ined. 

Supervisors have attempted to deal with the extra di- 
mensions of group therapy through the use of such tech- 
niques as videotape or audiotape recordings and the one- 
way screen. These methods have clear advantages but 
suffer from two main drawbacks: they call for a sub- 
stantial time commitment from the supervisor, who is 
usually not in a position to afford it, and the presence of 
the recording machine or the knowledge that an observer 
is behind the one-way screen tends to obtrude on the 
group process. For these reasons, as well as such others 
as cost and convenience, these techniques are not incor- 
porated regularly into supervisory programs. Rather, the 
more usual technique is a weekly meeting lasting up to 
one hour between the supervisor and the therapists, dur- 
ing which the latter present an oral account of the group 
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session. The chief defect in this procedure is the large 
amount of time taken by the therapists to describe the 
group process to the supervisor, who is then compelled to 
compress his comments into what customarily turns out 
to be the tail end of the hour. 

We were struck by these limitations and speculated on 
how the supervised group therapy experience could be 
structured and what techniques could be used to enable 
the trainee to gain the maximum benefit from it. We de- 
cided to experiment with the use of a written summary of 
each group therapy meeting, a technique introduced in 
the department of psychiatry at Stanford University 
Medical Center for group therapy patients. Since a rull 
description of this technique has been presented else- 
where (1), only a brief account is provided here. 

After each weekly group therapy session, the two co- 
therapists discuss with each other the dominant events, 
themes, and group processes of the session as well as their 
own participatien. They alternate in making notes of 
these discussions and then dictate a narrative account of 
the meeting, together with additional editorial com- 
mentary. The summary is usually three to seven double- 
spaced typewritten pages. It 1s mailed in time for the 
patients and the supervisor to receive it before the next 
meeting. To protect confidentiality, we use first names 
only in the text and mail the summary in a plain enve- 
lope. Group members are aware of the fact that the su- 
pervisor also receives a summary. 

In this paper we present our experience with more than 
200 summaries prepared over a two-year period in terms 
of the effect of this technique on group therapy super- 
vision. 


FUNCTIONS OF THE SUMMARY 


The summary substantially reduces the time spent by 
the therapists in reporting the events of the group therapy 
session. The supervisor reads an account of the meeting 
before the supervisory hour; the therapists' need to ccm- 
municate the content of the meeting is thus obviated. The 
summary provides more than content alone by conveying 
impressions of the flow of the meeting and its dominant 
tones and nuances. The supervisor can focus on seg- 
ments of the summary that are particularly striking to 
him; these sections may focus on group process, dynam- 
ics of patients, strategies used by the therapists, the ap- 
propriateness of interpretations made by them, the mani- 
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festations of countertransference, and the like. Because 
the supervisory session is freed from the time-consuming 
need to report on the group meeting, the supervisor is 
able to use the training period more effectively and effi- 
ciently, and the therapists can seek guidance on aspects 
of the group session that trouble them. Thus the sum- 
mary saves time and enhances the quality of training. 

To prepare an adequate summary, the therapists must 
review the group therapy meeting assiduously. The 
knowledge that notes made during the review after each 
meeting will serve as the basis for a summary that will be 
read by both patients and supervisor improves the proc- 
ess of review a great deal. A second review occurs later, 
when each therapist reads the printed summary. Thus the 
quality of the review process itself is enhanced. 

Because notes for the summaries are made collabora- 
tively and immediately after each group meeting, they 
tend to achieve a high degree of accuracy. Again, the 
awareness that the summary will be read by both patients 
and supervisor encourages the therapists to strive for the 
most objective account possible. This process makes it 
difficult for either therapist to present the meeting to the 
supervisor in a more positive light than is truly the case. 
This is somewhat of a problem in an oral report, particu- 
larly when a trainee-therapist has anxiety about his vul- 
nerability and about exposing himself any more than is 
necessary. Thus the summary provides a more accurate 
and objective account of the group meeting. 

The summary plugs zaps when the supervisor or one of 
the therapists 1s away from the training center. The com- 
mon predicament of how to bring a supervisor up-to-date 
after a break in the continuity of supervision is avoided 
because the supervisor 1s routinely provided with a sum- 
mary of each meeting. When supervision is resumed after 
an interruption, the supervisor is in a position to cover all 
of the missed meetings by reading the summaries written 
during that period. 

The summary also bridges supervisory sessions by 
keeping the group more securely in the mind of the super- 
visor. For the supervisor with responsibility for the train- 
ing of more than one set of therapists, a summary be- 
tween sessions reduces the tendency to confuse the groups 
and the issues relating to them. Thus the summary pro- 
vides a bridge over gaps that occur in training. 

A common problem for both therapists and supervisor 
is what to focus on in supervision. They worry that some 
issues may be neglected entirely or that those which are 
introduced will be detached from the context of the group 
meeting as a whole. The summary permits the supervisor 
and therapists to select topics from a comprehensive 
range of material while keeping the whole range in mind. 
This is in contrast to an oral report, in which only a limit- 
ed amount of material is provided by the therapist, and 
the general framework.often remains unknown to the su- 
pervisor. Thus the summary provides a specific focus for 
the supervisory session. 

Attitudes and emotions held by the group leaders are 
often expressed toward individual patients by the selec- 
tion of a particular set of words in the summary. The su- 
pervisor can observe the amount of space allotted to each 
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patient and the choice of words made to describe each 
patient. He can distinguish between summaries dictated 
by each of the cotherapists and note the features of the 
group that each highlights, minimizes, or omits. The 
omitted material may be particularly relevant. In one 
group, the issue of termination was avoided for several 
weeks, despite its pertinence and the repeated urging by 
the supervisor to raise it with the patients. The supervisor 
was struck by the absence of any comment on termi- 
nation in succeeding summaries. He pointed this out to 
the therapists, and their attitudes and feelings toward the 
ending of the group were studied, to the clear benefit of 
both therapists and patients in their subsequent handling 
of separation. 

The relationship between the therapists can also be ob- 
served through the summary. For example, the rivalry 
and competitiveness between one pair of therapists were 
identified by the supervisor when he observed the con- 
flicts they had over successive weeks with regard to the 
accuracy of each other's summary. 

Reading the summary before meeting with the thera- 
pists provides an opportunity for the supervisor to con- 
sider and deal with possible sources of distortion in his 
understanding and awareness of the group by examining 
his own fantasies, intuitions, and countertransference 
tendencies. Thus the summary provides a means of exam- 
ining countertransference and the cotherapists' relation- 
ship. 

As the weeks and months pass, the compilation of 
summaries constitutes a chronicle, a written history of 
the group, which can be used in a variety of ways. It pro- 
vides a long-term perspective of the group process and 
the clinical progress of each patient. The supervisor can 
review past summaries to gain a longitudinal view of the 
group and its leaders, recognize themes developing and 
unfolding, and point them out to the therapists when ap- 
propriate. One supervisor's study of several summaries 
vividly revealed a consistent negative countertransference 
on the part of a therapist who was experiencing immense 
frustration with a patient's passivity. An examination of 
the summaries was a useful starting point in reaching an 
understanding of the nature of the therapist's difficulties 
with the patient. 

The summary as a chronicle also includes a record of 
the supervisor's contributions. His criticisms of the thera- 
peutic techniques used by the trainees, his advice regard- 
ing future interventions, and any other comments can be 
written down on the summary sheet adjoining the materi- 
al to which it is related. 


CONSIDERATIONS IN USING THE SUMMARY 


There are some basic technical requirements for regu- 
lar use of the summary. Recording equipment for dicta- 
tion and typing and copying facilities are obviously 
needed. The most crucial need, however, is for regular 
secretarial assistance. Since the summary has to be pre- 
pared and mailed promptly each week, usually one to two 
hours of secretarial time is essential. 


Training is required to produce adequate summaries. 
When the technique was first introduced in our medical 
center, therapists spent up to three hours dictating each 
summary. This may have been a function of their anxiety 
about omitting material, making errors, being overly 
protective of patients, and having the document "'grad- 
ed" by the patients and the supervisor. An initial empha- 
sis on a chronological sequence of events characterized 
by a bulk of unnecessary detail gradually evolved into a 
summary focusing on central, important themes, group 
process, and interpretive comments, either reiterated 
from the meeting or generated in the post-group-meeting 
review. After several weeks, the time required to prepare 
a summary diminished to 20 to 40 minutes; this ultimate- 
ly became the average. 
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CONCLUSIONS 


Clinical supervision is an important requisite in the 
training of the group therapist. Despite the introduction 
of various techniques, there remains a need to improve 
the quality of supervision to provide maximum benefit to 
the trainee. We have been impressed with the application 
of a written summary, introduced originally for patients, 
that has proved extremely valuable to group therapist 
trainees, particularly as a device to optimize their super- 
vision. 
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Psychotherapy Patient Transfer: Secondhand Hose 


BY LLOYD SEDERER, M.D. 


The author uses the analogy of the marketplace to 
examine the dynamics of the transfer of psychotherapy 
patients in university clinic settings. The outgoing 
therapist is the seller, the prospective therapist the buyer, 
and the patient the commodity-—the secondhand Rose. 
Marketing techniques that are used in this buyers’ 
market allow no active patient participation and are 
therefore antithetical to the tenets of psychotherapy. The 
author suggests early clarification of therapeutic goals, 
assignment of therapists on the basis of patient choice, 
and explanation of time frames and limits as means for 
ameliorating the problems he describes. 


THE TRADITION of transferring psychotherapy patients 
from one therapist to another dates back to the formal 
origins of psychoanalysis and to Freud himself. However, 
this procedure has received little attention in the psychi- 
atric literature, and in clinical practice its discussion is 
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tellingly restricted to the procedural mechanics of trans- 
fer, without adequate consideration of personal and soci- 
ological dimensions. We need no reminder that omission 
is as rich a clue in the understanding of behavior as is 
overt action. 

In January 1910, Freud began his famous analysis of 
the Wolf-Man. Freud neglected to mention in his case re- 
port (1) that this patient was transferred to him; in fact, 
the Wolf-Man’s previous psychiatrist traveled from Rus- 
sia to Austria to deliver his patient personally (2). Nor 
was the founder of dynamic psychiatry and psychoanaly- 
sis the last to treat "the only case which has been fol- 
lowed from infancy to old age." The arrangements made 
for this very special patient all serve to illustrate a phe- 
nomenon I call “secondhand Rose’’!—the largely auto- 
matic, unreflected transactions between psychotherapists 
and secondhand patients. 

After the special delivery of his patient, Freud spent 4 
years analyzing the Wolf-Man and later readmitted him 
for another few months’ work. Not'only did Freud pro- 
vide free treatment the second time around, he later tried 
unsuccessfully to find work for his former patient and be- 
gan a yearly collection for him that lasted six years and 
enabled the Wolf-Man to “pay his wife's hospital bills, to 


I have borrowed this description from the song of the same name, 
recently made popular in the movie Funny Girl.” 
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send her to the country, and occasionally to take a short 
holiday himself" (2). 

By 1926 this persistent—perhaps even relentless and 
ruthless—patient was again at Freud's door requesting 
more therapy; presumably, the yearly "protection" mon- 
ey was not enough. Freud then transferred the case to a 
junior colleague, Ruth Mack Brunswick, whose loyalty 
to Freud was unquestionable. She treated the Wolf-Man 
without payment and tried to analytically evaporate his 
rage at Freud by ascribing it to father transference so as 
to cure him of the “dishonesty” that led him to exact 
yearly payments from Freud.? Evidently this approach 
worked, since the payments stopped—but not before the 
Wolf-Man was driven deep into a paranoid psychosis (2). 

My aim is not to disparage the Wolf-Man or to rein- 
terpret his case, which of course involves additional ther- 
apeutic issues, but rather to highlight the incredible trans- 
actions that occurred and have escaped critical scrutiny. 
Such oversight is also common in our study and manage- 
ment of secondhand Roses. 


REVIEW OF THE LITERATURE 


Previous authors have been spared the tedious task of 
sorting through mountains of journal articles because, 
true to my thesis, this subject has received notably scant 
professional consideration. A score of years has produced 
the following papers (and this is a rather complete rendi- 
tion). 

In 1953, Reider(6) evaded the problem of patient 
transfer by telling us that certain patients spare us 
trouble by developing institutional rather than individual 
attachments. He indicated that this might be a blessing 
and perhaps should be promoted. 

In 1958, Pumpian-Mindlin (7) considered the topic 
from the perspective of a Veterans Administration clinic 
with a rapid turnover of trainee therapists and staff. To 
him, the heart of the matter was "countertransference'*: 
the therapist's termination anxiety, his emotional invest- 
ment in the therapy and the patient, and his therapeutic 
goals. Pumpian-Mindlin described some of the pitfalls 
common to psychotherapy and presented certain tech- 
niques that he felt might facilitate transfer and termi- 
nation. 

An article by Schiff (8) warrants mention because it is 
the only one in the group I surveyed written by a psychi- 
atric resident, a member of a group routinely besieged by 
issues surrounding the giving and taking of patients. He 
tabled the problems of transfer in favor of an excellent 
but familiar discussion of termination. 

"Multiple Transfers of Psychotherapy Patients," pub- 


?Freud had previously established the ethic of protecting fellow analysts 
from unfortunate therapeut:c developments by stretching the concept of 
transference. A striking example of this was his telling Frau Breuer that 
Anna O.'s passion was a product of neurotic transference rather than 
any genuine affection she may have felt for Dr. Breuer (and vice versa). 
Freud's action convinced Frau Breuer, for she abandoned her threats of 
divorce, but they must not have convinced Dr. Breuer, who remained 
shy of psychoanalysis forever (3-5). 
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lished in 1966 by Keith (9), is a promising title, but the 
promise was not fulfilled. His thesis was that ‘‘adminis- 
tratively required transfers and the resulting reactions 
within patient and therapist can be turned to clinical ad- 
vantage if recognized and dealt with in the therapeutic 
process." In the phrase “‘administratively required trans- 
fers," he eliminated the dynamics and sociology of this 
procedure. He then proceeded to a dissertation of devel- 
opmentally determined transfer symptomatology, as if 
this phenomenon existed in a vacuum. 

In 1970, after 12 years of literary psychosocial famine, 
Scher (10) examined the “‘therapeutic triangle" of the 
patient, the departing therapist, and the new therapist. 
Her discussion of the departing therapist—his fear of ex- 
posure and competition and his concern about being obli- 
gated to or engendering obligation from another col- 
league—was clear, important, and refreshing. 

Finally, Strean and Blatt (11), some 3 years later, en- 
treated us to "initiate dialogue and further research into 
some of the dynamics involved in referrals." These au- 
thors considered 1) the patient in analysis who refers a 
friend (or acquaintance) to his own analyst, 2) the friend 
(or acquaintance) of an analyst who is not an analyst 
himself but who refers a prospective patient, and 3) the 
analyst who refers a prospective patient to another ana- 
lyst. They indicated that, in general, "referrals may be 
expressions of love, hate or ambivalence; they may be 
manifestations of rivalry and competition or defenses 
against these drives. Inevitably they reveal something 
about the psychodynamics of the referring party." The 
authors felt that there were two groups of analytic prac- 
titioners—those who received most of their referrals 
from colleagues and those who received very few. Mem- 
bers of the former group were interested in “cementing” 
or “cultivating” relationships among professionals or in 
"getting rid of my garbage," whereas members of the lat- 
ter group wished to avoid obligations to referring parties. 


THE MARKETPLACE 


My perspective on the problems of patient transfer de- 
rives primarily from my experiences in a state university 
hospital psychiatric clinic staffed by residents in psychia- 
try and psychology interns. However, it is my impression 
that observations drawn from the university hospital set- 
ting have far more general application, since the practices 
described are replicated in many (particularly clinic) set- 
tings. The trainees in the clinic stay an average of 1 or 2 
years, and their periodic departures are the soil from 
which a variety of conduct decisions grows. The possible 
arrangements for patients when therapists leave are 1) 
termination, 2) termination with preferential readmission 
to a random therapist (the patient is given the next avail- 
able opening, shortcutting a generally difficult reentry), 
and 3) direct transfer to another selected therapist. In the 
first case, the therapeutic work may be complete, or the 
patient may desire further psychotherapy but the thera- 
pist does nothing to facilitate the process. All of these 
possibilities are employed in most facilities, but there is a 


powerful tendency toward the third, obliging arrange- 
ments, with preferential readmission resorted to if a 
transfer cannot be arranged. 

Those therapists who choose to give and take patients 
and those patients who are willing to be party to this 
process (and they are both amply represented) engage in 
activities that bear a striking resemblance to the charac- 

teristics ofa marketplace. 


The distinguishing features of a market as developed in 
English law were, first, a concourse of buyers and sellers at a 
particular place; second, the making of transactions openly 
and publicly; third, the freedom of all persons to participate 
in trading; and fourth, the physical presence of the goods 
where they are to be sold (12, p. 51). 


In the clinic I have described, the patient becomes the 
commodity (the secondhand Rose), the departing thera- 
pist the seller, and the new therapist the buyer. Because it 
is a buyer's market, the departing therapist is inspired to 
resort to certain marketing techniques that I will describe 
later. What is more troubling is the fact that the patient 
does not and cannot occupy any position but that of a 
passive vendible in the clinic commerce. Unlike other set- 
tings, in which both therapist and patient may be both 
buyer and commodity (e.g., most private practice in psy- 
chiatry) the clinic strips its patients of active participa- 
tion in a process that dearly affects their lives. This is an- 
tithetical to fundamental tenets of psychotherapy. 


MARKETING TECHNIQUES 


Students of marketing know that elaborate campaigns 
are conducted to stimulate demand for a product and 
that "regardless of the form, the purpose is the same: to 
arouse, stimulate, or direct a prospective buyer's con- 
scious or dormant desire for want satisfaction that results 
in action with reference to a given product or seller (13, p. 
566). 

The selling of psychotherapy patients is a rich field for 
observation. Departing therapists’ proposals to potential 
buyers are as varied as are their proponents, but certain 
patterns can be discerned and merit our attention. 

The intelligent, articulate patient promises a wealth of 
stimulation and so becomes a very marketable com- 
modity. His value increases if he is of the aproblematic 
ilk, i.e., if his care involves no phone calls, emergencies, 
issues of medication and hospitalization, etc. These attri- 
butes can also contribute to the attractiveness of other 
types of patients and are routinely promoted in transfer 
transactions. Those intelligent elite patients who are 
bundled in problems are less desirable, but we are ad- 
monished that their potential for growth or even 
genius 1s too great to ignore or neglect. 

Another variation of this promotional technique is to 
sell a patient on the basis of his capacity to be instructive. 
This type of patient is an expert in the game of psycho- 
therapy, a rated player who can teach the therapist much 
about this complex endeavor. No doubt the Wolf-Man 
was advertised along these lines. Many an “undesirable” 
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patient can be moved in the market by highlighting his 
ability to instruct the novitiate psychotherapist in the 
strange ways of psychosis and the nether catacombs of 
the unconscious. 

The timely mention of patient motivation can often tip 
the scales in any number of transactions, as can the pros- 
pect of the inclusion of a desirable supervisor in the bar- 
gain. 

Our "dormant desires" make us ready victims for cer- 
tain propositions. The physically attractive patient, as an 
esthetically or sexually pleasing object, has little diffi- 
culty at transfer time. This unidimensional appeal may 
suffice for certain unidimensional prospective buyers, or 
it may be used to weave a Pygmalian creation fantasy 
that would suffer from the existence of substantive char- 
acter traits. 

Sex is not the only seductress. À statement such as 
"Only you could handle this patient" can weaken the re- 
solve of a buyer unaccustomed to flattery and aggran- 
dizement, conceptually transforming a seemingly diffi- 
cult therapy into an exciting, competitive power struggle. 

The patient who needs “a good parent," “strong male 
or female identification," “someone to educate him,” or 
"rescue from the caprice and malevolence of the family 
or the state hospital." will have some fortune in the mar- 
ket, although it will probably be limited, since these are 
weaker promotional strategies. 

Minority group members can be sold as such on the 
basis of their ability to satisfy and expand social con- 
sciousness or simply because there are so few of them in a 
university clinic, but these are also weaker selling points. 

Last but not least, therapists who share similar world 
views and therapeutic biases tend to aggregate into rather 
strongly bonded fraternities. Patients of fraternity mem- 
bers may enjoy a high degree of marketability within the 
cadre because they solidify the group and its values. 
These aims may not be explicitly promoted, especially 
since they may contradict particular therapeutic goals, 
but they are still cuite visible. 


EFFECT OF CLINIC DYNAMICS ON THE MARKET 


The realities of a university hospital clinic with salaried 
trainees make it 1mpossible to explain the secondhand 
Rose phenomenon in terms of that very familiar cul- 
prit—money. No car payments will be met because train- 
ees have given business to their colleagues who have re- 
sponded in kind. The absence of economic incentives 
does not devalue the market analogy; instead, it obliges 
us to look elsewhere tor the forces that shape and sustain 
behavior in the marketplace. 

Transfer can be easier for both the patient and the de- 
parting therapist if they mutually cooperate in avoidance 
of the more difficult tasks of completion and separation. 
The incoming therapist may be reluctant to interfere, 
since this arrangement also decreases his anxiety by mini- 
mizing the unknowns he would otherwise face with an 
unfamiliar case. His refusal might also strain the re- 
lationship between the two therapists and would be 
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psychoanalytically tantamount to rebellion against an 
older brother or a father. Thus the path of least resistance 
may be chosen as a work-saving, anxiety-reducing, har- 
mony-preserving device that also enjoys validation in its 
established tradition among senior professionals. 

As the training program ends each year, the specter of 
guilt invades the clinic. Trainees cannot stay forever (al- 
though they may covertly promise this to their patients), 
yet their leaving becomes identified with abandonment 
and the consequent sense of guilt. The patient’s separa- 
tion anxiety and anticipatory grief nurture and amplify 
this guilt, but it is the departing therapist’s vulnerability 
that gives it credence and permits its development. Once 
established, this guilt can easily encourage privileged 
treatment in the form of transfer or other favors peculiar 
to the closing phase of therapy. 

There are certain therapeutic postures that render the 
therapist highly susceptible to this sense of guilt. The 
wish to take care of and provide for the patient may be in 
the spirit of benevolent paternalism that, by definition, 
views the patient as a helpless child, fosters dependence, 
and so makes separation akin to abandonment. The med- 
ical model does not help us at all at these times, for it 
conjures up an image of the doctor leaving his patient in 
the middle of an operation. Viewing the disengagement in 
the metaphor of marriage is equally troublesome and 
guilt inducing, as we have become accustomed generally 
to the wife (patient) being left well cared for—either fi- 
nancially or, as is the case in many divorces, in the hands 
of a good psychotherapist. 

A complex, stratified, rivalrous atmosphere pervades 
every training department and contributes to the prob- 
lems of patient transfer. We can examine this phenome- 
non from the vantage points of individual trainees, 
groups of trainees, or the interaction between trainees 
and departmental faculty. 

Fellow trainees may be revered, feared, or indebted to 
one another. If so, patient transfer will be conducted in 
such a way as to achieve certain unprofessional ends. The 
patient may represent a gift or, conversely, a potential 
source for failure. In either case, the therapeutic dyad is 
colored from the start. As I noted in the previous section, 
trainee groups that embody particular philosophies will 
retain patients within their boundaries to add to the 
group's cohesion and advance its ethic. Trainees may also 
guard their collective perimeter against the departmental 
faculty, much like a primal horde would bond in the pres- 
ence of a powerful father. Operating at all three levels 1s 
the need to prevent exposure and avoid painful humili- 
ation. Passing the patient on (to a particular trainee, 
within a particular group, or keeping him away from the 
faculty) may ensure his silence over real or fantasied 
therapeutic failure; the patient's critique of his previous 
therapy is very likely to be inhibited when the new thera- 
pist has been selected by the one who is leaving. In fact, 
the patient, indebted to his previous therapist for saving 
him the anxiety and rigor of securing another therapist, 
will probably speak favorably of his past therapist and 
thereby enhance his reputation. 

Social conscience, often hypertrophied in members of 
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"helping professions," can influence the conduct of de- 
parting trainees. The chronically underprivileged and 
persistently disillusioned, who too often have experienced 
the short end of society’s stick, can easily arouse our con- 
sciences, engendering privileged treatment. 

Psychotherapy, like any other movement, creates 
people whose identity is primarily a product of their role 
as a patient. In medicine this would be a form of iatro- 
genic illness and would be worthy of special attention if 
not malpractice litigation. The Wolf-Man fashioned his 
life to complement psychoanalysis. Felix Deutsch discov- 
ered in his brief encounter with another of Freud's classic 
cases, Dora, that the only joy she experienced amid years 
of misery and mistreatment was in her fame as a land- 
mark in the history of analysis (14). Contemporary prac- 
tice is not without similar characters, and psychiatric in- 
stitutions are routinely faced with the question of what to 
do with patients who have no life outside the walls of the 
facility. This is an immense problem with ramifications 
at every stage of therapeutic management and naturally 
influences the judgment and conduct of a departing thera- 
pist. 


CONCLUSIONS 


The Greeks of antiquity were “especially alert to the 
ends of deceipt, fraud, and adulteration which frequently 
occur in exchange, [and so] provided for careful and strict 
supervision of their markets" (13). Such scrutiny and 
regulation in the psychotherapeutic marketplace 1s in- 
deed difficult because it must be self-regulation. 

There are a few elemental principles and guidelines 
that I feel would help to remedy some of the problems of 
psychotherapy patient transfer. 

At the initial intake and contractual interview, the po- 
tentia] patient should be routinely informed as to how 
long the trainee will be in the program. This would estab- 
lish a clear outer time limit on the therapeutic effort. If 
the trainee has a particular philosophy about transfer, 
this also should be imparted to the patient. This informa- 
tion introduces very important reality factors at the onset 
and permits the patient the choice of whether he wants to 
engage this particular therapist. Furthermore, this will 
help to dispel any promise of unending aid (which 
patients often unconsciously seek) and establish that the 
aim of therapy is for the patient to enjoy an independent 
existence, with the therapist becoming appropriately ob- 
solete. 

An early exploration and clarification of what the 
patient seeks to achieve through therapy will earmark 
certain criteria for termination. Vague, global, or even 
undefined therapeutic ambitions can never be consonant 
with therapeutic closure, and the stage of transfer will in- 
evitably arrive. 

Realizing, of course, that there are additional and im- 
portant therapeutic and administrative considerations 
that converge at this critical point in psychotherapy 
which can complicate the management of any case, we 
can consider an alternative to the passive transfer proce- 


dure practiced in the university clinic I have described. 
This would be to allow a potential patient to select and 
secure a therapist of his own choosing. Good common- 
sense and experimental validation (15) tell us that 
patients do better when they are familiar with available 
therapeutic resources and can contract service of their 
choosing. As in private practice, therapists would oblige 
if their schedules permitted. The enormous demand for 
mental health services, particularly in clinic settings, 
would ensure that all trainees, however unknown or inex- 
perienced, would fill their caseloads. 

Instituting patient choice would be a natural practical 
outgrowth of one of the fundamental tenets of psycho- 
therapy. Enhancing a patient's ability to choose freely— 
unencumbered by the legacy of his past, the constraints 
of his learned habits, or the unreasonable demands of his 
fellows—is prescriptive to any psychotherapy. To the ex- 
tent that we diminish sound choice, we contradict this 
philosophical tenet and risk justified accusations of hy- 
pocrisy. 

The interpersonal tangle I have sought to capture in 
my description of secondhand Rose has so perturbed 
some therapists that they have chosen to refuse to partici- 
pate in any transfers. For them my analysis is academic. 
For those who have and will continue to take part in psy- 
chotherapy patient transfers, I hope to have cultured the 
Socratic tradition of knowing thyself. 


HAIZLIP, MCREE, AND CORDER 


REFERENCES 


|l. Freud S: From the history of an infantile neurosis (1918), in Com- 
plete Psychological Works, standard ed, vol 17. Translated and ed- 
ited by Strachey J. London, Hogarth Press, 1952, pp 7-122 

2. Gardiner M (ed): The Wolf-Man by the Wolf-Man. New York, 
Basic Books, 1971 

3. Breuer J, Freud S: Studies on Hysteria. New York, Basic Books, 
1957, pp 21-48 

4. Jones E: The Life and Work of Sigmund Freud. New York, Basic 
Books, 1953 

5. Szasz T: The concert of transference. Psychoanal 44:432-443, 1963 

6. Reider N: A type of transference to institutions. Buil Menninger 
Clin 17:58-63, 1953 

7. Pumpian-Mindlin E: Comments on techniques of termination and 
transfer in a cliric setting. Am J Psychother 12:455-464, 1958 

8. Schiff SK: Termination of therapy. Arch Gen Psychiatry 6:91-98, 
1962 

9, Keith C: Multiple transfers of psychotherapy patients. Arch Gen 
Psychiatry 14:185-189, 1966 

10. Scher M: The process of changing therapists. Am J Psychother 
24:278-286, 1970 

11. Strean HS, Blatt A: Some psychodynamics in referrirg a patient 
for psychotherapy. Psychoanal Rev 60:101—110, 1973 

12. Mund V: Open Markets. New York, Harper and Brothers, 1948 

13. Beckman T, Davidson W: Marketing, 8th ed. New York, Ronald 
Press Co, 1967 

14. Deutsch F: A footrote to Freud's "Fragment of an Analysis of a 
Case of Hysteria." Psychoanal Q 26:159-167, 1957 

15. Devine DA, Fernald PS: Outcome effects of receiving a preferred, 
randomly assigned. or nonpreferred therapy. J Consult Clin Psy- 
chol 41:104-107, 1673 


Issues in Developing Psychotherapy Groups for Preschool Children 


in Outpatient Clinics 


BY THOMAS HAIZLIP, M.D., CHRISTINE MCREE, M.D., AND BILLIE F. CORDER, ED.D. 


A survey of 10 randomly selected clinics indicated that 
only | offered group psychotherapy for preschool 
children. Reasons given for the lack of such programs 
resembled the resistances encountered in the authors’ 
clinic. The authors describe the solutions they found in 
creating and running therapy groups for preschool 
children and in integrating parent counseling with this 
treatment. It is suggested that professional groups 
provide in-service training opportunities in this area to 
counteract resistances resulting from clinic staffs' 
perceived lack of experience and expertise. 


A RECENT STUDY of mental health services for preschool 
children (1) reported that children under six years of age 
comprised only | percent of the total direct service case- 


load of community mental health centers. Tne major 
thrust of this study was to promote interest in the provi- 
sion of mental health services for very young children. 
The existence of the need for such services was supported 
by a review of prevailing assumptions regarding the in- 
cidence of childhood neurosis and other emotional dis- 
orders of early childhood. The importance of the pre- 
ventive as well as therapeutic aspects of mental health 
services for young children was emphasized in the fore- 
word to this study (1) by James Sussex, M.D., past presi- 
dent of the American Association of Psychiatric Services 
for Children (AAPSC). 


Dr. Haizlip is Director, Child Psychiatry Residency Training Program. 
Dorothea Dix Hospital, Raleigh, N.C. 27611, where Dr. McRee is Di- 
rector of Training and Dr. Corder is Director of Psychological Services. 
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SURVEY RESULTS 


Few psychiatric clinics have developed psychotherapy 
groups for young children, although several authors (2, 3) 
have emphasized the suitability of this treatment modali- 
ty for preschool children. Our staff at the Dorothea Dix 
Hospital conducted a survey (by telephone) of 10 clinics 
in five states (randomly selected from the directory of 
members of the AAPSC) in March 1975. We found that 
only 1 of these clinics had a preschool treatment group, 
although most of them had a wide range of group treat- 
ment programs for school-age children, adolescents, and 
adults. Most respondents were unable to name a similar 
program in their region. 

Most senior staff members of the facilities contacted 
in these telephone interviews expressed some favorable 
attitudes toward group therapy for children and indicated 
that they saw a need for extending treatment services in 
this area. Respondents gave the following reasons for the 
lack of such psychotherapy groups: 

l. Referral of inadequate numbers of children in this 
age group for treatment. Although most respondents 
agreed that a service need is difficult to gauge, most refer- 
rals were through school sources and other screening 
mechanisms that deal with children over six years of age. 

2. Some respondents stated that they preferred to have 
preschool children treated in a therapeutic nursery or 
kindergarten setting, although these specialized settings 
were not locally available in most cases. 

3. A few sources described a general lack of staff back- 
ground in group treaiment methods and a theoretical 
stance that questioned the advisability of intensive treat- 
ment for emotional disturbances in early childhood. Indi- 
viduals with this viewpoint indicated a belief that most of 
these disorders would respond to simpler environmental 
intervention and parent counseling. 

4. Lack of appropriate space was mentioned as a prob- 
lem by 1 clinic, although adult treatment groups were op- 
erating there. 

This paper is a review of many similar issues and prob- 
lems that our staff dealt with in establishing a treatment 
group for preschool children in a psychiatric outpatient 
setting. We feel that scme of the solutions we found may 
be generalizable to similar treatment settings. 


THEORETICAL RESISTANCES TO GROUP TREATMENT 


Our clinic staff accepted the basic assumptions that 
group therapy for children offers 1) increased opportuni- 
ties for identification through the multilateral relation- 
ships of the group, 2) unique opportunities for reality 
testing, and 3) varied situations for developing new chan- 
nels for sublimation. However, they questioned the thera- 
peutic value of verbalized “‘vicarious cathartic experi- 
ence" for four- to five-year-old children at differing levels 
of social and emotional development. 

Our initial therapy group was run by male and female 
cotherapists, and one of us (B.F.C.) worked as an observ- 
er, viewing sessions on closed-circuit television. The 
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group was composed of four five-year-olds. We dealt with 
the concerns listed by clinic staff by a "separating-out" 
technique in cotherapy functions. When a child appeared 
to be working intensely on a particular conflict or issue, 
as manifested in play behavior or verbalization, one 
therapist split off within the group (occasionally using a 
separate table in the small room) to-work in a more indi- 
vidualized manner with the child. The second therapist 
continued to reflect and interpret the other children's ac- 
tivity, occasionally commenting on the experiences and 
verbalizations of the split-off pair and allowing participa- 
tion by the group in the pair's separate experience with- 
out demanding group goal setting or focus on that issue: 
This procedure enabled the children to become more 
actively involved in the interpretation of issues and ex- 
periences that had meaning for them within their own 
developmental levels. 

Case treatment details (including the subsequent 1m- 
provement in symptoms and behavior observed in the 
children) were presented in treatment conferences along 
with videotapes of therapy sessions. This technique 
helped to promote acceptance of the group treatment 
modality and to alleviate concerns of staff trained in 
more traditional individual psychoanalytic techniques. 


SELECTION AND REFERRAL 


Our selection criteria for group treatment were basi- 
cally those suggested by Ginott; (2) however, staff unfa- 
miliarity with group techniques for younger children 
tended to result in severely limited referrals to the group. 
(This problem was also listed by many of the clinics we 
contacted.) Our experiences tended to substantiate Gi- 
nott's general criteria. However, they also led us to be- 
lieve that the basic limiting factor in selecting children for 
group therapy should not be what Ginott termed "social 
hunger," but should be defined more specifically and op- 
erationally as “capacity and willingness to accept reason- 
able limits on behavior within the group." While this ca- 
pacity can be interpreted as one aspect of social hunger, 
some children may have the desire for acceptance by oth- 
ers as well as fairly satisfactory experiences in primary 
mother-child relationships—other aspects of Ginott's 
definition of social hunger—and yet may also exhibit 
conduct disorders and aggressive behavior that would re- 
quire excessive attention from one or both cotherapists. 
One such child in the initial treatment group was finally 
transferred to individual therapy. This resulted in a clinic 
policy to establish groups only after a preliminary diag- 
nostic group session to which potential therapy group 
members can be easily referred for observation in inter- 
action before any long-term group involvement is sug- 
gested to them or to their parents. 

The institution of this preliminary session as part of 
the diagnostic process can provide valuable information 
indicating which children might be more appropriately 
assigned to individual treatment, thus avoiding the risk of 
discord and disintegration in the final treatment group. 
Equally important is the fact that this technique also 


helps staff to deal directly with the underlying fear of 
making “incorrect” referrals. This fear is often exhibited 
by obsessive preoccupation with selection criteria and op- 
timum composition of groups, which results in fewer and 
fewer referrals for group treatment. 


INTEGRATION OF PARENT THERAPY WITH CHILD 
GROUP THERAPY AND USE OF CLINIC SPACE 


The integration of parent therapy and the flow of infor- 
mation feedback that is a part of group therapy treat- 
ment for preschool children constitutes another diver- 
gence from more traditional child guidance treatment 
models (e.g., individual treatment for child and conjoint 
treatment for parents). This may contribute to the limit- 
ed use of the group treatment model. 

We first established an arbitrary treatment group for 
the parents of the children in the preschool treatment 
group. We soon learned that the same issues of group 
composition, individual suitability, etc., that are applied 
to other parent treatment groups should have been ap- 
plied to these groups. When these issues were not ad- 
dressed, there were predictable interferences with group 
cohesion and process. We now see parents individually or 
integrate them into one of the ongoing parent treatment 
groups at the clinic. Parent therapists then meet weekly 
with the child group cotherapists for collaboration, infor- 
mation exchange, and feedback about the family. There 
may be different models that would be equally as effec- 
tive in other treatment settings, but our own experience 
clearly justified the tenet that the inclusion of their chil- 
dren in one highly selected group does not constitute an 
adequate selection criterion for treating the parents as a 
group, as some-therapists have done in work with psy- 
chotic preschool children (3). 

Space for the group was readily found. In the absence 
of large play therapy rooms, the regular adult group ther- 
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apy room is used. Molded stacking chairs are relegated 
to an adjoining bathroom, and a roomy closet is used for 
storing a large toy box, dollhouses, etc. The adult and 
preschool groups do not seem to suffer from this mutual 
use of facilities, and the somewhat limited range of toys 
and play materials does not appear detrimental to the 
children. 


CONCLUSIONS 


The reasons cited for the lack of preschool group ther- 
apy programs in 9 of the 10 clinics we surveyed were 
highly related to the problems we encountered in our clin- 
ic experience. The issues regarding theoretical resistances 
and lack of referrals may reflect more basic anxieties re- 
lated to lack of training and in-service experience with 
this age group. We found ready solutions for many of 
these problems that may be applicable in similar treat- 
ment settings. 

We hope that the data from our brief survey will bring 
attention to the need for psychiatric training experiences 
in this area and that national professional mental hea‘th 
organizations will jcin in answering this need by provid- 
ing opportunities for in-service training in their annual 
meetings, workshops, and publications. 
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Controversy in Medicine and Psychiatry 


BY LORRIN M. KORAN, M.D. 


Factual and ethical controversies confront physicians in 
medicine as well as in psychiatry. If psychiatrists can 
impart a perspective on these controversies and their 
growth-stimulating quality to medical students and 
thereby increase their tolerance for uncertainty, they will 
aid them in becoming better physicians and will perhaps 
also remove one reason for their disinterest in psychiatry. 


CONTROVERSY: the word stems from the Latin roots ver- 
to and contra, “to turn against." Some of my medical 
students have claimed that they turned against a career in 
psychiatry because the field is so marked by controversy. 
They seemed to minimize the extent of controversy in 
other fields of medicine. Having paid the price of becom- 
ing a physician with a specialty, I could only point to the 
growth-stimulating quality of controversies and refer to 
the medical controversies that were debated when I was 
in school. Since the grounds for many of these con- 
troversies (e.g., when to give anticoagulants to myocar- 
dial infarction patierts) have been shifted by new data, 
my comments about the ubiquity of medical controversy 
were often seen as quaint but uncompelling. I have at- 
tempted, therefore, to refresh my knowledge of con- 
troversies in medicine and wish to share what I have 
learned with other psychiatrists who teach medical stu- 
dents. Perhaps by being more current, we can provide 
students with a perspective on controversies in psychiatry 
that will dissuade them from using this rationalization to 
avoid the field. 


CONTROVERSIES ABOUT ETIOLOGY 


In medicine, as in psychiatry, controversies surround 
etiologies, diagnoses. and treatments and involve both 


Dr. Koran is Director, Undergraduate Training in Psychiatry, Depart- 
ment of Psychiatry and Behavioral Science, State University of New 
York at Stony Brook, Stony Brook, N.Y. 11794. 


The author wishes to acknowledge the helpful comments of Drs. Robert 
Derman, Eli Rubinstein, and Sherman Kieffer, who read this paper in 
manuscript. 


1064 Am J Psychiatry 132:10, October 1975 


facts and values. In psychiatry the etiologies of most dis- 
orders are unknown; the exceptions are some forms of 
mental retardation, some organic brain syndromes, and 
by definition, the transient situational disturbances. In 
medicine the etiologies of many diseases are known, par- 
ticularly those of infectious diseases, nutritional diseases, 
and diseases due to toxins or trauma. But medicine also 
confronts widespread diseases of unknown etiology, for 
example, most forms of cancer, atherosclerosis, most 
cases of arterial hypertension, diabetes mellitus, multiple 
sclerosis, the "collagen" diseases (e.g., systemic lupus 
erythematosis) glomerulonephritis, ulcerative colitis, 
polycythemia vera, postmenopausal osteoporosis, and 
rheumatoid arthritis (1). The etiology of a host of rarer 
disorders also remains unknown. 


CONTROVERSIES ABOUT DIAGNOSIS 


It is in diagnosis that medicine has most clearly be- 
come a science while psychiatry has remained an art. The 
advances in medical diagnosis can be attributed primarily 
to the development of sensitive and specific laboratory 
tests that provide repeatable (reliable) data (2). Although 
it is not widely appreciated by psychiatrists and non- 
psychiatric physicians, both medicine and psychiatry lack 
explicit diagnostic criteria and decision rules for diagnos- 
ing many diseases. Feinstein (3) has described the situ- 
ation in medicine as follows: 


With the rare exceptions already cited for rheumatic fever 
and rheumatoid arthritis, no standardized rigorous criteria 
exist today for any of the classifications and inferences that 
convert various combinations of "clinico-techno-morphic" 
[history, physical, laboratory, and histopathological] evi- 
dence into diagnostic designations. (p. 98) 


Feinstein goes on to characterize the diagnostic criteria 
established by authoritative committees for cardiovascu- 
lar and pulmonary diseases as “‘discursive rather than 
precise" and as lacking definite decision rules. The same 
criticisms have been leveled at the American Psychiatric 
Association's diagnostic manual (4, 5). The efforts of in- 
dividual psychiatric research teams to remedy these defi- 


ciencies in psychiatric diagnostic methods have remained 
primarily local in effect (6, 7). Unfortunately, psychiatric 
diagnosis depends largely on the psychiatrist’s ability to 
perceive evanescent behaviors that lack the somatic sub- 
stantiality and persistence of the arrhythmias, murmurs, 
hyperresonances, dullnesses, and masses available to the 
nonpsychiatric clinician. On the other hand, even well- 
trained internists show a surprising degree of dis- 
agreement in diagnosing cardiac disease from elec- 
trocardiograms (8,9) or physical examination (10), in 
diagnosing pulmonary emphysema from a physical ex- 
amination (11, 12), and in differentiating benign from 
malignant gastric ulcers on the basis of clinical, X-ray, 
and laboratory data (13). 


CONTROVERSIES ABOUT TREATMENT 


The resolution of controversies regarding treatment re- 
quires data on response rates (benefits) and side effects 
(risks) in defined populations (indications). In psychiatry 
adequate data have been accumulated in the past 20 years 
to justify new pharmacological treatments for schizo- 
phrenia, manic-depressive illnesses, endogenous depres- 
sion, and anxiety states (14). In medicine new pharmaco- 
logical treatments for leukemias, pneumonias, cardiac 
arrhythmias, and congestive heart failure (to name but a 
few) have been introduced within the same period (1). 
Advances in nonpharmacological treatments have also 
been made, e.g., the introduction of behavior thera- 
pies (15), renal dialysis, and cardiopulmonary bypass 
techniques. However, the indications, contraindications, 
and risk-benefit ratios of hundreds of therapeutic inter- 
ventions in medicine and psychiatry remain to be defined. 
The data and arguments surrounding many controversial 
medical treatments have been well summarized by In- 
gelfinger and associates (16). Among the major questions 
debated are the following: 

1. Does an intensive exercise program similar to that 
used in preparing for athletic events decrease recurrences 
of myocardial infarction and prolong life in myocardial 
infarction patients? 

2. Does restricted diet and other means of lowering the 
levels of pre-beta and beta-lipoproteins (including choles- 
terol) lower the incidence of coronary atherosclerosis? 

3. Do attempts to control blood glucose levels help pre- 
vent the neuropathic and microangiopathic com- 
plications of diabetes? 

4. Is a rigidly bland diet necessary to aid the healing of 
duodenal ulcers? 

5. Does aggressive combination chemotherapy of 
Hodgkin's disease prolong survival compared with the 
optimal use of a single drug? 

6. What is the optimal dose, dose rate, and field size for 
radiation therapy in particular stages of Hodgkin's dis- 
ease? 

7. Do the benefits of long-term administration of adre- 
nal steroids to patients with rheumatoid arthritis or asth- 
ma outweigh the risks? 

8. Which young women with asymptomatic bacteriuria 
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need treatment to prevent gradual development of renal 
damage? 

9. Should solitary thyroid nodules be managed medi- 
cally or surgically? 

10. What are the indications for medical versus surgi- 
cal treatment in patients with massive pulmonary embo- 
lism? 

The absence cf conclusive evidence regarding these 
questions often results in strong emotions in proponents 
of each side, much as in the case of psychotherapists of 
different schools. Additional differences of opinion re- 
garding medical treatments can be appreciated by com- 
paring successive vearly editions of Current Thera- 


py (17). 


CONTROVERSIES ABOUT VALUES 


Regardless of their specialty, all physicians face ethical 
dilemmas in their practices. Frequently these involve bal- 
ancing the needs and rights of the individual patient 
against those of the community. Ethical controversies 
and dilemmas in psychiatry include the conditions under 
which civil commitment is warranted (18, 19); the 
patient’s right to receive treatment (20) or to refuse 
it (21); and when, if ever, to use psychosurgery to treat 
functional mental disorders (22). In medicine the di- 
lemmas include whether to withhold treatment from de- 
formed children who would otherwise not survive long af- 
ter birth (23); determining the criteria for choosing 
recipients of organ transplants (24); the patient's right to 
be informed about his condition, for example, in the case 
of a dying patient (25); and when, if ever, to withhold 
treatment from a dying patient (26). In both medicine 
and psychiatry, close attention is being given to the issues 
of informed consent and risk/benefit ratios in human ex- 
perimentation (27) and confidentiality of patient commu- 
nications (28). 


CONCLUSIONS 


Thus factual and ethical controversies confront all 
physicians. This can be pointed out when students re- 
proach us about the extent of psychiatric controversies. 
More importantly, our students can be helped to recog- 
nize that controversy accompanies a healthy intellectual 
life and stimulates spiritual and intellectual growth. Con- 
troversy is a signpost marking the limits of our under- 
standing and signals frontiers where research is needed. 
Intelligent controversy is a cutting edge whereby knowl- 
edge expands into the territory of ignorance. As Louis 
Pasteur wrote in The Germ Theory and Its Applications 
to Medicine and Surgery, 


I desire judgment and criticism upon all my contributions. 
Little tolerant of frivolous or prejudiced contradicuon, con- 
temptuous of that ignorant criticism which doubts on prin- 
ciple, I welcome with open arms the militant attack which 
has a method in doubting and whose rule of conduct has the 
motto “More light." (29, p. 68) 
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If we can convey this to our students and thereby in- 


crease their tolerance for uncertainty, we will have aided 
them in becoming better physicians. Perhaps we will also 
have removed one rationalization for their disinterest in 
psychiatry. 
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A Test of the Transmethylation Hypothesis in Acute Schizophrenic Patients 


BY WILLIAM T. CARPENTER, JR., M.D., EDWARD B. FINK, M.D.. NEDATHUR NARASIMHACHARI, PH.D., 


AND HAROLD E. HIMWICH, M.D. 


Keeping biochemical determinations and clinical 
judgments independent, the authors investigated three 
aspects of the transmethylation hypothesis. They found 
that 26 acutely schizophrenic patients were no more 
likely to have bufotenine or N,N-dimethyltryptamine 
present in urine or elevated serum indolethylamine N- 
methyltransferase activity than 10 normal control 
subjects. The authors conclude that these are naturally 
occurring substances which are equally likely to be 
present in normal and schizophrenic subjects. 


THE TRANSMETHYLATION HYPOTHESIS Of schizophrenia 
has received extensive attention in psychiatric investiga- 
tions during the past two decades. In 1952 Osmond and 
Smythies (1) proposed that altered transmethylation 
of catecholamines could produce methylated amines 
with hallucinogenic properties, which might account for 
some forms of schizophrenia. The subsequent isolation 
of a methylated amine, 3,4-dimethoxyphenylethylamine, 
from the urine of schizophrenic patients by Freidhoff and 
Van Winkle (2) was therefore met with enthusiasm, al- 
though the status of the pink spot is now controversial 
and its etiological significance in schizophrenia is doubt- 
ful (3). 

Several reviews have summarized the rationale and 
evidence for a relationship between schizophrenia and 
abnormal methylation of catecholamines or indole- 
amines (2-7). The reported findings include the fol- 
lowing: 1) demonstration of indolethylamine N-methyl- 
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transferase (INMT) in brain(8-10), lung(11), and 
platelets (12); 2) findings of psychotomimetic amines, 
e.g, N,N-dimethylserotonin (bufotenine) and ,N-di- 
methyltryptamine (DMT), in the urine of schizophrenic 
patients but less or none of these substances in control 
subjects (3, 13-16); 3) reports of psychotic symptoms 
being produced when these psychotomimetic amines are 
administered to humans (17, 18); and 4) exacerbation of 
psychotic symptems when methyl donors are adminis- 
tered to schizophrenic patients, especially when they are 
given with a monoamine oxidase inhibitor (3, 19, 20). 

Despite the suggestive evidence of these investigations, 
the validity of the transmethylation hypothesis of the 
pathogenesis of schizophrenia remains unproven. Most 
studies have suffered from methodologic shortcomings, 
including poorly controlled and inadequately standard- 
ized biochemical assay techniques, failure to observe 
double-blind conditions, and absence of controls for fac- 
tors of dietary intake, drug treatment, chronicity, and in- 
stitutionalization. Attempts at replication of the reported 
findings are made more difficult by the fact that criteria 
for patient selection are often insufficiently described and 
comparability of subjects thus cannot be assured. These 
methodological problems were critically reviewed in 1971 
by Wyatt and associates (3). 

The study of hallucinogen-induced psychosis as a mod- 
el for schizophrenia is also severely limited (21-23). Al- 
though hallucinogens can produce unusual perceptual ex- 
periences, these are recognized by clinicians as being 
different from the mental state in schizophrenia. Further- 
more, subjects who have experienced both schizophrenia 
and drug-induced hallucinosis regard them as distinct ex- 
periences. 

This report is based on two subject populations: drug- 
free acute schizophrenic patients and normal control sub- 
jects. Three aspects of the transmethylation hypothesis 
were tested: 1) urinary DMT would be present in schizo- 
phrenic patients but not in normal controls, 2) bufotenine 
would be detected in the urine of schizophrenic patients 
but not in the urine of normal control subjects, and 3) the 
activity of an N-methylating enzyme would be greater in 
serum from the schizophrenic patients. 


GENERAL METHOD 


The schizophrenic subjects in this investigation were 
hospitalized at the Clinical Center of the National Insti- 
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tutes of Health on an inpatient unit designed for the 
treatment and investigation of acute psychoses. Patients 
were admitted to the center early in a psychotic episode if 
they met the following criteria: 1) the presumptive diag- 
nosis was schizophrenia; 2) there was no evidence of or- 
ganic disease; 3) they were between the ages of 18 and 60, 
and 4) they manifested delusions, hallucinations, thought 
disorders, or bizarre behavior. Subjects generally had 
adequate work and social function prior to the illness epi- 
sode. Most patients had received brief courses of medica- 
tion prior to admission. 

The diagnoses in this study were made by the project’s 
senior psychiatrist (W.T.C.), using criteria from DSM- 
II (24) and based on all relevant data obtained during a 
detailed three-week clinical assessment that included a 
semi-structured mental status examination, the Psychiat- 
ric Assessment Interview. This is a slightly abridged ver- 
sion of the Present State Exam, the reliability and appli- 
cability of which have been described elsewhere (25). The 
diagnosis of schizophrenia was further buttressed by the 
finding of an average of 6.2 points on a 12-point system 
with increasingly stringent criteria (26) for identifying 
schizophrenic patients: the approximate probabilities of 6 
and 7 points being associated with a schizophrenic diag- 
nosis are 11:1 and 40:1, respectively. Furthermore, 23 of 
these 26 patients were assigned to either a schizophrenic 
or paranoid psychosis category by CATEGO, a comput- 
erized classification based on a European diagnostic 
model (25, 27). All diagnosed schizophrenic patients ad- 
mitted between August 1972 and August 1973 (N «26, 15 
women and 11 men) were included in the sample. Their 
mean age was 24.2 years (SE = 1.9). Nine of the 26 had a 
family history of mental illness. 

The control group consisted of 7 college students (2 
men and 5 women) and 3 male staff members. The stu- 
dents, normal volunteer subjects living on an inpatient 
unit at NIH, had no evidence of physical or mental dis- 
order and no family history of mental illness. They ate 
the same low-monoamine diet that the patients received. 
The 3 staff members had no family or personal history of 
mental disorder and no evidence of organic disease. The 
control subjects had a mean age of 23.5 years (SE — 2.1). 

Patients were off all medication between admission 
and the collection of urine and blood samples during their 
fourth week of hospitalization. Four complete 24-hour 
urine collections and 30 ml of serum were obtained. An- 
other 30-ml serum sample was collected just before dis- 
charge, which again followed a drug holiday of at least 3 
weeks. Nursing and medical staffs emphasized psycho- 
social treatment and management techniques, thus per- 
mitting the use of this drug-free research methodology. 

Subjects in the normal control groups were generally 
free of medication, and a minimum 3-week drug-free pe- 
riod was assured in all cases. Urine and serum collections 
for control subjects were similar to those for schizophre- 
nic patients, with the single exception that the interval be- 
tween the two serum collections was 3 days rather than 
the several month interval in the illness and recovery 
phase patient studies. 

All specimens were immediately coded and frozen, 
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with patient and control samples intermixed. Batches of 
20 to 25 specimens, still frozen, were flown from Bethes- 
da, Md., to Galesburg, IIl., where biochemical analyses 
were carried out without information regarding the 
sample source (patient or control), the time of collection 
(admission or discharge), and whether samples were 
from the same or different subjects. Clinical ratings, 
diagnoses, and assessment of patients and controls were 
recorded without knowledge of biochemical results. 


BIOCHEMICAL METHOD 


The details of biochemical methods for the qualitative 
and quantitative assessments of the dimethylated trypt- 
amines have been described in earlier publications (15, 
28). The tertiary amine fraction was extracted from 90 
percent of a concentrated 24-hour urine collection. Two 
10- zl aliquots out of the 100 al containing the tertiary 
amine fraction were used for two-dimensional thin-layer 
chromatography on silica gel G and cellulose with o- 
phthalaldehyde (29) and P-dimethylaminocinnamalde- 
hyde (30), respectively, as spray reagents. The remainder 
of the fraction was converted to the trimethylsilyl deriva- 
tive (31) and assayed for DMT and bufotenine by moni- 
toring the selected ion at mass/electron charge 58 on a 
gas chromagraphic-mass spectrometric system (GC- 
MS) (15). 

To determine INMT activity in serum samples, a mix- 
ture containing 50 mg of lyophilized serum, 1 mm N- 
methyltryptamine, and 25 yg of S-adenosyl[methyl- 
*C]methionine (cpm 80,000) in a total volume of 0.25 ml 
of 0.5 m phosphate buffer, pH 7.9, was incubated at 37° C 
for 60 minutes. Appropriate serum blanks without N- 
methyltryptamine were incubated simultaneously. At the 
end of incubation, the pH of the mixture was adjusted to 
11 with 4 drops of aqueous 2 N sodium hydroxide and ex- 
tracted with 10 ml of ethyl acetate. The ethyl acetate ex- 
tract was dried over anhydrous sodium sulfate, evapo- 
rated to dryness, and redissolved in 100 yl of ethyl 
acetate. A 50- 4] aliquot and an internal standard 1 ul 
(0.5 ug) of cold DMT were spotted on a silica gel G plate 
and the plate was developed in solvent system chloro- 
form-methanol-ammonium hydroxide (12:7:1). The 
DMT spot was scraped and radioactivity was measured 
in a scintillation spectrophotometer (32). The second 50- 
pl aliquot was used for the identification of DMT by 
monitoring the selected ion during GC-MS (15). 


RESULTS 


Subjects were scored as bufotenine- or DMT-positive 
if at least one of the four 24-hour urine collections con- 
tained the respective compound (see table 1). Bufotenine 
was identified significantly more often in the urine of the 
control group (p<.05, Fisher exact probability test). 
When detected in urine, bufotenine was quantitatively 


similar in patients and controls. Mean levels of bufoten- 
ine in patients and controls were 1.67 and 1.73 ug/24 
hours, respectively (silica gel method), or 1.14 and 1.71 
ug/ 24 hours (GC-MS method). Unpaired t tests yielded 
no significant differences in either case (p«.25). There 
was also little difference in urinary DMT scores between 
patients and control subjects (p«.6, Fisher exact proba- 
bility test). We compared the mean and standard devia- 
tions for the transmethylating enzyme INMT in the 
patient group (admission and discharge) and the control 
group (two specimens). One-way analysis of variance re- 
vealed no difference in INMT activity between the 
patients at admission (1,1174-145 cpm), patients at dis- 
charge (1,219--192 cpm), and controls at first sampling 
(1,092+185 cpm) (p«.25). The second control sample 
was not significantly different from either patient sample 
or from the first control sample. Furthermore, a paired t 
test comparing the 13 patients who showed good clinical 
improvement between admission and discharge testing 
revealed no difference in enzyme activity (p«.5). 

The relationship between the presence of urinary hallu- 
cinogenic compounds and the level of serum enzyme is 
summarized in table 2. All subjects were rank-ordered by 
level of transmethylating enzyme and divided into two 


TABLE 1 
Comparison of Schizophrenic and Normal Subjects, by Presence of 
Bufotenine and DMT in Urine 





Urinary Substance Schizophrenic Patients | Normal Controls 





Bufotenine 
Positive 6 8* 
Negative 12 7 
DMT 
Positive 4 4 
Negative 8 5 





*Bufotenine was identified significantly more often in the urine of the control 
group (p<.05, Fisher exact probability test). 


TABLE 2 


Relationship Between Serum Enzyme Activity and Urinary Bufotenine 
and DMT 


Enzyme Activity Grouping** 


Assay Assignment Below or Equal to 


Above Median 


Grouping* Median 
Bufotenine 
Positive 6 7 
Negative 7 6 
DMT 
Positive 4 4 
Negative 3 4 8 


*No significant differences were found between the enzyme-activity-based 
, 4S OUPINGS for presence or absence of either bufotenine or DMT. 
The median was derived from INMT activity on admission for all schizo- 
phrenia patients with either bufatenine or DMT assays and from first-sample 
INMT activity in all controls. 
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groups, i.e., above and below the median. There was no 
significant difference in the number of bufotenine- or 
DMT-positive subjects in the two groups. 

Data from the patient group were subjected to further 
analysis. The 26 patients were grouped according to 
whether they had been scored as 1) bufotenine positive or 
negative, 2) DMT positive or negative, and 3) trans- 
methylating enzyme (INMT) activity above or below the 
median. An analvsis of variance was performed using the 
73 clinical variables in appendix 1. Few significant differ- 
ences were found. Severity of psychopathology was 
greater in the bufotenine-negative group (F« 11.09, df= 
1/15, p«.005). There was greater impairment of inter- 
personal relationships in the DMT-negative group (F= 
12.59, df « 1/9, p «.01). The higher enzyme activity group 
had more nonsocial speech (F =4.75, df« 1/19, p<.05), 
while the lower enzyme activity was associated with 
worse personal relationships (F =4.70, df - 1/19, p «.05), 
more somatic concerns (F=13.49, df=1/19, p«.005), 
and greater impairment of insight (F=5.17, df- 1/19, 
p«.05). Thus a wide range of clinical, premorbid, and so- 
ciodemographic variables were tested for a relationship 
to the presence or bufotenine or DMT in the urine or the 
level of INMT activity in the serum. Notable findings in- 
clude the following: 1) a small, perhaps chance, number 
of significant associations between the biochemical and 
clinical variables, and 2) where significant differences 
were found, the patient group without the suspected bio- 
chemical abnormality generally had the higher psycho- 
pathology score. 


DISCUSSION 


In this carefully controlled investigation, 26 drug-free 
acute schizophrenic subjects did not have bufotenine or 
DMT present in their urine more often than 10 control 
subjects. Serum INMT activity was similar in the two 
groups. These findings do not support the hypothesized 
abnormal transmethylation in the pathogenesis of schizo- 
phrenia. 

Bufotenine has been reported in the urine of clinically 
normal subjects (3). In a recent study (34), however, the 
subjects were the parents and grandparents of previously 
studied autistic children (35). Our finding of urinary bu- 
fotenine and DMT in the control groups is noteworthy 
since our control subjects were carefully screened to as- 
sure the absence of both psychopathology and a family 
history of psychiatric disorders. The enzyme findings are 
not surprising in view of the previously documented pres- 
ence of INMT in many human tissues studied in both 
normal and schizophrenic subjects (8-12, 36, 37). 


CONCLUSIONS 


The hallucinogenic substances DMT and bufotenine 
are present in the urine of some drug-free acutely psy- 
chotic schizophrenic patients. Comparison with normal 
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control subjects, however, reveals that these compounds 
are at least as prevalent in subjects who are drug free and 
without illness and have no family history of mental ill- 
ness. An N-transmethylating enzyme measured in serum 
had similar activity in acute schizophrenics and normal 
controls. Multiple clinical variables related to diagnosis, 
mental status, and prognostic and sociodemographic fea- 
tures generally were not found to be significantly asso- 
ciated with the presence or absence of hallucinogenic 
amines in urine or transmethylating enzyme activity in 
serum. When associations were found, they were gener- 
ally in a direction opposite to that which would be ex- 
pected on the basis of the transmethylation hypothesis. 
Finding these substances in the normal control group as 
well as the schizophrenic patients clearly fails to support 
the hypothesis that DMT and bufotenine are abnormally 
produced in the schizophrenic population. Based on these 
data, one would assume that these are normally occur- 
ring substances which are neither qualitatively nor quan- 
titatively more likely to be found in an acute schizophre- 
nic population than in normal individuals. This study 
therefore lends no support to the hypothesized abnormal 
transmethylation in the pathogenesis of acute schizophre- 
nia. Since this conclusion rests primarily on finding DMT 
and bufotenine in the urine of normal control subjects, 
one would expect that chronic schizophrenic patients 
would not be qualitatively different from normal subjects, 
although further controlled studies are needed to ascer- 
tain whether a quantitative difference exists. 
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APPENDIX | | 
Sociodemographic Variables Used in Analysis of Variance 


VARIABLES 


. Age at admission 


2. Hollingshead and Redlich education code (33) 


. Hollingshead and Redlich occupation code (33) 

. Social class 

. Family history of mental illness 

. Patient history of alcohol abuse 

. Patient history of drug abuse 

. Patient history of childbirth or abortion within six months 


prior to hospitalization 


. First-rank symptoms 

. 12 differential symptom systems (26) 

. Age at first psychotic symptom 

. Age at first hospitalization 

. Total duration of hospitalizations prior to NIH (months) 
. Number of prior hospitalizations 


PROGNOSTIC SCALE 


15. 
16. 
. Treatment facilities 

. Action problems 

. Flat expression or emotion 

. Severity of subjective distress 

. Time since onset of symptom | 
. Presence of thought disorder, hallucinations, delusions _ 
. Presence of depression, hypomania, or mania 

. Precipitating events 

. Total 


Quantity of useful work 
Personal social relations 


ADMISSION SPECIAL FEATURES 


26. 
. Excessive dependency 

. Absence of insight 

. Impairment of interpersonal relations 
. Impaired reality testing 

. Lack of impulse control 

. Impairment of stimulus barrier 


Anhedonia 


ADMISSION PSYCHOPATHOLOGY SCALE 


33. 


Cognitive disorganization 


34. 
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Severity of psychopathology 


35. Type of psychopathology 


PHILLIPS SCALE 


36 
37 
38 
39 
40 


Recent sexual adjustment 

Social aspects of sexual adjustment 
Social aspects of recent sexual life 
History of personal relations 

Recent adjustment in personal relations 


DIMENSIONS 


4]. 
42. 
43. 
44. 
45. 
46. 
47. 
. Somatic concerns 

. General suspiciousness 

. Observed belligerence 

. Reported belligerence 

. Obsessions 

. Unkempt appearance 

. Disorientation 

. Lack of insight 

. Depersonalization-—derealization 

. Delusions of reference and persecution 
. Grandiose delusions 

. Delusions of passivity 

. Depressive and nihilistic delusions 

. Other delusions 

. Visual hallucinations 

. Auditory hallucinations 

. Other hallucinations 

. Bizarre behavior 

. Withdrawal 

. Incomprehensibility 

. Nonsocial speech 

. Flat affect 

. Labile affect 

. Incongruous affect 

. Delusions about hallucinations 

. Rapport 


Depression 

Anxiety 

Reported restlessness 
Observed restlessness 
Retarded speech 
Retarded movement 
Hypomania 
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Positive Therapeutic Response to Lithium in Hypomania Secondary 


to Organic Brain Syndrome 


BY ALAN H. ROSENBAUM, M.D., AND MAURICE J. BARRY, JR., M.D. 


A 57-year-old man with no personal or family history of 
manic-depressive disease developed symptoms of 
hypomania after a cerebrovascular accident and surgical 
trauma to the brain. The patient responded well to 
lithium carbonate treatment over a 2-year period. 
Although this therapy is contraindicated in cases of 
organic brain syndrome, the authors suggest that it 
should be considered in the management of hypomanic 
behavior following organic brain dysfunction. 


LITHIUM HAS BEEN FCUND effective in the prophylaxis 
and treatment of both manic and depressive phases of 
manic-depressive illness (1-4) and in the management of 
aggressive outbursts in cases of temporal lobe epi- 
lepsy (5, 6). To our knowledge the following case report 
is the first to describe the successful use of lithium carbo- 
nate in the treatment of hypomania occurring as a sequel 
to a cerebrovascular accident and subsequent craniotomy 
in a patient with no family history of manic-depressive 
illness. 


CASE REPORT 


On the night of May 2, 1972, a 57-year-old farmer with 
no history of psychiatric or neurologic disorder returned 
home with his wife from a party. At the party he had had 
two drinks and eaten some food, his behavior had been 
normal, and he had expressed no physical complaints. On 
retiring, the patient attempted intercourse. His wife, who 
was in the superior position, noted that her husband had 
stopped breathing. She got out of bed, turned on the light, 
and spoke to him. He did not answer, but his eyes were 
open and he began to breathe deeply. The family physi- 
cian and the patient’s son were called; when they arrived 
15 minutes later the patient was conscious, talkative, and 
oriented. He complained of a generalized severe head- 
ache that was more severe on the right side, and on two 
occasions he vomited food eaten at the party. He was 
taken to the local hospital, where a tentative diagnosis of 
syncope due to cardiac arrhythmia was made. He was 
given atropine, and digitalization was started. 
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Mayo Medical School, where Dr. Rosenbaum is an Instructor in 
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1072 Am J Psychiatry 132:10, October 1975 


By 8 a.m. the next day the patient was enuretic. He be- 
came increasingly confused, to such a degree that his con- 
sciousness was impaired, and eventually he became semi- 
stuporous. Lumbar puncture yielded grossly bloody 
spinal fluid. He was transferred to a hospital in Roches- 
ter, Minn. In the emergency room he was uncooperative 
and combative, striking out vigorously with all four ex- 
tremities. He responded to his name, gave his name cor- 
rectly, and obeyed some commands. His speech was 
slurred, as if he were intoxicated. His breathing followed 
a Cheyne-Stokes pattern. Positive right-sided Babinski 
and Chaddock toe signs were noted, and funduscopy 
showed a left subhyaloid retinal hemorrhage. Because of 
his combative behavior, 100 mg of chlorpromazine 
(Thorazine) was injected intramuscularly, and he went to 
sleep. 

On May 8 a carotid angiography demonstrated a basi- 
lar artery aneurysm; a right subtemporal craniotomy 
with clipping of the aneurysm was performed on May 16. 
At the end of the procedure it was noted that the tip of 
the right temporal lobe appeared to be traumatized from 
retraction; 2 cm of this nondominant area were resected. 
The patient’s recovery from surgery was marked only by 
periodic mild confusion. Other neurologic findings were 
normal, and he was discharged from the hospital on May 
29. He was reexamined on July 10, 1972, and the neuro- 
logic findings again were normal. 

On July 19, while at work, the patient experienced 
light-headedness, staggering gait, and some confusion 
and was taken home. At 6 p.m. on the same day his wife 
observed a jacksonian seizure that began in the left upper 
extremity, progressed to the left lower extremity, and 
then became a generalized tonic and clonic convulsion. 
He regained consciousness quickly, but the same kind of 
seizure occurred again 30 minutes later. 

The patient was brought back to the hospital, where a 
visual field examination revealed a left homonymous 
hemianopsia. An EEG showed evidence of a delta, grade 
2 maximum right posterior tempóroparietal dysrhythmia 
and grade 3 right posterior temporal epileptiform period- 
ic discharges. The EEG was interpreted as showing a fo- 
cal disturbance of cortical functioning in the posterior re- 
gion of the right side of the head. Lumbar puncture 
yielded crystal-clear fluid that was under normal pres- 
sure, and laboratory studies revealed a protein concentra- 
tion of 34 mg/100 ml with 5 lymphocytes and 5 red cells/ 
cu mm. Echoencephalographic findings were considered 
to be normal and showed no evidence of midline shift. 

Within the next few days the patient had a few episodes 
of visual hallucinations—he thought he saw insects and 


spiders in his food. Angiography was repeated, with ap- 
parently normal findings. The patient was placed on a 
regimen of 100 mg of diphenylhydantoin (Dilantin) three 
times daily and 30 mg of phenobarbital twice daily. His 
condition improved, and there was no further evidence of 
seizure activity. He was discharged from the hospital on 
July 28. 

The patient was brought back to the hospital on Octo- 
ber 24, 1972. His wife reported that during the preceding 
3 weeks he had become increasingly euphoric and talk- 
ative, tending to repeat the same topics. Although he had 
previously not been a particularly religious man, he sud- 
denly began to read the Bible intensively, insisted on hav- 
ing his parents baptized, and began to talk about the 
end of the world. He became preoccupied with the state 
of the traffic signals in his hometown and made several 
visits to the mayor’s office, insisting that the stop signs 
that were painted yellow should be painted red. 

A psychiatric consultation was requested. The patient 
was confirmed to be euphoric and overtalkative, with few 
or no complaints; he insisted that he felt better than ever 
before and that everything was just perfect. He voiced 
some concern that he would "come on too sharp,”’ insist- 
ing that his thoughts were sharper and clearer than ever 
before. 

The patient was then transferred to the psychiatric 
service. On admission he was oriented but tended to per- 
sist in talking about traffic problems in his hometown and 
about certain somewhat grandiose religious ideas. The 
results of a physical examination were essentially normal. 
Blood concentrations of diphenylhydantoin and pheno- 
barbital were normal. The EEG showed a grade 2 delta 
focus in the right temporal regions and a grade 3 dys- 
rhythmia with a right temporal spike focus. This pattern 
was Interpreted as an improvement over the EEG pattern 
obtained in July. Results of psychological tests for organ- 
ic impairment of thinking showed no abnormality, but 
the findings from Rorschach testing were consistent with 
manic or hypomanic episodes. Although the form level 
on the Rorschach test. was basically adequate, it sug- 


gested a disturbance of mood rather than any disturbance. 


of thought. The Rorschach test also revealed no evidence 
of organic impairment. 

The patient was placed on a regimen of 2 mg of halo- 
peridol (Haldol) four times daily. He objected to some of 
the medicinal treatment, explaining that he had never felt 
better and did not wish us to change him. His psycho- 
motor activity decreased somewhat, but his euphoria and 
delusional ideas about his religious abilities persisted. 
For example, he felt that he had the answers to all the 
problems of all the psychiatric patients on the unit and 
that he could help them by teaching them to pray and to 
take their problems to God. He insisted that he could 
cure each of these patients if they would only listen to 
him and if we, the staff, permitted him to do what he 
needed to do. 

. On November 16, 1972, it was decided to start lithium 
carbonate therapy. However, shortly after this decision 
was made the patient refused to take all medications. Af- 
ter a few days his condition noticeably worsened; he man- 
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ifested increased activity, paranoid ideation, and grandi- 
osity. His wife was told that in the face of his 
uncooperative behavior it would probably become neces- 
sary to commit him to a state hospital. Faced with this 
possibility, the patient again became cooperative and be- 
gan to take haloperidol and lithium. Haloperidol was dis- 
continued after a few days; the patient's serum lithium 
concentration was 0.6 to 0.8 mEq/liter. His euphoria di- 
minished and his psychomotor activity decreased to nor- 
mal. He interacted well on the unit and cooperated in his 
treatment. He was discharged from the hospital on De- 
cember 14, 1972. 

While continuing to take lithium he functioned reason- 
ably well in his home environment. He went to work ir: 
the diner that his wife operated, but he continued to have 
some difficulty and expressed feelings of inadequacy. Af- 
ter 6 months the patient insisted that the lithium be 
discontinued. This was done, but within 2 weeks the 
hypomanic state returned; he became extremely argu- 
mentative and talkative, sometimes stayed up through- 
out the night, and worked very long hours. Lithium 
medication was reinstituted, and on this regimen he has 
done well, with no known periods of hypomania. 


COMMENT 


Lithium carbonate has been used in other cases for the 
management of seizure disorders. In all of these cases, it 
was used to treat hyperaggressive behavior associated 
with schizophrenia or antisocial personality. In the 
patient whose case we report, hypomania appeared to be 
a result of an organic cerebrovascular disorder, the surgi- 
cal procedure, and possibly the scarring or vasospastic 
event that precipitated the seizure disorder. Lithium car- 
bonate controlled the hypomania even though neither the 
patient nor any member of his family had a history of 
manic-depressive illness. Although the use of lithium is 
contraindicated when definite signs of organic brain syn- 
drome are present, we suggest that lithium be tried :n 
cases such as this, in which a diagnosis of manic-depres- 
sive disease is not indicated but the patient manifests de- 
layed hypomania secondary to organic factors. 
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A Computer- Assisted Psychiatric Assessment Unit 


BY THOMAS A. WILLIAMS, M.D., JAMES H. JOHNSON, PH.D., AND EUGENE L. BLISS, M.D. 


The authors discuss the rationale and functional design 
for an innovative approach to psychiatric intake decision 
making, stressing the crucial role of an on-line computer 
support system. The description of the prototype 
computer-assisted psychiatric assessment process 
includes an outline of computer and staffing 
requirements. The authors discuss the initial impact of 
this psychiatric assessment unit on the hospital’s mental 
health care delivery system. 


AN INNOVATIVE APPROACH to psychiatric intake decision 
making, specifically, the prototype computer-assisted, 
multidisciplinary, preadmission Psychiatric Assessment 
Unit (PAU), is now in operation at the Veterans Admin- 
istration Hospital in Salt Lake City. 

The proposal to establish this prototype unit was for- 
mally submitted to the YA Central Office in March 1972. 
One of us (T.A.W.) was then in the process of reorganiz- 
ing the psychiatric service of the Salt Lake City VA Hos- 
pital into a coordinated system of specialized treatment 
units and was convinced that an on-line, real-time com- 
puter system could plav a major role in bringing about 
that reorganization. This conviction stemmed directly 
from previous experience with similar applications of 
real-time computer technology in psychiatric research 
settings and from the knowledge that others, especially 
Glueck (1) at the Institute of Living, had successfully 


demonstrated the feasibility of real-time computer appli- 


cations in a psychiatric inpatient treatment setting. 
Initial support for the prototype project was provided 
in February 1973 by the Health Services Research and 
Development Service in the VA Central Office. The clini- 
cal implementation of the on-line computer support sys- 
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tem began in August 1974. We will describe in this paper 
the system that has evolved and is now in daily clinical 
operation. 


RATIONALE, FUNCTIONAL DESIGN, AND ROLE OF THE 
ON-LINE COMPUTER SYSTEM 


The computer-assisted PAU was conceptualized as a 
means to improve the referral of individual patients into 
a mental health care delivery system comprised of a num- 
ber of specialized inpatient and outpatient treatment 
units. Functionally, this assessment unit was designed to 
1) gather extensive, standardized clinical data, 2) perform 
computerized analyses of these data, and 3) generate 
printed reports that would contain statements regarding 
tentative diagnosis, an initial problem list, and other rele- 
vant clinical data. This information could then be com- 
pared with specific admission criteria for each treatment 
unit in the mental health care delivery system. It seemed 
reasonable to assume that this process would lead to im- 
proved psychiatric intake decision making and, ultimate- 
ly, to better patient care. 

Contemporary computer technology is of crucial im- 
portance in implementing this design, since it permits 
several radical departures from the usual psychiatric ad- 
mission practices. Specifically, by using cathode-ray 
tube terminals (CRTs) to display a series of multiple- 
choice questions, it 1s possible to collect information 
about psychiatric and physical symptoms and extensive 
historical data directly from the patient. A battery of 
standardized psychological tests can also be adminis- 
tered in this manner. Furthermore, CRTs can be used 
to "prompt" staff members as they perform standard- 
ized screening examinations to determine mental and 
physical status and to develop an initial problem list. 
Because a.computer support system can be designed to 
operate in a real-time mode, clinical data can be ana- 
lyzed and narrative reports generated as soon as the as- 
sessment procedure is completed. 


THE ASSESSMENT PROCESS 


The prototype PAU is located in a newly renovated 
psychiatric admitting area. It consists of a reception area, 
a self-report testing room, and five examination rooms. 
The furniture is contemporary, and bright accent colors 
are used throughout. Modern works of graphic art adorn 
the walls and plants abound. Rock and roll and other 
contemporary music is heard in the reception area. Free 


coffee and soft drinks are available. 

The patient is greeted by a receptionist who enters bas- 
ic identifying information into the computer system. He 
is then briefly interviewed by the clinical coordinator to 
determine whether he is able to complete the self-report 
testing. If this is impossible, the patient is interviewed 
further and assigned to an appropriate inpatient treat- 
ment unit. He returns to the PAU for comprehensive 
evaluation when his clinical condition has improved suffi- 
ciently to permit administration of self-report testing. If 
the patient's clinical condition is such that testing is pos- 
sible at intake (which is generally the case), a eee 
sive evaluation process begins. 

Following the format of the structured interview for 
Spitzer and Endicott’s Current and Past Psycho- 
pathology Scales (2), the clinical coordinator administers 
a mental status examination, recording data on a CRT. 
Upon completion of this examination, the clinical rating 
data which have been entered into the computer are ana- 
lyzed by a program (DIAGNO-IJ) that applies a set of 
decision rules to these data in order to derive a standard 
DSM-II (3) diagnosis. A narrative report of the mental 
status examination, which includes this computer-derived 
diagnosis, is then generated on a remote terminal printer 
located in the PAU office area. 

The patient is then given instructions for self-report 
testing, which require him to respond to multiple-choice 
questions presented on the CRT. The self-report tests 
currently administered include 1) a review of the medical 
systems history questionnaire developed for on-line com- 
puter administration by Warner and associates (4), 2) the 
Minnesota Multiphasic Personality Inventory, 3) the 
Shipley-Hartford Retreat Scale for Measuring In- 
tellectual Impairment, 4) the Briggs Social History (5), 5) 
a problem list, and 6) the Beck Depression Inventory (6). 
As each test is completed, the computer analyzes the re- 
sponses and prints a narrative report. 

After the results of the medical history questionnaire 
are reviewed, a health technician performs a computer- 
prompted screening physical examination. The results 
are entered into the CRT terminal. A computer-gener- 
ated report is available as soon as the examination is 
completed. 

PAU staff then review all test reports and meet to de- 
termine the most appropriate referral for the patient. Af- 
ter this meeting the clinical coordinator constructs a 
problem list. Using all available information, she selects 
pertinent items from a list presented on the CRT. She 
also rates the severity of each problem selected. The re- 
port of this procedure becomes the "initial problem list” 
for the patient's problem-oriented medical record. All 
other reports are filed in the patient's record as part of 
the “defined data base." 

Most patients complete the entire assessment proce- 
dure in approximately five hours. Anecdotal information, 
as well as preliminary studies of consumer satisfaction, 
indicate that the process is readily accepted by the great 
majority of the patients. Many patients also indicate that 
they believe the assessment procedure itself is personally 
helpful. 
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COMPUTER AND STAFFING REQUIREMENTS 


Because of the need to complete psychiatric eval- 
uations within hours of the time of application for care, 
the project required a unique computer system. Design 
considerations and the procedures used to develop this 
system have been reported elsewhere (7). The present 
computer system includes a central processing unit with 
memory sufficient to process assessment programming 
(namely, a Control Data Corporation Model 3200 CPU 
with 131,000 characters of memory) and direct-access 
storage for patient data (4 disc storage units with a total 
storage capacity of 32.8 million characters). The comput- 
er system also features communications equipment for 
on-line assessment requirements and generation of re- 
ports (communications multiplexor, 12 CRT terminals, 
and a remote printer terminal) and unit record devices 
for systems and application programming development 
(card reader, line printer, and magnetic tape transports). 
For the continuing development and operation of the 
prototype system, the computer laboratory has been 
staffed by a senior systems analyst, a programmer, a 
computer operator, and a half-time secretary. Overall su- 
pervision is provided by the project director. 

The PAU itself 15 staffed by a psychiatric social work- 
er, who functions as the clinical coordinator, a clinical 
psychologist, two health technicians, and a secretary-re- 
ceptionist. A staff psychiatrist is *on call" to the unit. 
Overall supervision is also provided by the project direc- 
tor. This staff has been able to process an average of 45 
patients a week (9 patients per 10-hour working day). 

Given the present workload and staffing, the cost of op- 
erating the prototype PAU has been calculated to be ap- 
proximately $110 per patient and $100 per hour of opera- 
tion of the unit. These costs include salaries of computer 
support staff and clinical personnel, as well as computer 
maintenance ccsts and depreciation of the computer 
equipment over a 10-year period. 


INITIAL IMPACT OF THE PAU SYSTEM 


Since the PAU was established, the overall functioning 
of the mental health care delivery system of which it is a 
part has changed dramatically. During the first 6 months 
of its operation, the average inpatient census decreased 
by 14 percent, the average turnover rate for all inpatient 
units increased by 48 percent, and the total number of 
outpatient visits increased by 24 percent. Although it is 
not possible to infer causality from correlational data, it 
is tempting to speculate that the establishment of the 
PAU has been a major factor in bringing about these 
changes. 


EVALUATION OF THE PAU SYSTEM 
Several formal research projects are now being initiat- 


ed in order to evaluate the prototype PAU system. Re- 
ports of computer-assisted assessments will be compared 
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to traditional clinical workups of the same patients by ex- 
perienced psychiatric clinicians, who will rate both sets of 
reports according to a number of predetermined criteria. 
In addition, the PAU assessment procedure will be com- 
pared to the traditional clinical workup in terms of cost 
efficiency. Finally, a more systematic study of consumer 
satisfaction will be undertaken in order to assess the ac- 
ceptance of this procedure by the patient-consumer. 
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Prolonged Psychosis Attributed to Phencyclidine: Report of Three Cases 


BY JOHN M. RAINEY, JR., M.D., PH.D., AND MILES K. CROWDER, M.D. 


After ingesting street drugs sold as “PCP,” “THC,” and 
“methadone,” three young men developed 
schizophreniform psychoses, analgesia, anesthesia, and 
amnesia for the psychotic state. Except for their 
unusually long duration of 2 to 4 weeks, these reactions 
resembled phencyclidine psychoses. The authors are 
aware of other phencyclidine-related hospital admissions 
but could find no information on phencyclidine in 
recently published handbooks on drug abuse. 


WE ARE AWARE Of only two reports of prolonged reac- 
tions to phencyclidine in the 18 years since it was first giv- 
en to humans (1, 2). We were startled and puzzled when 
three patients with apparent phencyclidine psychoses of 
2- to 4-weeks' duration were seen in our hospital in a 
single year. 


CASE REPORTS 


Case 1. An anonymous phone caller told the parents of this 
19-year-old man that he had taken “PCP” (phencyclidine). His 
parents found him in a **wild-eyed, irrational state," and he was 
transferred to our hospital from a local facility 4 days later. 
When we first saw him he lay mute and staring, rolling slowly in 
bed and occasionally curling into a ball. When he was asked 
who and where he was, he answered, "yes." When requested to 
subtract 7 from 100, he thrust out his right arm, stared fixedly 
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and angrily at the examiner, and shouted, *1...2...3...4... 
5," raising a finger for each number. He was salivating co- . 
piously, was unable to control the position of his arms in space, 
had equivocal plantar responses, and was insensitive to pin- 
prick. We were told that he had ingested a full teaspoon of un- 
cut phencyclidine (5 to 10 times the usual street dose) prior to 
packaging a kilogram of it for resale. 

We administered an oral dose of 8 mg of haloperidol 24 
hours later but discontinued it the following day when the 
patient began to have a series of bizarre seizures, each lasting 
about 5 minutes. In a typical episode he became rigid and 
opisthotonic, with his eyes rolled back vertically. His right arm, 
wrist, and fingers were severely flexed, and his left arm was ex- 
tended, with dorsiflexion of the wrist and flexion of the fingers. 
His legs were rigidly extended, his feet were in plantar flexion, 
and a physical examination revealed tachycardia, tachypnea, 
diaphoresis, and positive, bilateral plantar responses. We ob- 
served no clonic phase. Fifty mg of benadryl, administered in- 
travenously, did not stop the seizures. His parents reported that 
he had had a number of similar episodes before he was trans- 
ferred to our care. 

After a final convulsive episode the patient became more ac- 
tive, stalking the halls, beating on doors and windows, removing 
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his clothes, and attempting to leave the hospital. When he was 
frustrated in these efforts he became irritable, threatening, and 
assaultive and was finally placed in a locked room, where he 
kicked at an unbreakable window until the frame became loos- 
ened in the wall. He was verbally abusive and paced restlessly 
for several more days, then gradually became calmer. Eleven 
days after taking the drug he was much more cooperative and 
displayed more appropriate behavior, and 3 days later he was 
oriented as to time, place, and person with no evidence of any 
psychotic dysfunction. He could remember a few events of the 
previous 3 days but nothing of the first 2 weeks after he took the 
drug. 


Case 2. An 18-year-old unemployed man and four friends in-: 


gested a drug sold as “THC” (“‘tetrahydrocannabinol’’). After- 
ward, the others began “‘flopping around, banging their heads 
on the wall, and drooling on themselves." The patient's asso- 
ciates described his behavior during the next 20 hours as frantic, 
erratic, and unpredictable. His parents brought him to the hos- 
pital emergency room after 30 additional hours cf sleeplessness, 
hostility, suspiciousness, and ataxia. He was disheveled, dis- 
oriented as to time and place, irritable, suspicious, and inter- 
mittently agitated, and he frequently referred to “hearing 
chains go 'ching-ching.' " 

We prescribed an oral dose of 400 to 1000 mg of chlorproma- 
zine each day for a week, but the patient continued to wander 
aimlessly through the ward, undress in group settings, be in- 
continent of feces, and make pointed, inappropriate sexual ad- 
vances to a young female patient. The day after admission he 
ran out of the ward and unhesitatingly leaped from an open 
third-floor window, landing uninjured in the bushes below. We 
brought him back, and after 4 more days he became increas- 
ingly aware of his surroundings and more appropriate in his in- 
teractions with patients and staff, but he remembered nothing 
of the previous 2 weeks. 

Thirteen days after ingesting the drug the patient took a psy- 
chological test battery, including the Minnesota Multiphasic 
Personality Inventory, Rorschach, Bender-Gestalt Test, Partial 
Wechsler Adult Intelligence Scale, Sentence Completion Test, 
and Gorham Proverbs Test. The results were indicative of a 
chronic schizophrenic process, with signs of residual organic 
impairment. When the tests were repeated a month later, there 
was no evidence of psychosis and the organic impairment had 
improved. 

Two of the patient's four friends were admitted to a detoxifi- 
cation unit at a state hospital and one to a private psychiatric 
hospital. All three were discharged within 2 to 3 days. 


Case 3. This 19-year-old man was arrested by police and 
placed in a detention facility after he refused io answer ques- 
tions in court. When he was taken home by his parents 4 days 
later he was agitated and restless, said he heard voices, and 
complained he was being poisoned. His parents brought him to 
the hospital 3 days later bécause he continued to manifest this 
behavior. 

During the initial examination the patient was anxious, un- 
cooperative, and hostile, and he believed that he had been ad- 
mitted the day before. A physical examination revealed no evi- 
dence of sensory loss, nystagmus, or excessive salivation. The 
patient was ataxic and unable to put a spoon to his mouth. Al- 
though his blood pressure was initially 110/64, it rose to 160/ 
115 on the sixteenth day after admission and was 130/85 to 
140/90 during much of his hospitalization. For the next several 
days he repeatedly walked around nude, thought he was still in 
jail, and refused to answer any questions. Several times he said, 
"Lester poisoned me." Six days after admission he made a plea 
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for clemency during an interview, as though it were a court- 
room trial. 

The patient was initially treated with oral doses of chlor- 
promazine, which we increased to 1400 mg per day over a 2- 
week period. We also used 20 mg of orally administered tri- 
fluoperazine per day and 50 mg of intramuscularly adminis- 
tered chlorpromazine, as needed, to help control his behavior, 
but none of these measures was effective. On several occasions 
we placed the patient in a dim, quiet, locked room when he had 
been taking food from other patients, sleeping in their beds, at- 
tempting to escape from the ward, appearing nude in public, or 
being physically assaultive. He was calm and quiet there and 
usually slept. When we returned him to the ward, however, he 
became frightened, anxious, and combative, and the cycle re- 
peated itself. 

The patient remained psychotic and disoriented, but his 
ataxia gradually improved. Finally, on the seventeenth day of 
hospitalization, he dived through an open kitchen door, ran 
downstairs, and boarded a bus. He went to his place of employ- 
ment and obtained his paycheck, then got a haircut and went 
home, where he improved greatly without medication but could 
not remember what had happened and was astonished when 
told what he had been doing. He returned to the hospital 5 days 
after leaving and told us that before his arrest he had taken a 
small pink pill sold to him as methadone. An interview adminis- 
tered 1 week later revealed no clinical evidence of psychosis or 
organic brain syndrome. 


DISCUSSION 


We are reasonably certain that these three patients in- 
gested phencyclidine because of their history of use of 
Street drugs, which have often been found to contain 
phencyclidine (3), and their development of analgesia, 
anesthesia, a schizophreniform psychosis, sudden resolu- 
tion of the psychosis without apparent sequelae, and am- 
nesia for events occurring during the psyckotic 
state (1, 2). With the possible exception of ketamine, a 
phencyclidine derivative, no other drug produces this 
combination of symptoms and signs, and ketamine has a 
much lower incidence of psychotomimetic side ef- 
fects (4). 

In addition, all three men were negativistic and hostile, 
disoriented as to time and occasionally to place, severely 
agitated, and ataxic and had a decreased sense of bodv 
position; two of them reported auditory hallucinations. 
Phencyclidine is known to produce these symptoms and 
signs (1, 2). One man displayed the repetitive motor be- 
havior, including rocking, headrolling, and grimacing, 
and repetitive chanting speech that follow intravenous in- 
jection of .1 mg of phencyclidine per kilogram of body 
weight (2), as well as the convulsions, usually preceded by 
severe rigidity and catatonia, that are associated with in- 
travenous doses of more than 1 mg per kilogram of body 
weight (1). Two of the men either had demonstrable ex- 
cessive salivation or reported it in others who were in- 
gesting the same material, and one developed svstolic and 
diastolic hypertension during his illness (1). We did not 
observe horizontal, vertical, or rotatory nystagmus, and 
our patients did not complain of nausea or diplopia, signs 
frequently associated with phencyclidine administra- 
tion (1, 2, 4). 
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Phencyclidine-induced analgesia and anesthesia usual- 
ly last 1 to 3 hours, psychotomimetic effects 18 to 24 
hours, and nystagmus and diplopia 24 to 36 hours (1). 
The only exceptions have been 1 of 65 surgical subjects 
who, when given .25 to 1.0 mg per kilogram of body 
weight, developed a stuporous, disoriented state lasting 
IO days (1), and 4 chronic schizophrenic patients who be- 
came acutely psychotic for more than 4 weeks after in- 
jection of .1 mg of phencyclidine per kilogram of body 
weight (2). We do not know why these patients responded 
as they did or why our patients were ill for 2 to 4 weeks, 
but we assume the duration of their disorders may be 


dose-related, associated with decreased metabolism or, 


toxic metabolites of phencyclidine, an idiosyncratic re- 
sponse to the drug, or precipitation or exacerbation of a 
schizophrenic process. 

Five mg of intramuscularly administered haloperidol 
or 25 to 50 mg of intramuscularly administered chlor- 
promazine, together with a quiet, isolated environment, 
have been used to reduce the excitatory effects of phen- 
cyclidine (5, 6). Haloperidol may be more effective than 
the chlorpromazine and trifluoperazine we used in cases 2 
and 3 (7). We administered small doses of haloperidol to 
one patient (case 1), but because of his seizures it was dis- 
continued, and he did rot receive an adequate therapeutic 
trial. One of our patients (case 3) did become much calm- 
er when placed in a dim, quiet environment. 

We are aware of two other prolonged reactions to 


phencyclidine (8, 9), two acute psychotic reactions, and 
two cases of long-term abuse, one of which lasted more 
than 6 years. Phencvclidine-related hospital admissions 
no longer surprise us, and we do not understand why this 
drug is not mentioned in recently published handbooks 
on drug abuse (10, 11). 
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The Chief Resident as Reluctant Staff Therapist 


BY STEPHEN A. GREEN, M.D. 


memento 


The author discusses the interactional process between 
the chief resident and ward staff, with reference to Bion's 
theory of group functioning. He concludes that the 
primary task of the chief resident is to serve as 
psychotherapist to the staff, and that this is not a chosen 
role but derives from the staff s wish for such a leader. 


IT IS SIMPLISTIC to describe the job of the psychiairic 
chief resident by listing well-delineated work tasks that 
include administrative, teaching, and clinical responsi- 
bilities. This approach neglects the complexity of the 
process of leading a therapeutic milieu. | 

The main task of the chief resident, which derives from 
the interactional process between himself and the ward 
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staff, is to serve as a psychotherapist to the staff. This role 
has been alluded to in the literature, but it has not been 
fully explored. Stanton and Schwartz(1) described a 
ward organization thet rigidly separated the “‘‘psycho- 
therapist" from the *administrator." The primary re- 
sponsibility of the administrator was to make “‘actual de- 
cisions about the patients’ living"; he also ‘‘acted as 
arbitrator and consultant on intrastaff difficulties and 
tried to minimize these so that the ward continued to 
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function smoothly.” Grant and associates (2) described 
the chief resident as “a necessarily ill-defined figure 
whose ambiguity is the product of conscious and uncon- 
scious projections and distortions on the part of members 
of the residency training program." This description im- 
plies a widespread wish among staff members to trans- 
form the chief resident into a powerful transference fig- 
ure, so that he may fill this need within the therapeutic 
milieu. 

The role of the chief resident as staff therapist can also 
be conceptualized in terms of Wilfred Bion's theory of 
group functioning (3), which holds that in every group 
two groups, a “work group" and a "basic assumption 


group," are present. The former deals with the real task - 


of the group, whereas the latter seeks only to secure satis- 
faction of its own internal needs. Three types of basic as- 
sumption group, dependency, fight-flight, and pairing, 
can occur. When most of the energies of a functioning 
group are devoted to basic assumptions, the primary task 
of the work group is subverted. 

A psychiatric ward staff dramatically fits Bion's 
framework of group functioning. The chief resident 
serves as staff therapist, primarily as a group therapist, to 
undercut basic assumption groups and to channel all 
energies into maintenance and perpetuation of the thera- 
peutic milieu. I would like to share some observations on 
my recent experience of this central task of the chief resi- 
dent. 


BUILDING A WORKING ALLIANCE 


I began the academic year with a strong conviction 
that the chief resident should present himself as a person 
to identify with, rather than as a distant transference fig- 
ure who periodically issued interpretations that could 
magically correct any difficulties on the ward. However, 
the staff did not allow me to act on this conviction. From 
the beginning I was the recipient of outlandish transfer- 
ence distortions. These were initially of a positive nature: 
one nurse felt I understood every patient and could alter 
their behavior with the correct interpretation; another 
staff member proclaimed that I would never require psy- 
choanalysis. 

This period of adulation rapidly waned, and I became 
the recipient of smoldering and diffuse negative transfer- 
ence. The staff's discontent was first displaced to other 
administrative figures, such as the superintendent of the 
hospital and the ward consultant. However, as people got 
to know what it was like working with me, narcissistic de- 
mands and incidents of acting out increased sharply. Late 
appointments occurred more frequently in supervisory 
sessions. One staff member requested a major policy 
change in ward functioning and became sullen and with- 
drawn when it was refused. Several people blamed me for 
admitting patients who were behavior problems, re- 
quested that I control such acting out, and became angry 
when I suggested that this was beyond my abilities. 

Vacillation between positive and negative transference 
reactions formed the basis of my early relationship with 
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the staff. It was a period during which the chief resident's 
authority and concern were constantly being measured, 
so that the staff could feel safe that he would not flee 
from attack, retaliate inappropriately to demands, or ca- 
pitulate to seduction. The relationship that evolved was 
consonant with Freud's description (4) of the leader's po- 
sition as “the dreaded primal father" of a group. As he 
explained, “The group still wishes to be governed by un- 
restrained force; it has an extreme passion for authority 
. a thirst for ebedience.” The ward staff placed the 
chief resident in a position of omnipotence, perceiving 
him alternately as an all-good or all-bad object. 
. This desire for authority derived from staff dependency 
needs, and the early months of the chiefship clearly re- 
flected the phenomenon that Bion described as “basic as- 
sumption dependency" (3) and Freud (4) characterized as 
"an unmistakable... regression of mental activity to an 
earlier stage... ." The staff perceived itself as inadequate 
and immature, feeling that it could only attain security 
through, and have its members protected by, the chief 
resident. Consequently, I became the target of uncon- 
scious Oral sadism that took the form of constant de- 
mands. I would be stopped in the hall to answer “‘just one 
question" and find myself in prolonged conversation. I 
would be asked to admit a certain type of patient or to 
slow down the admission rate. I became embroiled in 
struggles that seemingly came from nowhere; however, 
they were potentially detrimental to the therapeutic 
milieu and had to be worked through to prevent acting- 
out against patients. This testing of the leader's authority 
permitted the establishment of a working alliance, which 
Greenson (5) saw as a necessary precursor to any thera- 
peutic process, between the chief resident and staff. Both 
parties to a working alliance must act to produce: an at- 
mosphere conducive to accomplishing the work task; this 
preliminary work was occurring daily between myself 
and the staff. 


FUNCTIONS OF THE CHIEF RESIDENT AS STAFF 
THERAPIST 


Administrative and didactic responsibilities were in- 
separable; in fac:, purely administrative issues rarely ex- 
isted. As the ward “administrator” I found myself using 
techniques such as suggestion, abreaction, manipulation, 
clarification, ana interpretation, which are used in thera- 
py to "affect the patient in the direction of the (inter- 
mediary or finai) goals of the treatment” (6). Defining 
and reshaping a pacient’s treatment plan demanded con- 
stant attention to his developing transference to the ther- 
apist and the ward, as well as to the countertransference 
reactions emerging individually and collectively from the 
unit. [ was not the only staff member objective enough to 
comprehend and act on such issues, but I made the ulti- 
mate decision if there was a disagreement over treatment 
goals. By accepting this responsibility, the chief resident 
enables the staff to feel secure enough to explore its dif- 
fering opinions. The function of the chief resident is anal- 
ogous to that of the therapist who is always there in the 
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therapeutic relationship and who remains the stable fig- 
ure during periods of confusion, thus allowing the patient 
to work through problems and gain insight. The ward 
could have functioned efficiently without me, but not 
without a chief resident. 

The tasks of being a staff therapist fell into three broad 
categories. The first involved working through counter- 
transference reactions of individual staff members when 
they interfered with the treatment of specific patients. 
For example, the initial anxiety of one therapist was re- 
flected by a tendency to deny the severity of illness in 
patients that prompted him to set premature discharge 
dates for some individuals who had not yet established a 
working alliance. Discussion of the problem enabled him 
to see that unconscious issues were involved in his plan- 
ning. When this pattern recurred later in the year, it elic- 
ited an inappropriate response from another staff mem- 
ber with whom he shared a case. She tenaciously 
advocated keeping one of their patients in the hospital 
longer than was clinically indicated, as if to make up for 
the resident's previous actions. The simple “administra- 
tive" issue of setting a discharge date had many clinical 
implications that demanded investigation of the entire 
staff's unconscious motivations. 

A second circumstance requiring the chief resident to 
serve as a therapist to the staff was the identification and 
working through of generalized ward countertransfer- 
ence to specific patients. Wesselius (7) warned that, 
"once contaminated by a countertransference response to 
the patient's pathology, the milieu loses part of its thera- 
peutic effectiveness and contributes to the continuation of 
the illness.” This was dramatically demonstrated when a 
physician was admitted because of profound depression. 
When he was interviewed at a teaching conference, the 
staff found him *'borirg'" because he “denied too much." 
During the conference the patient reluctantly discussed 
his suicidal ruminations, and it was the staffs wish to 
deny these feelings in someone with whom they identified 
closely that left them feeling bored. After this inter- 
pretation was made, the patient discussed his self-de- 
. Structive thoughts more openly because the staff was 
more willing to bear his affect. 

A third therapeutic task of the chief resident was 
soothing and balancing the narcissism of staff members, 
who frequently came into conflict over the "correct" 


treatment of certain patients. Adler (8) discussed how ef- . 


fective hospitalized borderline patients can be in splitting 
a ward staff by projecting and externalizing their intra- 
psychic conflicts onto individual staff members and pre- 
cipitating intrastaff disagreements. This phenomenon oc- 
curs to some degree with every patient. The chief resident 
must constantly point out how patients cause staff mem- 
bers to act out in certain ways and encourage the staff to 
openly discuss their differences. 

This function of the chief resident results not only from 
the impact of patients on the staff but also from the ter- 
ritoriality present in any ward staff. Although each pro- 
fessional group had its own sphere of autonomy and 
work tasks were clearly defined, there was persistent test- 
ing of these boundaries throughout the year. This was 
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sometimes motivated by sound clinical judgment, such as 
appreciating that certain patients were more responsive 
to the ego support and structure provided by the milieu 
than to individual therapy. However, some intrastaff 
fights derived exclusively from the hierarchical structure 
of the unit, resulting in accusations such as “the resident 
is avoiding the real issue" or “the nurses are not setting 
enough limits." At these times the milieu was disrupted 
by a basic assumption fight-flight group, and issues of 
self-esteem within the staff clouded clinical judgment. 
This situation required the chief resident to set limits and 
interpret resistances in order to prevent acting out 
against patients. 


THE CHIEFSHIP AS A ONE-YEAR PSYCHOTHERAPY 


As the year progressed J observed that the continuing 
relationship between the chief resident and the ward staff 
resembled the evolution of the patient-therapist relation- 
ship during the course of psychotherapy. I began the year 
with a flurry of obsessional, intellectualized activity and 
expected the staff to perform with frenetic efficiency. This 
expectation mobilized a general resistance against per- 
forming, just as an individual in therapy might react, 
which first became apparent when several patients pre- 
cipitously terminated therapy. This resistance diminished 
only after I set limits on myself and began to make fewer 
demands of the staff. 

During these early months challenges to the authority 
of the chief resident were greatest and transference dis- 
tortions concerning him the most unrealistic. As in thera- 
py, these incidents decreased after an initial period of 
testing; they periodically recurred throughout the year, 
but usually to a lesser degree. 

During the fall a generalized depression settled on the 
ward, and expressions of doubt and frustration about the 
work were frequently heard at staff meetings. People 
wondered if patients “really got better" and whether our 
work was worthwhile. The general staff attitude was 
analogous to that of the patient and therapist during the 
middle stages of therapy, when change is slow and the 
hard work really begins. The staff looked to the chief resi- 
dent for reassurance that delayed gratification would 
bring ultimate rewards. 

By the spring we reached another phase, during which 
I found myself being slowly excluded from the milieu. 
Decisions that had previously involved me were becom- 
ing automatic, the residents and staff acted more inde- 
pendently, and I felt neglected and useless. A colleague 
likened the staffs increasing self-sufficiency to the emo- 
tional growth of a patient in therapy. My progressive ex- 
clusion also reflected the existence of a basic assumption 
pairing group. There was much speculation concerning 
the working relationship between my successor and the 
head nurse. Because of a reorganization within the hospi- 
tal there was realistic concern about the future of the 
treatment unit, and to some extent the staff was investing 
more energy in speculation about the future than in work 
in the present. 


As termination approached I was flooded with pow- 
erful feelings concerning the year’s experience. I was able 
to look back on a good year. I had seen personal growth 
in almost every staff member, which was reflected in the 
commitment to therapy and progress made by most 
patients. 

Termination also forced me to acknowledge some of 
the year’s disappointments, and I experienced the narcis- 
sistic insult resulting from the lack of improvement of 
some patients and slow progress of others. This feeling 
reminded me of the frustration I experienced as a first- 
year resident when rescue fantasies fell under the weight 
of reality. Sharaf and Levinson (9) described such narcis- 
sistic injuries at all levels of residency training, but Grant 
and associates (2) specifically reported that most chief 
residents feel “a sense of frustration and depression"* 
when they recognize the unreality of early grandiose 
plans and fantasized power. I also admitted to myself 
how much I resented the chronic anxiety I had lived with 
throughout the year, again reminiscent of the first-year 
experience. 

The most distressing aspect of the chiefship was the 
loneliness of the position. I did not anticipate this isola- 
tion, since I had worked closely with the ward staff dur- 
ing my first year of training. However, the chief resident 
is forced into isolation. The nature of his job requires him 
to preserve an effective therapeutic stance by developing 
“a capability of withdrawal from the real object relations 
to guard the therapeutic task” and by being "capable of 
the moment of loneliness" (10). 


DISCUSSION 


Semrad (11) perceived the work of a psychotherapist 
as helping the patient acknowledge, bear, and put into 
proper perspective those painful affects which adversely 
influence his functioning. The chief resident serves in a 
similar capacity vis-à-vis the ward staff by dealing with 
its collective feelings as they apply to the therapeutic 
work. This is not a chosen role, but rather a necessary de- 
rivative of the interactional process between the chief 
resident and the staff. If the therapeutic task is to be 
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maintained, the chief resident must accept the staff's wish 
that he be a stronz but flexible leader, whose major pur- 
pose is to continually identify the collective desires and 
frustrations within the milieu and help the staff work 
through them. The chief resident cannot simply assume 
the role of passive observer, or present himself as a cata- 
lyst or a coordinator of the various factions within the 
staff. 

A group wishes to be governed, and it will force its 
leader into a posizion of authority. In order to maintain 
the therapeutic milieu (the work group), the chief resident 
must therefore complement a thorough knowledge of 
each patient with a continuing responsiveness to staff dy- 
namics. This mav say something about the character- 
istics of a good work group. Such a group reauires a 
strong leader, continually fluctuates in its degree of de- 
pendence and independence vis-à-vis that leader, and is 
functioning best at its work task when the leader func- 
tions least. 
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Follow-Up Note on Psychiatry and the Elderly 


Sir: While Psychiatry and the Elderly: An Overview was in 
press for the September 1975 issue, a partial step in fulfillment 
of a recommendation I made in the article was taken by Con- 
gress. The establishment of a Committee on Mental Health and 
Illness of the Elderly was mandated as part of the law amending 
the Public Health Services Act. 

I hope this substantial beginning will bring together the pri- 
vate and public sectors and make up for the gross deficiencies 
regarding the mental health of the elderly of the Joint Commis- 
sion on Mental Illness and Health. The committee, which will 
be appointed by the Secretary of the Department of Health, 
Education, and Welfare, will probably find it necessary to call 
for a full-scale commission at the end of its year's deliberations. 


ROBERT N. BUTLER, M.D. 
Washington, D.C. 


On Critiquing Hypotheses: Dr. Abernethy's Response 


Sir: In his discussion of my article “Dominance and Sexual 
Behavior: A Hypothesis" (July 1974 issue), Dr. Richard C. 
Friedman ("Critique of a Hypothesis of Dominance and Sexual 
Behavior," September 1975 issue) states that a hypothesis 
should be specific and that multiple causation must be taken 
into account in proposing an explanation of behavior. 

Specificity is a useful attribute of hypotheses, but I do not 
think that it is the sine qua non. Rather, I would emphasize that 
a hypothesis must be phrased so that it can be placed in jeopar- 
dy, i.e., proved wrong. Specificity actually protects my hypothe- 
sis by ruling out the many cases in which such definite causes as 
physiological determinants override the merely probable influ- 
ence of psychodynamic factors. 

Similarly, specification of such continuous variables as age 
makes the hypothesis less, not more, vulnerable to disproof. 
Following up on one of Friedman's examples, it should be clear 
that the immediate effect on research of not specifying a critical 
age range for the negative impact on development of maternal 
dominance is that males who have been stressed at different 
ages will not be differentiated in the sample. If there is a critical 
age range and if some of the subjects were stressed when they 
were outside of this range, the statistical association between 


. maternal dominance and later sexual behavior would be weaker 


than if a critical age range had been correctly identified and the 
sample limited to men stressed within that sensitive period. The 
findings would have been diluted with essentially irrelevant 
cases. 

Thus the penalty for failing to specify sufficiently is that a 
true relationship may be incorrectly rejected. Indeed, the hy- 
pothesis is in unnecessary jeopardy; it is too easy to prove it 
wrong. In view of this essentially protective function of specifi- 
cation, it is difficult to see why Friedman believes that short- 
comings in this area are in themselves sufficient grounds for dis- 
crediting a hypothesis. 
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The staccato of Friedman's questions carries the implication 
that specification is impossible with my hypothesis that “male 
dominance facilitates whereas female dominance inhibits male- 
female copulatory behavior." Not only am I not in sympathy 
with this defeatist attitude, but I think Friedman misses the 
point that a hypothesis should organize and stimulate research. 
Many of the questions he raises are legitimate areas for study in 
themselves or in the context of testing the original hypothesis. If 
answers to all of his questions were available before theorizing 
began, it might be appropriate to discontinue the research in fa- 
vor of writing a textbook. 


Friedman criticizes the hypothesis as reductionistic and as 
failing to take into account multiple causation. Perhaps, then, 
he does not accept the assumption that few one-to-one relation- 
ships exist in behavioral science. One must wonder if he would 
acknowledge that psychodynamic processes are important even 
if they only alter the probabilities of particular outcomes. For- 
tunately there are statistical techniques, such as multiple regres- 
sion, designed to measure on a percentage basis the amount of 
variance in outcome that can be predicted from a set of inde- 
pendent variables. 


With respect to the primate, anthropological, and psychiatric 
data that were cited in my paper, it is the congruence of these 
data rather than the definitiveness of individual pieces of infor- 
mation that makes the hypothesis plausible. Moreover, I think 
that Friedman's standards for each body of data are illogical 
and somewhat unrealistic. He implies that research should be- 
gin at a point where essentially everything 1s known, e.g., after 
“a comparison of the role of dominance in the social organiza- 
tion of monkeys and humans, or of the differences between de- 
terminants of sexual behavior in the monkey and the human." 
If one already understood either the role of dominance in hu- 
man organization or the determinants of sexual behavior, 
would it be necessary to test the hypothesis that ‘“‘male domi- 
nance facilitates and female dominance inhibits copulatory be- 
havior”? 

Finally, I wish to call attention to the possibility of testing the 
proposed hypothesis not only through developmental studies 
(on which Friedman focuses) but also through the investigation 
of sexual behavior under different ratios of male-female domi- 
nance and the etiology of various sexual dysfunctions, espe- 
cially episodic male impotence. Such studies are currently un- 
der way. 


My unreserved support goes to Friedman's concluding para- 
graph. He contributes to specifying areas for study. Perhaps our 
major difference is that Friedman seems to demand answers be- 
fore the hypothesis is proposed whereas I accept the apparent 
intractability of measurements of human behavior while using a 
hypothetical framework as a means of organizing and stimu- 
lating research. The hypothesis I proposed is unambiguously 
stated: it can be proved wrong, and it can be broken down into 
innumerable testable propositions by innovative investigators 
who are able to devise appropriate measures, proxy variables, 
and other means of controlling the extremely difficult observa- 
tions of human behavior. 


It is the accumulation of data rather than the existence of ob- 
stacles to research that adds to or subtracts from confidence in 
a causal explanation of natural phenomena. 


VIRGINIA ABERNETHY, PH.D. 
Nashville, Tenn. 


Aspects of the Abstinence Syndrome 


Sir: I would like to present a new hypothesis for the appear- 
ance of mild abstinence-like symptoms, such as runny nose, 
nausea, and insomnia, in methadone maintenance patients sta- 
bilized at high doses (70 to 100 mg). 

The abstinence syndrome response may be an innate, latent 
response that is first induced by the original heroin addiction. 
When heroin is withdrawn, the abstinence syndrome begins. Af- 
ter a patient has been stabilized on methadone, the abstinence 
syndrome appears when the methadone is withdrawn. This ab- 
stinence response becomes generalized to other drugs and other 
psychobiological states. 

If a methadone patient who is receiving other drugs such as 
chlordiazepoxide or diphenylhydantoin is withdrawn from any 
of these drugs, he may develop a mild abstinence syndrome. 
Similarly, a psychological deprivation may trigger the absti- 
nence response. This is usually misinterpreted by the patient as 
being caused by a functional or actual decrease in methadone 
effectiveness. The staff may interpret such patient reactions as 
manipulation attempts. 

The abstinence syndrome, to some extent, is a nonspecific, 
automatic, psychophysiological response to psychophysiologi- 
cal loss or threatened loss. It principally involves the autonomic 
nervous system and is usually an involuntary response, although 
some individuals probably learn to induce or abort it at will, ei- 
ther unconsciously or consciously. When a methadone patient’s 
dose is minimally decreased by 2 to 3 mg, he may perceive a mi- 
nor, nonspecific change in his mental state that he may uncon- 
sciously or consciously misinterpret as due to a major decrease. 
This would signal imminent danger and trigger a mild ab- 
stinence state. It is important to remember that this may occur 
without any intent on the part of the patient to manipulate a 
higher dose. 

This hypothesis should be testable at various addiction re- 
search centers. Understanding the complexity of the abstinence 
syndrome in methadone patients may lead to a greater under- 
standing of similar states in nonmethadone populations. 


BARNETT SEYMOUR SALZMAN, M.D. 
Escondido, Calif. 


Putting Our House in Order, 


Sig Donald Light, Jr., M.D., in “The Impact of Medical 
School on Future Psychiatrists” (June 1975 issue) presented 
data that argue well for the future of American psychiatry. 
However, he interpreted these data in our usual way, i.e., defen- 
sively. Our medical students are aware that they need to know 
more about psychiatry, but they see psychiatrists as "less com- 
petent, less clear thinking, less realistic, and less alert." Medical 
schools appear to be admitting students with the ability to think 
critically, and their response to the predominantly psycho- 
analytic psychiatry they encounter seems sound. Only in this 
century did psychoanalysis manage to enter and dominate aca- 
demic departments of psychiatry. Our sister disciplines of psy- 
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chology, sociology, and anthropology today regret their detours 
through psychoanalysis. 

American psychiatry has given room to anyone who seemed 
well meaning and enthusiastic. We speak of being concerned for 
our patients but heve not protected them from danger. The ar- 
ticle by Dr. D'Agostino in the same issue of the Journal (“‘De- 
pression: Schism in Contemporary Psychiatry") is a fair ex- 
ample of what medical students see in American psychiatry. 

When American psvchiatry gets its house in order and clearly 
distinguishes fact from speculation we should have no difficulty 
attracting medical students. If medical schools were to admit 
students who coulc nct perceive psychiatry’s problem, all fields 
of medicine would be endangered. 


HANS R. Hugssy, M.D. 
Burlington, Vi. 


Politics in the Journal? 


SIR: Since Frank J. Ayd, Jr., M.D., has mounted a concerted 
political campaign for the presidency of the American Psychiat- 
ric Association, his neme has been headlined in a conference, a 
symposium, an article, releases, etc., published under the aus- 
pices of and/or underwritten by medical journals, drug manu- 
facturers, hospitals, and his own publishing house. In addition, 
his article “The Depot Fluphenazines: A Reappraisal After 10 
Years’ Clinical Experience” was featured on the cover of the 
May 1975 issue of the Journal. 

I wonder whether the Editor of the Journal is aware of the 
full impact of his instrumental part in supporting Dr. Ayd’s po- 
litical campaign. Is it the Editor’s wish to support his can- 
didacy? 


L. WILLIAM COULTER, M.D. 
Rochester, N.Y. 


The Editor Replies 


My answer to Dr. Coulter’s question is no, I was not aware of 
any particular impact of my "instrumental part” in supporting 
anyone's campaign. And no, I do not wish to support Dr. Ayd 
or any other candidate. My job is to decide on the suitability of 
manuscripts for publication. Dr. Ayd was asked to prepare the 
lead article that we published in our May 1975 issue following a 
suggestion made at a meeting of our Editorial Board in May 
1974. He agreed to write the article in August 1974, long before 
any campaigns were under way. (If they were under way, we 
knew nothing about them.) He was asked to write this article 
because he had written a book on the subject and our Board be- 
lieved him to be competent in this area. 


F.J.B. 


Parkinsonism, Depression, and ECT 


SiR: I feel compelled to make a few cautionary remarks re- 
lated to “Improvement of Parkinsonism in Depressed Patients 
Treated with ECT" bv Zigmond M. Lebensohn, M.D., and Ra- 
mon B. Jenkins, M.D. (March 1975 issue). 

Having observed the improvement of both depression and 
parkinsonism in two cases after ECT, the authors expressed 
hope that ECT may prove an effective treatment for parkinson- 
ism. However, they did not give sufficient consideration to two 
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factors: 1) a depression often starts slowly and insidiously and is 
often not fully realized and acknowledged by the patient and 
those around him for quite a while, and 2) changes in motility 
(speed and frequency of movement, including gesticulation, 
voice, and mimic) are often early signs of that depression. 

I remember several cases of depression in parkinsonian 
patients in which symptoms of parkinsonism became temporar- 
ily much worse during a depression and improved after the de- 
pression disappeared. I would therefore limit any antidepressive 
treatment of parkinsonism for the time being just to such cases. 
What Drs. Lebensohn and Jenkins have shown is that ECT is 
not contraindicated in depressions combined with parkinson- 
ism. 


JOSEPH WILDER, M.D. 
Tannersville, N.Y. 


Siz: Drs. Lebensohn and Jenkins reported improvement of 
both endogenous depression and parkinsonism in 2 patients giv- 
en 4 ECT treatments. Improvement in depression and parkin- 
sonism in ] patient given a course of 7 ECTs has also been 
reported in the Journal (1). 

In a previous study (2), my associates and I found poorer 
than usual responses and more frequent relapses after ECT in 7 
parkinsonian patients who were severely depressed. (These data 
are part of a larger retrospective evaluation of 142 parkinsonian 
patients, 46.5 percent of whom gave evidence of clinical depres- 
sion and 64.5 percent of clinical dementia during their course of 
parkinsonism.) The 7 patients who received ECT were men 
whose mean age was 67.1 years. They were followed for a mean 
of 6 years, during which they had a mean of 4.6 admissions. All 
had moderate to severe Parkinson's disease, and all showed 
moderate to severe dementia on mental status examination. 
Patients received from | to 4 courses of ECT with an average of 
8 treatments per course between 1954 and 1961. Parkinsonism 
was treated nonsurgically with anticholinergic compounds. 

There are several factors that might explain this disparity in 
the results of our study and those reported by Drs. Lebensohn 
and Jenkins: ~ | 

1. Our patients were all in Hollingshead-Redlich (3) social 
classes IV or V, whereas Drs. Lebensohn and Jenkins' patients 
were from much higher socioeconomic strata. 

2. Our patients may have had more severe parkinsonism, as 
evidenced by their degree of clinical dementia. If clinical de- 
mentia is related to the degree of deterioration of the basal 
ganglia and particularly the substantia nigra, enhancement of 
dopamine synthesis or the sensitivity of dopamine receptors as 
the hypothesized mechanism for the effect of ECT might be less 
likely to occur. 

3. It is likely that our retrospective chart reviews would pro- 
vide poorer clinical data than would result from our actually 
having treated the patients. 
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Dr. Lebensohn Replies 


Sir: Dr. Jenkins and I appreciate Dr. Wilder's cautionary re- 
marks. We are both keenly aware that severe depression some- 
times mimics parkinsonism and that when the two coexist, the 
depression intensifies the symptoms of the neurological dis- 
order. 

The main thrust of our article is as follows: Not only is ECT 
not contraindicated in cases of depression combined with par- 
kinsonism, but it may very well be the treatment of choice. Be- 
cause of the theoretical considerations having to do with brain 
amine metabolism in both parkinsonism and depression, it re- 
mains to be seen whether ECT may be of some help in certain 
cases of parkinsonism that have failed to respond to a purely 
chemical approach. 

The discrepancy between our favorable results and the 
"poorer than usual" response to ECT in the seven cases report- 
ed by Dr. Brown and associates seems to be adequately ex- 
plained in the last paragraph of Dr. Brown's letter. During the 
last year, I have seen three more cases of parkinsonism com- 
bined with varying degrees of depression treated with ECT. In 
one case there was very little improvement. In the second case 
there was striking improvement in both the depression and in 
the parkinsonian symptoms. In the third case the depression 
cleared completely, but there was only moderate improvement 
in the parkinsonism. In no case was the patient made worse by 
the administration of ECT. 


ZIGMOND M. LEBENSOHN, M.D. 
Washington, D.C. 


Parkinsonism Masked by ECT and Psychotropic Medication 


Sin: While we were mulling over the apparent antiparkinso- 
nian effects of ECT and thioridazine described by several au- 
thors in the Journal (1-3), a 65-year-old automobile inspector 
entered our hospital for the fourth time. His illness began in 
1969, when he became preoccupied with his sexual impotence, 
thought his neighbors were spreading sexual stories about him, 
and began to worry about his house and job. Finally, he slashed 
his throat. 

He was transferred to our care in July 1971 after nearly 
transecting his trachea a second time. Although he was referred 
to us as supposedly depressed and unresponsive to either ECT 
or antidepressants, he denied feeling depressed, and our physi- 
cians and ward staff observed no signs of depression. His psy- 
chological and neuropsychological test results were consistent 
with a hysterical, perfectionistic lifestyle and showed remark- 
able preservation of intellectual ability for a man his age. There 
was no evidence of depression or psychosis, and the only physi- 
cal findings were arthritis of the ankles and an inguinal hernia. 
We found no evidence of psychiatric, psychological, or physical 
deterioration when he was retested during his second and third 
admissions. 

He had received 6 ECT treatments before his transfer and, 
when we first saw him, was on a daily regimen of 50 mg of 
imipramine, 4 mg of trifluoperazine, 2 mg of benztropine, and 
chloral hydrate for sleep. We discharged him on 150 mg of 
amitriptyline a day but rehospitalized him in November for re- 
current delusions and ideas of reference. After 12 very success- 
ful ECT treatments we discharged him again. We admitted him 
a third time three months later and administered an unsuccess- 
ful trial of 150 mg of amitriptyline a day for one month, fol- 
lowed by a series of 13 effective ECT treatments. He left on a 
regimen of 8 mg of trifluoperazine a day and monthly main- 


tenance ECT. He came in for 3 ECT treatments and then did 
not return. 

At the time of his fourth admission two years later his face 
was frozen into an immobile mask except for occasional open- 
ing and closing of his mouth and protrusion or thrusting of his 
tongue into his right cheek. He was bent forward at the waist, 
walked with a slow shuffling gait, and had coarse tremors of the 
hands and fingers, which disappeared with purposeful move- 
ments and increased when he was distracted. To control the 
tremors during interviews he kept his hands firmly clasped or 
grasped his legs. There was also marked cogwheel rigidity asso- 
ciated with passive movement of either arm at the elbow. He 
had been drug free for two weeks before admission, and we 
withheld medication for two more weeks with no alteration in 
these findings. À neurological consultant confirmed the diag- 
nosis of primary parkinsonism. 

We found he had displayed or complained of many parkinso- 
nian symptoms and signs during his three previous hospital- 
izations. Beginning with episodic sweating in 1968, he had de- 
veloped sialorrhea in 1970 and a coarse tremor of the right hand 
and mask-like faces in 1971. Our hospital records suggest these 
signs were reduced or temporarily relieved by the ECT and psy- 
chotropic medications used to treat his delusional state. Those 
findings which were noted were attributed to the extra- 
pyramidal effects of trifluoperazine, manifest anxiety, depres- 
sion, or withdrawal from alcohol (he is a moderate drinker). 

In primary parkinsonism, involvement of the tongue is char- 
acterized by rhythmic opening and closing of the mouth and 
tongue protrusion (4). Unilateral weakness and tremor result in 
buccal movements to the right or left. We believe the mouth and 
tongue movements of this patient, originally diagnosed as phe- 
nothiazine-induced tardive dyskinesia, are a result of parkinso- 
nian tremors. 

We suppose that any treatment which produces or suppresses 
extrapyramidal signs could similarly confound the diagnosis of 
parkinsonism and suspect that the mouth and tongue move- 
ments of some patients with tardive dyskinesia are due to pri- 
mary disease of the basal ganglia rather than the effects of 
chronic phenothiazine administration (5). 
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A Reaction from One Who Has Been There 


Sir: In his review of Conundrum by Jan Morris (May 1975 
issue) Dr. Frank G. Bucknam states that gender is so thorough- 
ly an abstraction that “perhaps we are chasing a will-o-the- 
wisp.” If this is the sort of conclusion to be derived from a read- 
ing of Conundrum, Ms. Morris’ views can only be labeled as 
dangerous and misleading nonsense. 
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Speaking as one who had the benefit of gender reassignment 
six years ago, I must state that Ms. Morris’ experiences and in- 
sights strike me as somewhat lacking in genuineness. Her stance 
smacks more of role playing than of achieving, at long last, 
an individuality and sense of self that is complete and fully in- 
tegrated. 

In contrast to Ms. Morris, I now find myself more assertive 
and even more aggressive. I am as much of an intellectual as 
ever, although less stuffily so. Treated as an individual, I am as 
aware of being a woman as is any other woman-—not more or 
less so. My awareness of identity does not lean on evidences of 
the attitudes of others. My "potent energy of the spirit" stems 
from myself and is now quite vigorous— radically more so than 
it ever was before reassignment. The idea that élan vital is a by- 
product of male genitalia is absolute nonsense. [ note, by the 
way, that some men are intimidated by my intellectual powers 
and my abilities. That is their problem. I will not role play a 
congenial idiocy to prop up flagging egos. 

The subject is too vast and complex for a letter; suffice it to 
say that Conundrum should not be taken too seriously. 


MARGO BRITTON 
New York, N.Y. 


Dr. Bucknam Replies 


SIR: It is essential in this instance to differentiate between the 
generally accepted definition of gender and Ms. Morris’ own 
personal perceptions of her achievement of full femininity. If we 
accept *'sex" as the appropriate word to distinguish male from 
female on the basis of anatomical differences, then “gender” is 
the term that embraces all the other differentiating factors, such 
as chemistry, psychology, and role. Throughout the period of 
development there are increments of gender that stem from a 
person's perception of self as well as from the steady bombard- 
ment received from society, which imposes its own composite of 
what constitutes appropriate gender behavior through role in- 
struction. This aliows for an evolution in gender characteristics 
over time and for maior differences in gender identification in 
different cultures. 

In view of this cemplexity in gender development, it is under- 
standable that Ms. Morris and Ms. Britton might have mark- 
edly divergent views about the nuances of their respective ap- 
preciations of feminine gender. Nevertheless, I share Ms. 
Britton's opinion that there is a lack of genuineness in some of 
the descriptions presented in Conundrum. | have heard even 
stronger attacks from friends who are female by birth rather 
than by operation. 


FRANK G. BUCKNAM, M.D. 
New York, N.Y 


Amphetamine Hyperactivity in Rats 


Sir: In attempting to produce hyperactivity in rats using am- 
phetamine but without adding other neuropsychotropically ac- 
tive drugs (barbiturates, chlordiazepoxide, and/or monoamine 
oxidase [MAO] inhibitors), we have tried different drug dosages 
and different strains and weights of rats. We have been able to 
produce a syndrome of hyperactivity in most cases with d-am- 
phetamine alone in doses up to 2.5 mg/kg in Sprague-Dawley 
rats weighing between 150 and 200 g. When the animal’s weight 
exceeds 200 g, smaller doses of d-amphetamine do not produce 
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hyperactivity but only amphetamine-induced stereotyped be- 
havior (ASB). This is true for rats from strains other than 
Sprague-Dawley as well. 

The number of rats given different doses in our research has 
been too small for definitive conclusions at this time, but thus 
far our results seem to be in agreement with those of other au- 
thors, who have found it necessary to use drug combinations to 
produce amphetamine hyperactivity in rats. Rushton and Stein- 
berg (1) reported that rats given a combination of d-ampheta- 
mine and barbiturates or chlordiazepoxide showed a character- 
istic prolonged hyperactivity that could not be induced by any 
dosage of the separate drugs. Lal and Sourkes (2) found that 
doses higher than 2.8 mg/kg of d-amphetamine alone tended to 
produce ASB rather than hyperactivity. 

Taylor and Snyder (3) concluded that d-amphetamine is 7 to 
10 times as potent as /-amphetamine in enhancing locomotor 
activity but only twice as potent in eliciting a compulsive gnaw- 
ing (stereotyped behavior) syndrome. However, they used 180 
animals, all of which were male Sprague-Dawley rats weighing 
between 150 and 200 g. Also, all of the animals were pretreated 
with 150 mg/kg of iproniazid given intraperitonially 16 hours 
before the administration of amphetamine. 

Pretreatment with an MAO inhibitor alone in this study (3) 
introduces several factors of potential error: 1) The use of 
young and somewhat immature male animals left such factors 
as sex and age unexplored. Maturational changes in amino 
acids and neurotransmitters in animal brains may explain dif- 
ferent age/ weight responses (4). 2) MAO inhibitors have well- 
known catecholamine activity. Even though the mechanism of 
enhancement of the activation syndrome is related (at least in 
mice) to delayed disappearance of amphetamine from the brain 
rather than to the central effects of MAO inhibition itself (5), 
MAO inhibitor activity includes a decreased metabolism of se- 
rotonin. Thus MAO inhibitors may produce hyperactivity by an 
interaction of serotonin and dopamine and not necessarily by 
an interaction of norepinephrine and dopamine (6). 

Observations in our laboratory must be duplicated with 
larger numbers of animals before we can reach any conclusions. 
However, similiar findings with larger samples will certainly in- 
dicate a need for reevaluation of the recently published theories 
of the role of dopamine in schizophrenia that are founded on a 
differential activity of d-amphetamine and /-amphetamine (7). 
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Request for Clarification 


Sır: The psychotherapy research reported by R. Bruce 
Sloane, M.D., and associates in “Short-Term Analytically Ori- 
ented Psychotherapy Versus Behavior Therapy” (April 1975 is- 
sue) is an example of the kind of effort that is necessary if we 
are ever to adequately clarify and evaluate the effects of the 
work that forms a large part of psychiatric and mental health 
practice. However, I would like to have a few questions an- 
swered before advocating any of the three methods of therapy 
the authors presented (I am considering the waiting-list/control 
situation as a form of "therapy" that may well be indicated in 
some circumstances, 2.g., where skilled manpower is in very 
short supply). 

First, how did the four-month wait affect the further therapy 
and eventual outcome of the 19 patients from the control group 
who received further treatment? Second, I am disappointed that 
no attention was directed in the article to the question of ad- 
verse effects. One recurring problem with research regarding 
outcomes of psychothzrapy is the tendency to use “mean” re- 
sults, without teasing out subpopulations that might be made 
worse by the therapy in question. Although some assumptions 
regarding adverse effects could possibly be made by looking at 
the standard deviaticns, I would like to know how many 
patients, if any, became worse in each of the three groups. If 
there were any, it would be very valuable (and perhaps painful) 
to have a detailed analysis of each case. 


CHARLES R. GOLDMAN, M.D. 
Portsmouth, Va. 


Dr. Sloane and Associates Reply 


Siz: The four-month wait clearly affected the patients’ desire 
for further therapy; a third of the control patients who original- 
ly sought treatment no longer wanted it after four months of 
minimal contact (none of them had received formal contact 
outside the study). Those control patients who did still want 
therapy were significantly less improved on their target symp- 
toms (according to both themselves and their assessors) than 
those who no longer wanted treatment. The tendency for con- 
trol patients who had improved less on the work and social mal- 
adjustment measures to still want therapy was not statistically 
significant. In general, however, the control patients who still 
wanted treatment had tmproved very little in those four months, 
and those who no longer wanted therapy had improved almost 
as much as the treated patients who wanted no further therapy. 

We cannot directly assess the effect of the four-month wait 
on eventual outcome, since the control patients’ therapy was 
neither time-limited nor performed by the same highly experi- 
enced group of therap:sts. However, the similarity of the three 
groups’ improvement after one year suggests that the control 
group was not seriously harmed by the delay in treatment. 

Only three patients (two control, one psychotherapy) from 
the entiré sample were rated "slightly worse" overall at four 
months, either by themselves or by their assessors. All other 
patients were at worst “unchanged” overall. Two of the patients 
who were rated slightly worse were young women, 23 and 21 
years old, who both had rather typical, moderately severe symp- 
toms of anxiety, depression, and introversion. Their assessors 
predicted both would do well in therapy. Both were placed on 
the waiting list, and became gradually more anxious, depressed, 
and panicky about interacting with people. One of them devel- 
oped some symptoins of agoraphobia. After the control period, 
both improved significantly with several months of therapy, one 


with an analytically oriented therapist and the other with a be- 
havior therapist. The third patient, a 20-year-old man with guilt 
feelings about sexual impulses and severe deficits of self-con- 
fidence and self-esteem, was assigned to the psychotherapy 
group. His assessor had predicted he would improve with thera- 
py, but at four months he was slightly worse, having totally 
withdrawn (spending several months at home doing virtually 
nothing) and feeling hopeless, anxious, and a failure. He felt 
that his therapist had wanted to “‘delve into the roots of things," 
while he himself wanted symptomatic relief. He also felt the 
therapist had pushed him much too hard, and he stopped thera- 
py after 10 sessions. His assessor, quite concerned about his fu- 
ture, urged him to return to therapy. He did return, saw the 
same therapist again, and at one year was rated slightly im- 
proved. His functioning had not changed, but he was clearly 
feeling much less anxious and felt some hopefulness about his 
future. 

Even in retrospect we can find no clues that might have sin- 
gled out these three patients as "bad risks” for their respective 
groups. All initially seemed good prospects for therapy, and this 
proved true, at least for the two control patients. Had these two 
been placed in therapy originally, their problems would prob- 
ably not have become so severe by four months. On the other 
hand, this worsening seems not to have had any irreversible ef- 
fects. We should emphasize that no one was accepted for this 
study if the assessor felt his treatment could not be safely de- 
layed. Most potentially suicidal or prepsychotic people, for ex- 
ample, were excluded from the sample, and this certainly con- 
tributed to the low rate of adverse effects. 


KATHERINE WHIPPLE 

R. BRUCE SLOANE, M.D. 
FRED R. STAPLES, PH.D. 
ALLAN H. CRisTOL, M.D. 
NEIL J. YorKSTON, M.D. 
Los Angeles, Calif. 


“Hysteria” versus *Briquet's Syndrome" 


SIR: “The Validity and Significance of the Clinical Diagnosis 
of Hysteria (Briquet's Syndrome)” by Samuel B. Guze, M.D. 
(February 1975 issue), again draws attention to this author's ef- 
forts to replace the term “hysteria.” Dr. Guze hopes to erase 
the pejorative connotation of this 2,500-year-old word by sub- 
stituting the term "Briquet's syndrome." 

With this in mind, he distinguishes two forms of symptom- 
atology: 1) conversion symptoms, i.e., monosymptomatic ail- 
ments such as paralysis, aphonia, etc., and 2) hysteria, which he 
would baptize “Briquet’s syndrome," Briquet having been the 
first to describe systematically certain polysymp:omatic dis- 
orders characterized by various painful sensations, anxiety 
symptoms, gastrointestinal or menstrual disorders, sexual prob- 
lems, numerous surgical operations, and even conversion symp- 
toms. 

Dr. Guze also distinguishes two etiologies. In the case of con- 
version, he seems to admit the validity of the Freudian concept. 
His hypothesis regarding hysteria is rather reminiscent of Char- 
cot’s ideas (neuropathic predisposition, taking into account he- 
reditary factors as well as acquired symptoms). He views it as 
an essentially "feminine" complaint, related to “‘sociopathy” 
and resulting from a number of genetic and social factors. 

I feel these proposals call for comment. First, the term **con- 
version symptom” can be misleading——at least in France, where 
some authorities distinguish between hysterical and psycho- 
somatic conversion. Second, while Briquet did in fact provide 
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the first clinical picture of hysteria, he made no distinction be- 
tween a monosymptomatic and a polysymptomatic form. 
Third, and most important, it must surely be admittec that hys- 
teria remains a little-known phenomenon. It would thus seem 
premature tf not indeed precarious to introduce nosological 
terms that could only be based on extremely vague clinical and 
etiological concepts. The danger is illustrated by the very classi- 
fication Dr. Guze proposes: he is obliged to place "conversion 
symptoms" under the heading “Briquet’s syndrome." 

In fact, this seems to reflect the age-old uneasiness physicians 
experience when ccnfronted with the special nature of hysterical 
symptoms, which have from earliest times been associated with 
sexuality and thus inevitably with mystery and shame. Consid- 
ering that this prejudice persists, it is difficult to believe that all 
we need to dispel it is a different label. 

The hysteria-sexuality association 1s based on a long-stand- 
ing intuitive perception, the psychodynamics of which psycho- 
analysis alone has been able to reveal. It is society's whole atti- 
tude toward sexuality that must be changed if we wish to 
abolish the prejudice that is attached to the hysterical patient. 
Otherwise, Dr. Guze's proposal is very likely to meet the same 
fate as that of Babinski, who wanted to rename hysteria “‘pith- 
ialisme,” a term that prevailed for a considerable time before 
falling into disuse. It is noteworthy that this change in termi- 
nology in no way altered the pejorative connotation attached to 
hysteria. 

It should also be noted that by "dismembering" hysteria, we 
run the risk of inhibiting research on certain problems which 
are not fundamentzlly sexual in nature, but which touch on the 
most characteristic aspects of the relationship between the psy- 
chological and the physiological. 

Hysteria does indeed stand at these crossroads of the psychic 
and the somatic. As such, it constitutes a privileged field for re- 
search: it was from ais investigations in this field that Freud was 
able to shed the first light upon the functioning of the psychic 
apparatus. It may well be that the understanding of what still 
appears to us as mysterious in hysterical phenomena will lead 
us to modify our psychological and physiological concepts con- 
siderably. 


LÉON CHERTOK, M.D. 
Paris, France 


Safety of Sodium Amytal 


Sir: I am currently serving as psychiatrist to the Ohio Refor- 
matory for Women. I have conducted sodium amytal interviews 
when women have requested them, and I thought them benefi- 
cial. 

We have had a change in administration, and the new admin- 
istrator, supported by the newly appointed hospital director, 
who is a cardiologist, has objected to this kind of treatment as 
being toó dangerous. 

Sodium amytal interviews are done while the patient is in the 
twilight state of consciousness; otherwise, no communication 
with the patient would be possible. In my opinion, sodium 
amytal administration to keep in touch with the patient 
presents less of a risk than sodium amytal given in status 
epilepticus when the patient is unconscious. ] would appreciate 
hearing from readers who are knowledgeable in this area. 


Kurt Lessy, M.D. 

Ohio Reformatory for Women 
Rt. 5, Box 2 

Marysville, Ohio 43040 
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Reserpine, ECT, and Depression 


Sır: I was pleased to read "Depression: Schism in Contem- 
porary Psychiatry” by Anthony M. D’Agostino, M.D., (June 
1975 issue) because it was compassionately written and repre- 
sented a point of view with which I am in agreement, along with 
many other psychiatrists. This view is that ECT represents an 
optimal treatment modality in certain instances. 

However, there is a quite different lesson to be learned from 
the article, but it must be extracted from the following footnote: 


After receiving ECT, my father was also taken off his 
antihypertensive medication. Reserpine depletes brain nor- 
epinephrine and may cause depression. It is not known 
whether the withdrawal of reserpine contributed to my fa- 
ther’s recovery. (p. 631) 


In other words, two therapeutic approaches—each of which 
alone might have been sufficient to terminate the depression— 
were employed, either simultaneously or so closely together 
that one could not draw a reasonable inference regarding the ef- 
ficacy of either one of them. 

The most amazing aspect of Dr. D’Agostino’s story is that 
his father was rotated through four hospitals, and apparently 
none except the last one discontinued the administration of re- 
serpine (even then, only after ECT had been administered). 

Dr. D’Agostino’s article provides some information to dis- 
abuse the comforting thought that .1 mg of reserpine is not a 
sufficiently large dose to produce depression, although this was 
obviously not his intent when he wrote it. 

I would like to supplement Dr. D’Agostino’s annecdotal ob- 
servations with one of my own. In this instance, I was both the 
patient and the treating physician (and I know the aphorism 
that this immediately brings to mind). In treating myself for 
consistent moderate elevation of diastolic pressure, I used reser- 
pine in a dosage of .1 mg and began to experience nightmares 
for the first time in my adult life. These were not the run-of-the- 
mill nightmares I remembered from childhood, characterized 
by negative and at times terrifying imagery; rather, the imagery 
in them was neutral, but the associated affect was terrifying and 
totally divorced from the imagery. 

My own primitive and essentially nonpsychodynamic at- 
tempt at dream interpretation led me to believe that these 
dreams were reserpine-induced and that they were prodromal 
with respect to a depression that was not yet clinically evident. 
Since I did not wish to have my hypothesis completely con- 
firmed, I discontinued the reserpine. The nightmares did not re- 
cur, nor did the depression occur. 

If reserpine-induced nightmares can indeed be typified as spe- 
cific in the sense that affect is removed from content, it might 
give sleep researchers some new leads in the area of depressive 
disorders. I would venture to say that if Dr. D'Agostino's father 
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also had such dreams, the chances are that his depression was 
reserpine-induced. 


MARTIN FLEISHMAN, M.D. 
San Francisco, Calif. 


Editor's Note: Regarding the footnote that Dr. Fleishman 
quotes here, readers are referred to the first correction fol- 
lowing Letters to the Editor. 


Sır: The account by Anthony M. D'Agostino, M.D., of the 
treatment of his father's depression is truly representative of the 
sad state of affairs that is seen far too often when eclecticism in 
the medical model is abandoned by some professional psychiat- 
ric establishments. 

It was refreshing to see this article printed in the Journal be- 
cause anecdotal accounts of this nature may allow us to see our- 
selves as others do. Far too few articles of this type have been 
published in recent years. l 

I think Dr. D'Agostino is too conservative in his conclusions. 
It seems that his own view of the matter clearly points an accus- 
ing finger at psychiatric educators, who have overcommitted 
themselves, their patients, and their treatment programs to the 
therapeutic community model and to psychotherapy. The am- - 
bivalence toward ECT that Dr. D'Agostino described in his 
training program is all too common, and it is fraught with trag- 
ic consequences. 

I am the petitioner in the suit against California's law regu- 
lating ECT and psychosurgery. It is my belief that there never 
would have been such a law in the first place had it not been for 
the attitudes that Dr. D'Agostino's article reports. 


GARY C. ADEN, M.D. 
San Diego, Calif: 


Corrections 


On page 631 of Dr. Anthony M. D'Agostino's article entitled 
"Depression: Schism in Contemporary Psychiatry," which ap- 
peared in the June issue of the Journal, it was incorrectly stated 
that the author's father was taken off antihypertensive medica- 
tion after receiving ECT. Antihypertensive medication was in 
fact stopped many months before any form of psychiatric treat- 
ment was begun. 

On page 788 of the July issue of the Journal, Dr. Ismail Yam- 
an Ozyaman's name was misspelled. 

The staff regrets these errors. 


BOOK REVIEWS 


Comprehensive Textbook of Psychiatry, Vols. 1 and 2, 2nd ed., 
edited by Alfred M. Freedman, M.D., Harold I. Kaplan, M.D., 
and Benjamin J. Sadock, M.D. Baltimore, Md., Williams & 
Wilkins Co., 1975, 2,609 pp., $65.00. 


Aware that enthusiastic reviewers may be courting trouble, I 
was especially cautious in my approach to this review. How- 
ever, the more I read, the more impressed I was. As a result, I 
must categorically state that this is an excellent and unusual 
textbook. To do this second edition of the Comprehensive Text- 
book of Psychiatry justice would require another volume, for 
the editors have gathered articles by over 200 knowledgeable 
contributors and molded them into the latest word in modern 
psychiatric texts. Experienced clinicians and teachers them- 
selves, the editors proposed not only to stimulate professional 
competence but also to make the book “an organizing state- 
ment for the multitude of relevant variables" that constitute 
modern psychiatry. They certainly seem to have accomplished 
both goals. 

One is initially tempted to comment on nearly all segments of 
the work, but confrontation with over 2,600 pages of text soon 
cools that desire. From the first article, a concise, scholarly his- 
tory of psychiatry by George Mora, to the last article in volume 
l, a particularly well-written section on the neuroses by John 
Nemiah, are discussions of such diverse items as systems theo- 
ry, the basic sciences, learning theory, ethology, cognition, per- 
ception, and psychiatry's relations with other disciplines. 

Noteworthy in volume I are descriptions of the psychoses 
and mental retardation, written especially for this book. A 
chapter on classical psychoanalysis, written by Meissner, 
Mack, and Semrad, requires special mention and is recom- 
mended for everyone, regardless of clinical persuasion. 

A section on personality theory and psychopathology in vol- 
ume | is introduced by a resumé of the work of Erik Erikson 
and followed by vignettes of Adler, Jung, Horney, Meyer, Sulli- 
van, Rado, and Melanie Klein. These are well done, as are those 
of Rank, Reich, Berne, and Masserman. They can all be read as 
easily as one can read a story and thus present a painless way 
for students and clinicians to refresh their memories of the con- 
tributions of these important workers. 

Americans, the editors note, are engaged by what is new, tra- 
ditional society by what is old. They warn that veneration of 
change may give rise to “galloping faddism" in intellectual life 
and therefore set about to combine the important knowledge of 
the past with not only new treatment approaches but also theo- 
retical issues not immedidtely transferable to therapeutic tech- 
niques. Their intent is to make the book the most up-to-date ex- 
position of the subject to be found in the literature. One 
suspects that they have done just that. 

The second volume is also full and diverse. Personality dis- 
turbance, drug dependence, alcoholism, and individual and 
group therapy are all considered. Among the most impressive 
offerings are the section on child psychiatry and the section on 
normal and abnormal sexuality. The editors state that they be- 
lieve the latter section is more detailed and more complete than 
anything available in any textbook today. It is a thorough and 
broad-gauged discussion; there is no doubt about its special im- 
portance for contemporary psychiatry. 


Psychotherapies and organic therapies are given due consid- 
eration in volume 2, and there is a much-needed section on psy- 
chophysiologic disorcers. Community psychiatry and military 
psychiatry are also covered. Social factors that influence the in- 
dividual must be understood and allowed for in therapy, the edi- 
tors aver, and moderr psychiatry must be prepared to allow for 
rapidly changing economic and social scenes. 

Despite the fact that the book compiles the work of over 200 
authors, repetition is minimal. That all of the writers cannot 
produce limpid prose is understandable, but the editors have 
done a good job in smoothing out the rough spots and curbing 
authors inclined to prolixity. The references are up-to-date, and, 
as a welcome extra, each author lists several references that he 
considers important to his field. A chapter on ethics is included, 
and a glossary and subject and author index are appended. 

The final chapter, "Psychiatry and the Future," is written by 
the editors and concerns issues psychiatry faces today, and per- 
haps tommorow, under four categories—validity, equity, legiti- 
macy, and roles. All are broadly conceived and well considered. 
The editors note that psychiatry has been under heavy fire and 
that unfortunately it has tended to withdraw and apologize. 
They then rightly conclude that as our deficiencies are remedied 
our field must be vigorously proclaimed. 

The editors also note that medical students today are learn- 
ing that psychiatrv is the inheritor of much of what is bes: in 
medicine, namely, sensitivity to the total person and his social 
condition. Many enter psychiatry, they say, not only to treat 
disturbed persons but to become complete physicians. 

Viewed from any angle, this second edition of the Compre- 
hensive Textbook of Psychiatry is an invaluable contribution to 
the field. It provides much more than the information expected 
in psychiatric texts. [t will be used as a reference work for years 
to come, and everyone connected with psychiatry would do well 
to become acquainted with its contents. Understandably, it is 
not inexpensive, but it will justify the expense over a period of 
time. 

The preparation of this comprehensive textbook was a pro- 
digious task; the editozs are to be congratulated. Apparently the 
publishers caught their spirit—the format, illustrations, and 
makeup of the book are of high quality. 


F.J.B. 


Life History and the Historical Movement, by Erik H. Erikson. 
New York, N.Y., W.W. Norton & Co., 1975, 270 pp., $9.95. 


This volume brings together a variety of papers published by 
Erikson during the last decade, practically all of which are 
closely related to the various issues discussed in his seven sepa- 
rately published books. In Life History and the Historical 
Movement Erikson comments on criticisms of his previous 
works and then brings many of his ideas up-to-date, relating 
them to current quandaries, so many of which have a strong 
unethical component. For example, on page 254 he states, 


We would agree that a common characteristic of all ills, 
sins, and evils, whether they are spelled in small letters and 
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are accessible to therapies of the mind or are capitalized 
for higher attention, is the use of another as a mere object, 
whether the other is thus demeaned as an inferior creature, 
as cheap merchandise, or as a mere mechanical con- 
trivance. Modern technicism, which tends to make a statis- 
tic of each person, may be aggravating just such Evil under 
the disguise of an ethos of efficiency beyond compassion or 
awareness of guilt. 


This perceptive diagnosis of our contemporary plight points 
out quite eloquently what opportunities psychiatry could make 
use of to try to treat our social ills, even as individual psychia- 
trists attempt to ameliorate the crippling effects of personal 
conflicts. 

The entire body of Erikson's writings, now eight volumes in 
all, comprises one of the most useful of all explanations of the 
problems of growing up in a complex world. This eighth volume 
is of immense value in elaborating many of his ideas in a style 
that is both literary and yet like an intimate conversation. 

One of the most intriguing of the new items is his explanation 
of the strange collaboration of Freud and William Bullit in a 
psychological study of Woodrow Wilson. It leaves Freud un- 
scathed as a victim of high-level trickery but does not enhance 
Bullit's reputation. 

This book is a worthy companion to its seven predecessors. 
Although complex at times, it 1s always intellectually stimu- 
lating and, in the long run, satisfying. 


DANA L. FARNSWORTH, M.D. 
Boston, Mass. 


New Dimensions in Psychiatry: A World View, edited by Sil- 
vano Arieti, M.D., and Gerard Chrzanowski, M.D. New York, 
N.Y., Wiley-Interscience (John Wiley & Sons), 1975, 427 pp., 
$22.95. 


This is a meaty and iniormative book— what Leo Bartemeier 
would call a “fat”? book. It has contributions from 37 authors 
from nine countries. The articles are grouped under four gener- 
al headings: Advances in Somatic Methods of Treatment, Ad- 
vances in Psychotherapy and Hospital Psychiatry, New or Not 
Widely Known Forms of Psychotherapy, and Clinical Studies. 
The last section, Clinical Studies, is a kind of catch-all. 

The first section is highly informative and inclusive. Lithium 
is, of course, the star of the show; three of the five articles in this 
section concern lithium. However, Shopsin and Kline provide a 
generous overview of other psychopharmacologic agents, in- 
cluding some newer ones, and a most useful index. Their dis- 
cussion of drug-induced neurological disorders is especially 
timely. The article on convulsive therapy and the one on psy- 
chosurgery are temperate expositions of the pros and cons of 
these controversial treatment methods. They should be useful to 
those who are attempting to improve the sophistication of legis- 
lators frightened by the prejudices of their constituents. In pass- 
ing, it might be worth a comment that ultrasonic irradiation, 
advocated by Lindstrom as an alternative to other forms of psy- 
chosurgery, is not mentioned. 

The most useful article in the second section of the book is 
Kernberg’s "Modern Hospital Milieu Treatment of Schizo- 
phrenia." Chrzanowski’s “Recent Advances in Concepts and 
Treatment of-Borderline Cases" deals with a troublesome and 
ill-defined area, but it seems to me that it does little to clarify 
the situation. Noy’s article is helpful in its insistence that we 
recognize the presence of personal neurotic components exclu- 
sive of compensation gains in compensation neurosis. Leuner’s 
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formalization of the use of imagery in psychotherapy is in- 
triguing. It is noteworthy that he makes an effort to quantify his 
therapeutic results. 

The last two sections of the book are more varied in subject 
matter. The paper on Morita therapy and the one on meditation 
are good expositions of relatively familiar topics. In contrast, 
the paper titled “Value of Patanjali’s Concepts in the Treat- 
ment of Psychoneurosis," although historically interesting in 
that the principles explained date from 400 B.C., left me unsure 
as to what is done or what results are obtained in this therapy. 
Readers more conversant with Eastern methods and concepts 
may find the article more rewarding. Frankl’s “Paradoxical In- 
tention and Dereflection: Two Logotherapeutic Techniques," 
on the other hand, is delightful; it contains some ideas that 
should be useful to any psychotherapist, whatever his orienta- 
tion. 

Three of the papers in the section on clinical studies actually 
are clinical: Molinski’s, the one by Spiegel and associates, and 
the one by the Gianninis. Schelkopf's “Analytical and Irratio- 
nal Aspects of Political Seduction and Readiness To Be Se- 
duced”’ is more philosophical than clinical, although it contains 
two illustrative case histories. "Nonmanifest Disorders in 
Closest Relatives of Schizophrenic Patients," by Shakhmatova- 
Pavlova and associates, is largely on genetics. The book ends 
with an interesting description of “Trends in Psychiatry in 
Black Africa" by German. ` 

The broad range of topics covered in this book is obvious 
from the descriptions above. As the editors state, this is not a 
"usual textbook”; it certainly offers some unusual material. 
The presentations are somewhat uneven, which is perhaps inevi- 
table in so ambitious a project, and there are some errors. For 
example, there are such misspellings as the substitution of "it's" 
for “its” in the title page of chapter 11, and Louis S. Goodman 
is incorrectly spelled Goodwin in the text and in the index. 

However, the editors of this volume deserve our thanks for 
attempting to provide “important but not easily accessible in- 
formation." ° 


C.H. HARDIN BRANCH, M.D. 
Santa Barbara, Calif. 


The Year Book of Psychiatry and Applied Mental Health 1975, 
edited by Francis J. Braceland, M.D., Sc.D., Daniel X. Freed- 
man, M.D., Arnold J. Friedhoff, M.D., Lawrence C. Kolb, 
M.D., Reginald S. Lourie, M.D., and John Romano, M.D. Chi- 
cago, Ill., Year Book Medical Publishers, 1975,455 pp., $27.95. 


The year's most important literature in psychiatry is ab- 
stracted in this 75th anniversary edition of the Year Book se- 
ries. The long history of the publication of this series on psychi- 
atry is evidence of the continuing number of psychiatrists and 
mental health professionals who enjoy these descriptions of ar- 
ticles that are judged to be the best that appeared in a year by 
outstanding experts. The papers referred to in this volume ap- 
peared during June 1973 through July 1974. 

The book is divided into the following sections: Neurophysi- 
ology, Biochemistry and Pharmacology, Psychology and Psy- 
chophysiology, Genetics, Learning and Memory, Mental Re- 
tardation, Child Psychiatry, General Clinical Topics, Clinical 
Psychiatry, Psychosomatic Medicine, Geriatrics, Psychothera- 
py, Psychoanalysis, Pharmacotherapy, Behavior Therapy, Psy- 
chiatric Nursing, Alcoholism, Addiction, Drug Abuse, Suicide, 
Medicolegal, Community Psychiatry, and Social Psychiatry. 

I think a yearbook serves several useful functions. It illus- 
trates the priorities by which experts in a field choose an article, 


it provides an overview of the most important contributions in a 
field, and it reinforces the major points made in original articles 
previously read. The greatest use of the yearbook, however, is 
as a reference to topics in the current literature. 

The most interesting aspects of the sections in this volume, in 
my opinion, are found in the terse comments of the editors re- 
garding the major trends in a particular area of psychiatry. 

The Year Book is recommended to the scholar and the inves- 
tigator. Serious students can quickly find references to articles 
of interest in a special area. The general reader—the mental 
health professional or the busy clinician—can read this volume 
to keep abreast of new ideas. Access to the original papers is 
provided in the references. 

If you like your reading condensed to its essence and want the 
guidance of experts in choosing what is worth your attention, 
the Year Book will meet your expectations and serve you well. 


WALTER E. BARTON, M.D. 
Hartland, Vt. 


Behavior Modification in the Human Services: A Systematic In- 
troduction to Concepts and Applications, by Martin Sundel, 
Ph.D., and Sandra Stone Sundel, M.S.S.W. New York, N.Y., 
John Wiley & Sons, 1975, 273 pp., 89.95. 


This book is intended to be a brief course on the application 
of behavioral concepts and techniques to a wide range of human 
problems. As the title suggests, it is not limited to the psychiat- 
ric treatment of patients in clinical settings but includes a wide 
range of problems, such as those the clergyman may encounter 
in pastoral counseling and the teacher in special education. The 
text is therefore designed to meet the needs of a wide range of 
professionals in training and in practice, including those in so- 
cial work, psychology, nursing, and special education as well as 
psychiatry. The book presupposes only a minimal knowledge of 
clinical psychiatry and psychology. 

The authors accomplish their stated goal of integrating be- 
havioral concepts with practical applications very well. Behav- 
ioral concepts are introduced and developed systematically in a 
clear manner with illustrative material which is presented in the 
form of a number of clinical vignettes. Appropriately, greater 
emphasis 1s given to behavioral assessment and treatment plan- 
ning than to particular procedures in behavior therapy. The au- 
thors introduce a consistent notation for describing behavioral 
(learning) principles and their application to actual problems. 

An innovative feature of the text is the inclusion of a pretest 
for the course, which the reader is encouraged to take at the 
outset. This has two purposes. First, it orients the reader to the 
content of the course and the course objectives, i.e., what new 
knowledge and skills the reader will acquire by completing the 
text. Second, it provides the reader with a measure of his under- 
standing of the subject before taking the course so that he can 
compare his performance at a posttest which is to be completed 
after finishing the course. Each chapter also includes a brief pre- 
test and posttest. Thus, in keeping with the general behavioral 
and quantitative orientation of the book, the reader is able to 
assess his progress as he works through the volume. Answers 
are provided to both the pretest and the posttest in appendices 
so that the student can complete the course without the aid of 
an instructor, although in a formal course the latter would 
clearly be a great advantage. Finally, the book provides a brief 
but excellent glossary of technical terms. 

This short volume does not, of course, offer a systematic or 
comprehensive review of available behavior modification tech- 
niques. The reader cannot look up specific clinical entities, such 
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as enuresis or stuttering, and find behavioral procedures for 
their amelioration. Other books fill this function. However, I 
find that as a concise, technically accurate introduction to be- 
havioral concepts presented in an orderly and readable form, 
this book is the best of its kind available. A student who con- 
scientiously works through the book, doing all of the exercises, 
should end up with a sound and usable fund of knowledge on 
the use of behavio- modification principles in clinical situations. 
The book should be especially helpful to medical students and 
residents in many clinical specialties in their pursuit of a sound 
conceptual foundation in behavioral medicine and psychiatry. 


JOHN PAUL BRADY, M.D. 
Philadelphia, Pa. 


Communication, Language, and Meaning: Psychological Per- 
spectives, edited by George A. Miller. New York, N.Y., Basic 
Books, 1973, 298 pp., $8.95. 


George A. Miller, Professor of Psychology at Rockefeller 
University, New York, N.Y., needs no introduction tc students 
of language and communication. It is no accident that he was 
asked to take responsibility for the difficult task of persuading 
each of more than 26 of the most expert workers in many dis- 
ciplines to prepare a 30-minute lecture on his specialty for a se- 
ries on the Voice of America. After coordinating this series, 
Miller reedited all but one of the lectures for publication in the 
belief that these essays would be a splendid introduction to lan- 
guage and communication for both laymen and students. 

It would probably be overstating the case to say that all of the 
chapters are “easy to read," 1.e., without reflection, but it seems 
a miracle to me that the articles are entirely clear and pain- 
stakingly accurate if one takes the time to digest their content. 

Jt is noteworthy that there is much here for the biologist-neu- 
rologist as well as for the general psychiatrist in essays by S.A. 
Altman, E.E. David, N. Geschwind, E.H. Lenneberg, and B. 
Maher. 

Other notable authors are R.F. Bales, U. Bellugi, T.G. Bever, 
Roger Brown, J. Chall, J.A. Fishman, J. Huttenlocher, J.J. Jen- 
kins, J.J. Katz, S.J. Keyser, E.S. Klima, P.A. Kolers, A.M. Lib- 
erman, J.C.R. Licklider, W.J. McGuire, P. Marler, P.M. Post- 
al, H. Rubenstein, end Wilbur Schramm. 

Although the list of notable writers is long, it is justified be- 
cause the articles range from animal to human behavior and in- 
clude psychology, psychopathology, meaning, transformational 
grammar, linguistics, acoustics, engineering, computers, an- 
thropology, teaching, sociology, and mathematics. 

There are a number of excellent introductory texts for each of 
these complex disciplines as well as multi-authored volumes 
suitable for classroom use. However, it would be hard to sur- 
pass this lecture series as a relatively simple basic text on lan- 
guage and communication for students in many disciplines, par- 
ticularly medicine and psychiatry. 


HENRY W. BnosiN, M.D. 
Tucson, Ariz. 


Psychiatry in a General Hospital, by J. Crawford Little, M.D., 
D.P.M., with J.J. Kear Colwell and A.T. Lloyd. Toronto, Ont., 
Canada, Butterworths, 1974, 104 pp., $7.70 (paper). 


General hospitals in the United States have expanded their 


psychiatric services markedly during the past 20 years. Each 
hospital varies in the nature of psychiatric service provided. 
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Psychiatric services in general hospitals usually function on a 
private practice model rather than according to the catchment 
area concept. At the present time, there are between 500 and 
600 of these units. The range of services offered includes emer- 
gency service, partial hospitalization, outpatient clinics, in- 
patient services, and consultation to the other medical and sur- 
gical units within the facility. In spite of the large number of 
these services throughout the country, there have been few, if 
any, detailed studies of their functional activities, and I am 
aware of no evaluative studies. 

This book fills the pressing need for this kind of study. Al- 
though it describes a hospital in England, the material is appli- 
cable to general hospitals in the United States. The book sur- 
veys a series of 1,050 psychiatric referrals during a 33-month 
period to one of three teams in the psychiatric unit at St. 
James's Hospital in Leeds. This general hospital, which serves 
an area with a population of 650,000, has been the principal 
psychiatric service based in this community. It has a loose affili- 
ation with the region's mental hospital. It is interesting that 
during the 33-month period less than 5 percent of all admissions 
to the general hospital had to be referred to the regional mental 
hospital. 

The main body of this small volume is composed of con- 
densations of highly detailed and practical statistical tables and 
bar graphs reflecting the kinds and amounts of service provided. 
The material leads to the conclusion that practically all cate- 
gories, including selected court referrals, can be managed satis- 
factorily in an open psychiatric unit. 

Although the functioning of the psychiatric service evaluated 
in this book is not direcily comparable with psychiatric services 
in general hospitals in the United States at the present time, it 
does serve as a model for what may very well be imposed on 
general hospitals under national health insurance and its feder- 
alized extensions. I highly recommend this study to the direc- 
tors of every general hospital psychiatric service for future ref- 
erence. 


JAMES C. JOHNSON, M.D. 
Hartford, Conn. 


Clinical Interviewing and Counseling: Principles and Tech- 
niques, by Golda M. Edinburg, M.S.S.S., Norman E. Zinberg, 
M.D., and Wendy Kelman, M.S.S.S. New York, N.Y., Apple- 
ton-Century-Crofts (Prentice-Hall), 1975, 121 pp., $6.95 (pa- 


per). 


This is a book that could well be read twice: once before one 
has ever talked with a patient and again after one has grown ex- 
perienced in interviewing. 

Written by two psychiatric social workers and a psychiatrist, 
it presents a succinct description of the essential techniques of 
the clinical interview. From a reading of its simple, practical 
presentation, amply buttressed by illustrative case material, one 
can learn how to begin and end an interview and how to deal 
with the many technical problems that intervene. Thus 
armed, the beginner can approach his first clinical encounter 
with some idea of what to expect and how to proceed. A reread- 
ing of the authors' teacaings will be equally helpful because they 
give many helpful hints on the management of most of the clini- 
cal difficulties that one can truly appreciate only after one has 
encountered them. 

It is hard to find fault with the aim and accomplishment of 
this useful interviewer's vade mecum in its presentation of the 
principles and practice of interviewing. At the same time, one 
can gain an initial understanding of the nature of a variety of 
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common clinical problems. However, there is one area in which 
I must disagree with the authors. They have, they write, *down- 
played specific diagnoses" because a preoccupation with this as- 
pect of clinical psychiatry might minimize interest in the more 
difficult task of determining the continuities and structures of 
personality function that indicate the way a particular individ- 
ual has found to express his version of our common humanity." 

One cannot cavil at the holistic approach that is taken here, 
nor at the authors' plea to include in one's clinical glance the 
patient's strengths as well as his weaknesses. However, in their 
desire to inspire in the student a humane and understanding at- 
titude toward his patient, they tend to downplay the vital need 
for that critical appraisal of defects in a patient's functioning 
which is essential for determining the kind of treatment he 
needs. Diagnosis (of both clinical syndromes and personality 
types) is a basic goal of initial interviews aimed at assessing not 
only the patient's problems but his therapeutic needs as well. 
Therapy must be tailored to the clinical disorder lest the patient 
be harmed rather than helped by the therapist's activities. With 
the variety of therapeutic techniques now available to the mod- 
ern clinician, it is more urgent than ever that he use his inter- 
viewing skills to determine the diagnostic criteria that point to 
the proper therapeutic measures. 

With this caveat, I can strongly recommend this richly useful 
volume to all clinicians—novices and veterans alike. 


JOHN C. NEMIAH, M.D. 
Boston, Mass. 


Ethnic Groups of America: Their Morbidity, Mortality, and Be- 
havior Disorders, Vol. II. The Blacks, edited by Ailon Shiloh 
and Ida Cohen Selavan. Springfield, HI., Charles C Thomas, 
1974, 279 pp., $17.50; $12.95 (paper). 


The editors have collected 36 articles for this volume, which, 
as stated on the jacket, attempts to bring together in one book 
“current sound, documented and relevant research articles con- 
cerning morbidity, mortality and behavior disorders of a specif- 
ic ethnic group in America—the Blacks." In my opinion, how- 
ever, the reports of some of the contributors fail to achieve the 
description of being current and providing sound documenta- 
tion. For example, two articles in the section on Alcoholism and 
Drug Addiction use the so-called traditional matriarchal struc- 
ture of the black family as a definitive frame of reference. A 
number of studies have presented evidence that refutes this idea 
as well as others presented in these articles, e.g., the work of 
Robert Hill (1). In the process of exploring the strengths 
among black families, Hill dispelled a number of myths con- 
cerning "weak and irresponsible” male figures, the existence of 
a matriarchy, and assertions of widespread desertion. 

The editors order the contributions under several headings: 
Morbidity, Stress, The Genetic Factor, Cancer, Alcoholism 
and Drug Addiction, Mental Illness, and Towards the Delivery 
of Effective Health Services. The section on mental illness, 
which I found more pertinent for psychiatric readers, contains 
only two articles, both of which were originally published in the 
mid 1960s. The focus of Maurice Russell's article is a critique 
of Mental Illness in the Urban Ghetto Community (2). | agree 
with Russell’s challenge of the conclusions of this book, i.e., 
that Southern Black migrants to Philadelphia had a lower rate 
of mental illness than black natives of the city. Thomas and Sil- 
len's appraisal of this study (3,pp. 133, 134) parallels Russell's. 
Those especially interested in epidemiological studies of the 
black population would find more meaningful information in 
the report of Kramer and associates in Racism and Mental 


Health (4) This volume and Thomas and Sillen's Racism in 
Psychiatry (3) present more pertinent material about service 
programs. 

The information on physical health problems presented in 
Ethnic Groups of America should be of particular interest to in- 
dividuals working in and/or planning comprehensive health 
care or community psychiatry services. Of particular impor- 
tance are the studies revealing the higher incidence of hyper- 
tension in the black population, the higher incidence of coro- 
nary heart disease in black women as compared with white 
women, the steadily increasing incidence of cancer in nonwhites 
since 1950, and the correlation of these illnesses with socioeco- 
nomic factors. The section on the delivery of effective health 
services should be required reading for all who are involved in 
health care, especially the policy makers. 

Several observations made in this book deserve attention: 
Sidel suggests "radical change in the kinds of personnel who 
provide health care... and... the elimination of the ghetto it- 
self." George Silver points out the need for a reevaluation of 
each of the vested interest groups that provide health care and 
suggests that "solutions in terms of simply supplying more 
[service], and not in different ways, will not work." 

In summary, a number of the reports in this volume do not 
measure up to the stated goal of the book. However, I share the 
hope of the editors that the volume “will provoke and stimulate 
more comprehensive studies, both in depth and range, of the 
problems at hand." 
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Women in Therapy: New Psychotherapies for a Changing So- 
ciety, edited by Violet Franks, Ph.D., and Vasanti Burtle, M.A. 
New York, N.Y., Brunner/Mazel, 1974, 434 pp., $15.00. 


This book differs from others in the rapidly expanding field of 
women's studies in that it specifically addresses itself to issues 
of psychotherapy for the clinician who works with women. 

Two introductory sections give a concise overview of histori- 
cal, biological, and cultural factors that are important in order 
to understand the clinical 1ssues. Much of this material will be 
familiar to readers who have done work in the area of women's 
studies, but for the clinician without this kind of background it 
is useful. The reader should note that these areas of scholarship 
and research are expanding extremely rapidly, that much of the 
current knowledge is both methodologically and substantively 
controversial, and, therefore, that none of these four chapters 
should be regarded as definitive. However, the major variables 
are well covered, and these chapters provide a valuable in- 
troduction. 

A third section deals with treatment of depression, phobic 
syndromes, alcoholism, and homosexuality in women. All four 
are areas in which being a woman influences the probability of 
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having the syndrome, aspects of its manifestation, whether it 
should be approached clinically or normatively, and how it 
should be approached. 

A fourth section presents representative views from a number 
of different therapeutic schools as they specifically might ad- 
dress themselves to women in treatment. Behavioral, psycho- 
analytic, Gestalt, eidetic, rational-emotive, and “fight” ther- 
apies as well as consciousness-raising groups as therapy are 
discussed. In the main, the authors are either the orig:nators of 
or prominent spokespersons for the therapeutic modality in- 
volved. 

Two final sections deal with sociological variables and impli- 
cations for the future. Women in total care institutions and so- 
cial class variables affecting the practice of therapy are consid- 
ered. The last chapter anticipates constants and changes in the 
female role and their tmplications for the future of the practice 
of psychotherapy. 

This book is somewhat difficult to review. It contains an un- 
usually large number of different perspectives. All 20 parers 
were written for this book, but most of them by authors of con- 
siderable reputation who have covered much of the same mate- 
rial in one or more entire volumes. It must have been difficult 
for most of them to condense their ideas to the length of a short 
chapter. The reader’s appetite will often be whetted, and in that 
case the original works of these authors and other references 
provide a guide to the more extensive literature. 

In many ways, the last chapter is the most satisfying. The au- 
thor of this chapter recognizes and makes use of her opportu- 
nity to have the last word to provide a conceptual critique of all 
of the papers. I would recommend that this chapter and the his- 
torical introduction be read first by any clinician who does not 
have a strong background in women’s studies; one could then 
choose from among the clinical papers on the basis of one’s own 
theoretical orientation and current clinical problems. 

The book as a whole should be on the required reading list for 
any training program for mental health professionals that does 
not include a solid foundation in women’s studies. In the same 
vein, it will be useful in continuing education programs. There is 
at present no other single source that provides material from as 
many diverse theoretical schools directly addressed to the clini- 
cal issues involved in providing psychotherapy for women. 


ANNE M. SEIDEN, M.D. 
Chicago, lil. 


Frame Analysis: An Essay on the Organization of Experience, 
by Erving Goffman. Cambridge, Mass., Harvard University 
Press, 1974, 576 pp., $12.50. 


Erving Goffman has written a shrewd and intriguing book 
that advances and codifies the analysis of everyday behavior, 
which has been a concern of his throughout much of h:s profes- 
sional career. In this work Goffman develops a framework for 
answering the seemingly simple question, "What is it that’s go- 
ing on here?" 

In recent years a number of psychiatrists have attempted to 
find in sociology some insights that would help explain differing 
perceptions of the same event by patient, family, and therapist. 
Many have turned to W.I. Thomas’ concept of “the definition 
of the situation." Goffman also starts with Thomas, but he re- 
jects his views as simplistic. (Curiously, although mentioned in 
the text, neither Thomas' name nor his concept appears in an 
otherwise complete index.) Goffman posits that the participant 
does not so much define the situation as attempt to discover the 
definition within the situation. This change in focus makes pos- 
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sible a subtlety and depth of analysis far beyond any application 
yet made of Thomas’ work. 
Goffman defines the subject of his book further as follows: 


This book concerns the organization of experience— 
something that an individual actor can take into his 
mind—and not the organization of society.... I am not 
addressing the structure of social life but the structure of 
experience individuals have at any moment of their social 
lives. 


As such, it is evident that this work will be of special interest 
and usefulness to the psychiatrist. Starting from the concept of 
a primary framework, or ordinary experience, he devotes most 
of the book to transformations of this experience as manifested 
in dreams, games, deceptions, experiments, and theater. In de- 
veloping his schema Goffman does not often use the language of 
sociology; he seems to prefer terms from the popular arts and 
everyday discourse, terms like "frame" (borrowed from Bate- 
son), "strip," “key,” "channel", and "track." To illustrate his 
concepts he turns not so much to the scholarly journals as to 
newspapers, the theater, and the movies. The result is a tightly 
argued and conceptually rigorous book filled with humor, irony, 
and entertainment. 

For any psychiatrist interested in studying the context in 
which he works and lives, this book is highly recommended. It 
would be good to combine it with a seminar with Goffman, to 
observe directly how he applies his framework to a variety of 
problems that psychiatrists encounter in their peculiar work. 


IRVING SCHNEIDER, M.D. 
Arlington, Va. 


A Handbook for the Study of Suicide, edited by Seymour Perlin, 
M.D. New York, N.Y., Oxford University Press, 1975, 226 pp., 
$9.95; $5.95 (paper). 


According to the editor, this book was developed from a 
postgraduate program on suicide. In my opinion it deserves a 
much broader-based audience, who will find the material useful 
regardless of special interests. There has been a plethora of 
books on depression lately, but few approach the breadth of this 
rather small book. 

Most of the chapters are well written and interesting, even 
those which have no direct impact on the understanding of the 
suicidal patient. Perlin and Schmidt's chapter is a short but ex- 
cellent review and is nicely complemented by La Fontaine's 
chapter on anthropologv and Maris' chapter on sociology. Sny- 
der's chapter on biology is a good review of the catecholamine 
hypothesis of depression, which impacts somewhat tangentially 
on the general topic of suicide. I enjoyed Brant's approach to 
the morality and rationality of suicide, which complements the 
opening chapter on the history of suicide by Rosen. 

Rosen's chapter is written in a somewhat ponderous style, 
but the material he offers 1s exceedingly rich. Alvarez’ essay is 
abridged from his volume The Savage God (1). It is a literate 
presentation. Although ] am aware of the impact of psycho- 
history in recent years, I still have some reservations about the 
direct connection between artistic production and certain psy- 
chiatric behaviors. 

The chapter on case registers by Kurt Gorwitz makes an im- 
portant point about the need for case finding, but its range 
seems focused and not quite in tune with the rest of the volume. 
The chapters that [ have not mentioned specifically are also well 
written and well documented. The bibliographies for each of the 
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chapters are carefully selected. 

I believe that this volume will be a very useful addition to the 
library of medical students and doctoral students in social sci- 
ence. It should also have a place on the reading list of every psy- 
chiatric resident. I trust they will enjoy reading it as much as I 
did. 


REFERENCE 


l. Alvarez A: The Savage God: A Study of Suicide. New York, Ran- 
dom House, 1972 


MARVIN STERN, M.D. 
New York, N.Y. 


Support Systems and Community Mental Health: Lectures on 
Concept Development, by Gerald Caplan, M.D. New York, 
N.Y., Behavioral Publications, 1974, 255 pp., $12.95. 


This book derives its title from the initial paper in this collec- 
tion of 10 previously unpublished articles by Gerald Caplan. 
Born and educated in England, which, through a complex mix- 
ture of tradition and service, has provided its citizens with the 
maximum of support and the minimum of opportunity, Caplan 
exchanged benign anoxia for a maximum of opportunity and a 
minimum of support when he emigrated to the United States. 
For 20 years he has been an eloquent advocate for support sys- 
tems as an antidote to the killing pace of rampant opportunity. 

"Support" in Caplan's view is not an X-rated word to be 
used only in connection with the weak and the halt. Caplan 
talks about “augmentation of strength to facilitate mastery of 
the environment." Our society is overwhelmed and suffocated 
by an avalanche of stimuli from the hyperactive communica- 
tions media, whose messages confuse, disorganize, and dis- 
orient. We desperately need psychological buffers and com- 
prehensible feedback in order to understand ourselves and our 
world. 

The initial paper in the book describes the support systems of 
kith and kin and of amateur and professional, both organized 
and spontaneous. Caplan advocates that mental health profes- 
sionals encourage new support systems as well as helping the 
helpers to help. 

Two of the papers are concerned with the role of the commu- 
nity-based nurse. One particularly addresses the potential of the 
nurse as confidante and teacher to help the reluctant or ignorant 
mother. The other is an excellent paper that looks forward to an 
expansion of the role of the nurse in an ecological systems mod- 
el of care delivery. 

In the paper on the role of the social worker in preventive 
psychiatry, which was written in 1955, Caplan decries the fact 
that social workers have been intellectually seduced by psychia- 
try and have abandoned both the home visit and the general sys- 
tems approach in favor of the constricted system of seeing the 
individual in office practice. 

I particularly liked the paper titled ""Praotical Steps for the 
Family Physician in the Prevention of Emotional Disorder," 
written in 1959, As an erstwhile general practitioner, I can at- 
test to the importance of this kind of physician as a health sys- 
tems engineer. He is called on as the expert for a whole series of 
happenings and crises for which his technological medical edu- 
cation has often ill-equipped him. For example, he is not only 
the expert on pregnancy and diet, he is also expected to answer 
everything anybody wants to know about sex on the basis of 
little or no specific education in this area in medical school. He 
must also be able to translate the diagnostic pronouncements of 


his specialist colleagues into digestible English and be famil- 
iar, comfortable, and helpful with grief and mourning. Caplan 
emphasizes that it is not necessary to spend long psycho- 
therapeutic hours with patients. Highly effective and empathic 
interventions take very little time if the physician is comfortable 
and knowledgeable in what he is doing. Unfortunately, many 
are not very well trained in psychosocial issues, cry pressure of 
work and lack of time, and indiscriminately dispense tranquil- 
izers. 

There is also a fascinating chapter titled “The Contribution 
of School to Personality Development." Here Caplan discusses 
the ingredients that make up the "atmosphere" of a school. By 
illustration, he suggests that, on the one hand, a more highly 
structured and disciplined school may not produce graduates 
who are flexible and of-this-world enough to cope, but on the 
other hand, the school that is free of academic and disciplinary 
tensions may not prepare students to cope with stress and frus- 
tration. 

The last chapter is written with refreshing brevity and clarity; 
it provides an excellent review of both the etiological models 
and the practice models of mental health. 

In summary, those interested in understanding the complex 
needs of individuals in our alienating society will be refreshed 
by several of these clearly stated papers. 


N. MICHAEL MURPHY, M.D. 
Slingerlands, N.Y. 


How To Help Your Child Get the Most Out of School, by Stella 
Chess, M.D., with Jane Whitbread. Garden City, N.Y., Double- 
day & Co., 1974, 292 pp., $7.95. 


Counseling the parents of growing children has always been a 
problem for the physician. Guided largely by his or her own ex- 
perience, values, and interpretations of the child development 
literature, the physician has frequently given advice amounting 
to personal opinion, subject to change with the times and to 
glaring misinterpretations. 

This book will be a welcome relief to both practitioners and 
parents because it is based on Dr. Chess's extensive experience 
with both pathological and normal child development and be- 
cause it addresses itself to tangible questions surrounding the 
child's life in school rather than abstract questions about per- 
sonality and mental health. Dr. Chess contributes to parent 
counseling on the basis of knowledge gained from clinical expe- 
rience rather than by application of generalizations from the 
child development literature. 

This easily read book, edited by Jane Whitbread, follows the 
child through the school years and provides a wealth of anec- 
dotes and clearly understood principles. Particular attention is 
devoted to the ways in which children learn to read, com- 
petition, diagnostic fads, language problems, and special educa- 
tion. The values and limitations of psychological testing are 
nicely described, and a special section 1s devoted to the pros and 
cons of day care. A question-and-answer section that draws out 
the usual concerns of parents supplements each chapter. 

Parents and professionals would do well to supplement Dr. 
Chess's discussion of dyslexias and aphasias with a book con- 
taining a discussion of the expanded clinical knowledge of their 
psychodynamic and interpersonal significance. I also would 
have enjoyed further treatment of the preschool years. In the 
chatty style that pervades the book, Dr. Chess points out the 
following: 


The children who have the most often play the least. 
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Maybe too many toys are a sign of too little human stimu- 
lation. No matter Low superior the educational value of 
the toys parents Duy, they can never take the place of what 
parents or other grownups contribute to play. Children 
need toys. They should have times to play alone. But, in the 
very early years, loving, interested grownups offer a kind of 
stimulation that nothing else does. Their presence auto- 
matically adds a dimension: someone to show you some- 
thing; someone to show something to; someone to react, 
watch, smile, applaud—a reason to expand, elaborate and 
experiment. 


Although some of the specific parental concerns addressed by 
Dr. Chess are related to life on the urbanized East Coast, any 
parent or teacher who seeks a seasoned view of the variety of 
ways in which children experience their school careers will find 
this book to be of value. Perhaps its greatest contribution is its 
portrayal of a child’s education as a collaborative parent-teach- 
er venture. This book should help parents gain the confidence 
they need to make an informed and rational contribution to 
their child’s education. 


Jack C. WESTMAN, M.D. 
Madison, Wis. 


The Patient and the Analyst: The Basis of the Psychoanalytic 
Process, by Joseph Sandler, M.D., D.Sc., Ph.D., Christopher 
Dare, M.B., B.Chir., D.P.M., and Alex Holder, D.Phil. New 
York, N.Y., International Universities Press, 1973, 143 pp., 
$10.00. 


Sandler, Dare, and Holder indicate in their introduction that 
their goal in writing this book is 


to facilitate communication, not only within the realm of 
clinical psychoanalysis itself, but also where situations oth- 
er than the classical psychoanalytic treatment situation 
(e.g., psychotherapy and some forms of casework) need to 
be conceptualized in appropriate psychodynamic terms. 


Because these authors have often been contributors to the 
psychoanalytic literature on topics related to the issues explored 
in this text, they are particularly well qualified to write this 
book, 

Psychotherapy is almost universally taught in psychiatric 
residencies as well as in training programs for professions re- 
lated to psychiatry. Dynamic psychiatry is often used as the 
frame of reference for teaching psychotherapy. Although the 
number of psychotherapy texts is increasing, the precise mean- 
ing of basic concepts is often not made explicit. The Patient and 
the Analyst has the advantages of being concise, well written, 
and definitive in its explanations of the basic concepts of psy- 
choanalytic psychology. 

Recognizing the fact that many fundamental concepts of psy- 
choanalysis are used in a wide variety of settings outside of psy- 
choanalytic therapy and therefore are subject to changes in 
meaning, the authors attempt to clarify the reasons for the 
changes. Of much greater importance is their recognition of the 
historical development of the different meanings attributed to 
basic psychoanalytic concepts as its theoretical constructs were 
in the process of development. This is a problem in any new and 
developing science; it has been a critical issue in psychoanalysis. 
A further problem, the authors note, is that as the various 
schools of dynamic psychotherapy have evolved they have often 
taken over specific analytic terminology but adapted it accord- 


Am J Psychiatry 132:10, October 1975 1095 


BOOK REVIEWS 


ing to their particular viewpoint. This has created further con- 
fusion. 

The authors trace the historical roots of the meanings of the 
major theoretical and technical concepts used in psychoanaly- 
sis. Each concept is defined in terms of its original meaning and 
the setting in which it was introduced, its subsequent modifi- 
cations are given, and a definition of its current meaning and us- 
age in psychoanalytic therapy is provided. 

One of the great values of this very succinct volume is an ex- 
cellent bibliography that permits the interested student to re- 
view the pertinent literature for an in-depth study of the devel- 
opment of theoretical and technical ideas in psychoanalysis. 
The clinical illustrations are brief and consequently may be less 
than optimal for the beginning student. This possible limitation 
is more than compensated for by the clarity of the authors’ style 
and the economical way they cover a large body of literature in 
such a concise volume. This book will be a valuable resource for 
instructors and students who are involved in the teaching and 
learning of dynamic psychotherapy. 


HERBERT S. GASKILL, M.D. 
Denver, Colo. 


Early Child Care in Sweden. International Monograph Series on 
Early Child Care 2, by Ragnar Berfenstam and Inger William- 
Olsson. New York, N.Y., Gordon and Breach, 1973, 155 pp., 
$9.50. 


This volume concisely describes social policies and realities 
concerning early child care in Sweden. The traditional Swedish 
ethos is in many ways similar to the melting pot ideal widely 
professed in middle-class suburban North America, and Swe- 
den’s system of universal social welfare has been highly effec- 
tive. It is therefore instructive to explore their professed goals in 
raising young children; it is especially instructive to formulate 
positive aspects and limitations of their system as it could apply 
to psychiatry in the United States. 

The book describes the successes of the Swedish welfare sys- 
tem in great statistical detail. Life expectancy there is 75 years. 
Virtually all mothers and infants receive pre- and postnatal 
medical supervision. Infant mortality is minimal. Preventive 
evaluation at age 4 is universally available. The reported inci- 
dence of physical and emotional problems among young chil- 
dren is significantly lower than in the United States. Legisla- 
tion for subsidized day care for preschool children was in proc- 
ess when this book was written. Child welfare guardians, 
under the aegis of child welfare committees, monitor the wel- 
fare of the 8 percent of the child population considered to be at 
risk. Extreme interventions are used in only 2 percent of the 
child population. Fathers are held responsible for children born 
out of wedlock. The retarded and handicapped are especially 
well taken care of. There is a system of maternity benefits 
and “social wages," a cabinet post for family affairs on the 
national level, and a council for safe and proper toys. 

The ideals professed for young children by national leaders 
in Sweden are typically Northern European. These include in- 
dividuality, self-discipline, equality of opportunity, creativity, 
cooperation, and tolerance. Ultimate responsibility for children 
is considered to rest with the family in the home. Early child- 
hood is widely considered to be a period for untrammeled per- 
sonality development, a time devoted to play. Society is viewed 
as aiding families in the tasks of child rearing, interfering only 
in cases of failure. Most social policy decisions are formulated 
on a local level and then facilitated nationally. 

Sweden shares with the United States not only an individ- 
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ualistic ethos but also some of our current problems concerning 
young children. Since World War I] Sweden has experienced a 
migration from rural areas to urban areas. Families have be- 
come small, nuclear, and “low functional." Sixteen percent of 
the children are now born out of wedlock. There is one divorce 
for every three weddings, and there has been an eight-fold in- 
crease in the number of abortions during the past decade. A 
group of “new poor" has arisen among the highly taxed popu- 
lation: essentially, these are people with relatively adequate in- 
comes who, because of high personal expectations, are living 
above their means. The problem is psychological. Over 15 per- 
cent of the children under school age are now in day care, most 
with private families and in settings described as "not up to 
ideal standards." Parents rarely become involved in the day- 
care settings. The Swedish seem to be coping with these changes 
through their traditional modes of organization and social pres- 
sure. 

One is tempted to hope that the solutions found in Sweden 
have direct applicability to similar populations in our own huge 
and heterogeneous country. However, throughout this mono- 
graph it is apparent that the Swedish system has limited appli- 
cability to the United States. Sweden is an affluent, relatively 
homogeneous country of only 8 million. Most of the people live 
in uncrowded small cities and suburbs and tend to take their 
ethos for child development for granted. According to the au- 
thors of this book, gaps in service indicate a need for more cen- 
tralized planning based on objective research. There is, how- 
ever, no university chair for child psychology in the entire 
country. In 1973, when this book was published, there were only 
three Ph.D. theses on the subject of child development. Pre- 
school care is not considered a high-status profession. Social 
welfare programs are not well integrated with medical pro- 
grams. 

Many professionals in the United States tend to idealize the 
Swedish system. However, there are indications that it would 
not function well for a heterogeneous population. The tasks of 
humane child care in the United States seem infinitely more 
complicated in the face of a large variety of cherished, deeply 
ingrained, and apparently unassimilable cultural heritages. 
Only 6 percent of the population of Sweden are designated “‘im- 
migrants." This population is considered to have problems with 
the acceptance of social welfare and medical care, despite the 
fact that they are poorer than the remainder of the population. 

Other volumes in this series of monographs will consider 
early child care in Hungary, Cuba, France, Great Britain, India, 
Israel, Poland, Switzerland, the USSR, Yugosiavia, and the 
United States. These reports should benefit us all. This particu- 
lar monograph on Sweden does not seem directly relevant to 
most practicing psychiatrists, but the series should be an essen- 
tial addition to medical and other university departmental li- 
braries and of great interest to all who work directly with pre- 
school children. 


> PAUL M. FINE, M.D. 
Omaha, Neb. 


A Practical Guide to the MMPI: An Introduction for Psycholo- 
gists, Physicians, Social Workers, and Other Professionals, by 
Patricia King-Ellison Good and John P. Brantner. Minneapo- 
lis, Minn., University of Minnesota Press, 1974, 99 pp., $6.00. 


This volume represents an expansion of an earlier publication 
by the same authors, The Physician’s Guide to the MMPI, 
which was published in 1961 by the University of Minnesota 
Press and was quite popular among mental health professionals 


other than physicians. The present volume provides a very con- 
cise and informative discussion of the MMPI. 

In the first two chapters the test is described; the authors give 
enough detail on its administration and scoring to provide the 
clinician who uses the instrument with adequate knowledge 
about its proper application. The next three chapters describe 
the validity scales, the clinical scales, and the 12 research scales 
that are most often used. A major portion of the volume is then 
taken up with a description and interpretation of the types of 
profiles that are found under the heading of “two-digit codes." 
This terminology identifies the two scales with the highest ele- 
vation on the MMPI profile and is perhaps the most commonly 
used method for roughly grouping and categorizing profile 
types. 

The brief clinical profiles are useful to the clinician who uses 
the MMPI in the absence of a trained clinical psychologist to 


interpret results. However, the utility of this type of profile iden- . 


tification in providing a clinical interpretation has diminished 
with the development of computerized scoring and inter- 
pretation programs that provide a great deal more clinical de- 
tail than the brief descriptions in this volume. 

As a basic introduction to the use of the MMPI and as a use- 
ful reference volume, I believe that this book fills a real need. 


BERNARD C. GLUECK, M.D. 
Hartford, Conn. 


Aggression. Research Publication, Association for Research in 
Nervous and Mental Disease, Vol. 52, edited by Shervert Fra- 
zier, M.D. Baltimore, Md., Williams & Wilkins Co., 1974, 347 
pp., $28.00. 


This volume is a collection of papers presented at the 52nd 
annual meeting of the Association for Research in Nervous and 
Mental Disease, December 1 and 2, 1972. There are 18 chapters 
covering a broad spectrum of behavior that might be construed 
as aggressive. Lack of agreement as to how the words "'vio- 
lence” and "aggression" are used results in different authors’ 
writing about different phenomena. There is also an inter- 
mingling of the concepts of affective and predatory aggressive 
behavior in man with very little distinguishing information. The 
obvious usefulness of the discussion presented in this book on 
the differences between these two types of aggression should 
quickly infiltrate clinical practice. 
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This collection of approaches to aggressive behavior includes 
a chapter by an ethologist as well as chapters by neurophysiolo- 
gists. There is an attempt to place a greater emphasis on vio- 
lence and man. The variety of issues covered in this book pro- 
vides a generally well-balanced volume. 

The initial chapter is the only one that deals with aggression 
from the ethologist's point of view. Six chapters have a physi- 
ological orientation, 5 deal with violent or aggressive behavior 
in man, and 6 provide general social or cultural analyses or 
commentaries. The chapters on brain physiology, central neu- 
rotransmitters, steroid hormones, and the limbic system pro- 
vide very good reviews that are useful for the clinician unpre- 
pared to deal with the issues of basic science. 

Geoffrey Raisman's chapter on sexual dimorphism in the 
preoptic area of the rat is an exceptionally fine chapter that re- 
quires a fairly sophisticated understanding of the implications 
of plasticity of the nervous system in order to associate it with 
aggressive behavior. 

This book highlights a major deficiency in the study of ag- 
gressive behavior. Onlv 2 chapters deal with studies using large 
numbers of aggressive patients. One chapter reports on drugs 
and youthful offenders; the authors found that users of secobar- 
bital were overrepresented in violent crime—a piece of informa- 
tion useful to those of us who deal with aggressive patients. The 
study on alcohol and aggressive behavior is also clinically useful 
and conducted with a large number of aggressive patients; the 
results support the impression that there is no compelling rela- 
tionship between plasma testosterone levels and observed or re- 
ported violent behavior in male alcohol addicts. They do show, 
however, that chronic alcohol intake is associated with de- 
creased plasma testosterone levels in male alcohol addicts. The 
results of this study also indicate that there is no invariant rela- 
tionship between aggressive behavior and plasma testosterone 
levels in alcohol addicts. 

The articles on such issues as social control of violence and 
television violence are much more speculative and general. 
These chapters are more interesting for the questions they raise 
than for the data they provide. 

This volume makes available a good general overview of 
many basic concepts to those interested in the field of aggressive 
behavior. However, it is not useful for the clinician who wishes 
to find solutions or help in dealing with aggressive patients. 


GEORGE BACH-Y-RITA, M.D. 
San Francisco, Calif. 
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This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be sent to the 
publishers. Books cannot be returned to the publishers. 


Learning Psychotherapy: Rationale and Ground Rules, by Hilde 
Bruch, M.D. Cambridge, Mass., Harvard University Press, 
1975, 150 pp., $8.95. 


Therapeutics in Neurology, by Donald B. Calne, D.M. Oxford, 
England, Blackwell Scientific Publications (Philadelphia, Pa., 
J.B. Lippincott Co., distributor), 1975, 317 pp., $32.00. 


William Carlos Williams: The Knack of Survival in America, by 
Robert Coles. New Brunswick, N.J., Rutgers University Press, 
1975, 185 pp., $8.50. 


The Inner Voices of Children, by J. Louise Despert, M.D. New 
York, N.Y., Brunner/ Mazel, 1975, 162 pp., $4.95 (paper). 


Children's Spatial Development, edited and compiled by John 
Eliot and Neil J. Salkind. Springfield, Ill., Charles C Thomas, 
1975, 294 pp., $23.50. 
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A New Guide to Rational Living, by Albert Ellis, Ph.D., and 
Robert A. Harper, Ph.D. Englewood Cliffs, N.J., Prentice-Hall, 
1975, 228 pp., $7.95. 


Nursing Digest 1975 Review of Medicine & Surgery, edited by 
Eileen Callahan Hodgman, R.N., M.S.N. Wakefield, Mass., 
Contemporary Publishing, 1975, 181 pp., no price listed (pa- 
per). 


Textbook of Psychiatry for Medical Practice, 3rd ed., by 
Charles K. Hofling, M.D. Philadelphia, Pa., J.B. Lippincott 
Co., 1975,625 pp., $15.50. 


The Psychology of Strength, by Jon Alan Kangas and George 
Freeman Solomon. Englewood Cliffs, NJ., Prentice-Hall, 
1975, 178 pp., $7.95. n 
Down's Syndrome (Mongolism): Research, Prevention and 
Management, edited by Richard Koch, M.D., and Felix F. de la 
Cruz, M.D. New York, N.Y., Brunner/ Mazel, 1975, 235 pp., 
$10.00. 


The Psychophysiology of Mental Illness, by Malcolm Lader, 
Ph.D., M.D., D.P.M. Boston, Mass., Routledge & Kegan Paul, 
1975, 261 pp., $22.50. 


Writer's Guide to Medical Journals, by Nancy D. Lane and 
Kathryn L. Kammerer. Cambridge, Mass., Ballinger Publish- 
ing Co. (J.B. Lippincott Co.), 1975, 327 pp., no price listed. 


UNSDRI Publications and Staff Papers: 1968-1974, by Ugo 
Leone, Rome, Italy, United Nations Social Defence Research 
Institute, 1974, 25 pp., no price listed (paper). 


The Persistent Poppy: A Computer-Aided Search for Heroin 
Policy, by Gilbert Levin, Edward B. Roberts, and Gary B. 
Hirsch. Cambridge, Mass., Ballinger Publishing Co. (J. B. Lip- 
pincott Co.), 1975, 225 pp., no price listed. 


Depression: Concepts, Controversies, and Some New Facts, by 
Eugene E. Levitt and Bernard Lubin. New York, N.Y., Spring- 
er Publishing Co., 1975, 163 pp., $8.50. 


Tahitians: Mind and Experience in the Society Islands, by Rob- 
ert I. Levy. Chicago, Ill., University of Chicago Press, 1975, 529 


pp., $5.95 (paper). 


The Psychological Birth of the Human Infant, by Margaret S. 
Mahler, Fred Pine, and Anni Bergman. New York, N.Y., Basic 
Books, 1975, 293 pp., $15.00. 


Internment in Concentration Camps and Its Consequences, by 
Paul Matussek, with Rolf Grigat, Hannelore Haibóck, Gert 
Halbach, and others; translated by Derek and Inge Jordan. 
New York, N.Y., Springer-Verlag New York, 1975, 264 pp., 
$12.60. 


The Inability To Mourn: Principles of Collective Behavior, by 
Alexander and Margarete Mitscherlich; translated by Beverley 
R. Placzek. New York, N.Y., Grove Press (Random House. 
distributor), 1975, 308 pp., $12.50. 


Involuntary Treatment of the Mentally Ill: The Problem of Au- 
tonomy, by Michael Alfred Peszke, M.D. Springfield, Ill., 
Charles C Thomas, 1975, 146 pp., $10.75. 


Frames and Cages: The Repertory Grid Approach to Human 
Understanding, by Anthony Ryle. New York, N.Y., Inter- 
national Universities Press, 1975, 146 pp., $11.50. 


Dynamic Personal Adjustment: An Introduction, by Herbert J. 
Sachs. New York, N.Y., Behavioral Publications, 1975, 355 
pp., $9.95. 


Labeling Madness, edited by Thomas J. Scheff. Englewood 
Cliffs, N.J., Prentice-Hall, 1975, 151 pp., $8.95. 


Madness and Morals: Ideas on Insanity in the Nineteenth Cen- 
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tury, by Vieda Skultans. Boston, Mass., Routledge & Kegan 
Paul, 1975, 258 pp., $17.25. 


Psychotherapy Versus Behavior Therapy, by R. Bruce Sloane, 
Fred R. Staples, Allan H. Cristol, Neil J. Yorkston, and Kath- 
erine Whipple. Cambridge, Mass., Commonwealth Fund, in co- 
operation with Harvard University Press, 1975, 259 pp., $10.50. 


Manual for the Physiognomic Cue Test, by Morris I. Stein, 
Ph.D. New York, N.Y., Behavioral Publications, 1975, 30 pp., 
$1.95 (paper). 


A Psychiatric Glossary: The Meaning of Terms Frequently Used 
in Psychiatry, 4th ed., edited by the Subcommittee of the Com- 
mittee on Public Information, American Psychiatric Associa- 
tion. Washington, D.C.. APA, 1975, 153 pp., 83.00 (paper). 


Transpersonal Psychologies, edited by Charles T. Tart. New 
York, N.Y., Harper & Row, 1975, 485 pp., $16.50. 


Ravensbrück, by Germaine Tillion; translated by Gerald Sat- 
terwhite. Garden City. N.Y., Anchor Books (Anchor Press/ 
Doubleday), 1975, 245 pp., $2.95 (paper). 


Criminological Research and Decision Making: Studies on the 
Influence of Criminological Research on Criminal Policy in The 
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Netherlands and Finland, by the United Nations Social Defence 
Research Institute. Rome, Italy, UNSDRI, 1974, 220 pp., no 
price listed (paper). 


Economic Crisis and Crime: Interim Report and Materials, by 
the United Nations Social Defence Research Institute. Rome, 


Italy, UNSDRI, 1974, 115 pp., no price listed (paper). 


Una Strategia Differenziata per la Difesa Sociale dal Delitto, by 
the United Nations Social Defence Research Institute. Rome, 
Italy, UNSDRI, 1974, 152 pp., no price listed (paper). 


Learn To Relax: 13 Ways To Reduce Tension, by C. Eugene 
Walker. Englewood Cliffs, N.J., Prentice-Hall, 1975, 108 pp., 
$8.95. 


On Not Knowing How To Live, by Allen Wheelis. New York, 
N.Y., Harper & Row, 1975, 114 pp., $5.95. 


The Matthew Tree, by H.T. Wright. New York, N.Y., Pan- 
theon Books ( Random House), 1975, 115 pp., $5.95. 


Mental Health: New York Law and Practice, Vols. 1 and 2, by 
Jack Zusman, M.D., and William A. Carnahan. New York, 
N.Y., Matthew Bender, 1975, unnumbered pages, no price list- 
ed. 


OFFICIAL ACTIONS 


Report of the Secretary: 


Summary of Meetings of Board of Trustees and Executive Committee 


May 1974—May 1975 


IN THIS, my third and final report as Secretary, it is my privi- 
lege to report the actions of the Board of Trustees and the Exec- 
utive Committee since the last annual meeting. The Board of 
Trustees has approved these actions now presented to the As- 
sembly acting for the membership. 

Most Board actions result from specific recommendations 
from the committees—recommendations that may originate in 
a specific committee or as a result of study and investigation of 
a problem referred to a particular committee. Recommenda- 
tions for action also come to the Board from the Assembly of 
District Branches. 

Referrals to committees or individuals are not included in 


“nnwidgiS report since they are being investigated or studied for rec- 


ommendation to the Board at a later date. Also omitted are the 
various presidential appointments reported to the Executive 
Committee and to the Board throughout the year. 

I would like to call to your attention the fact that in order to 
keep the membership informed of developments and new poli- 
cies, it has for several years been the custom to circulate the 
minutes of each meeting of the Board of Trustees and Executive 
Committee to the president, executive secretary, and delegate of 
each district branch. In addition, the branches are invited to 
send representatives to each meeting of the Board; these repre- 
sentatives are always welcome. 

For my report I have divided the actions into several cate- 
gories. The Board (or Executive Committee acting as its agent) 
took the following actions: 


FISCAL MATTERS J 


1. Authorized the carry-over of the unexpended balance in 
the Physician Education Project’s Evaluation Project to fiscal 
year 1974-1975” the carry-over of funds through June 30, 1974, 
from unexpended funds appropriated in the three Continuing 
Education Project accounts— salaries, research analysis of the 
earlier self-assessment examination, and development of a 1975 
Psychiatric Knowledge Self-Assessment Program; and carry- 


This is an edited version of the report presented by the Secretary at the 
annual business meeting in Anaheim, Calif., May 6, 1975. 


over of the unexper.ded funds in the research analysis and devel- 
opment program for the self-assessment program throughout 
the entire fiscal year 1974-1975 (Ex.C., Apr. '74). 

2. Authorized carry-over of the balance in the national health 
insurance appropriation into the next fiscal year (Ex.C., Apr. 
"]4). 

3. Authorized cazry-over of the special Presidential Fund ap- 
propriation into fiscal year 1974-1975 (Ex.C., Apr. 74). 

4. Authorized carry-over of $2,000 to be added to the budget 
of the Accounting and Fiscal Department for 1974-1975 data 
processing (Ex.C., Apr. ’74). 

5. Authorized the Medical Director to procure an engraved 
plate for the replacement clock commemorating the 1965 joint 
meeting of the APA and the Royal Medico-Psychological As- 
sociation, at a cost of approximately $30 (Ex.C., Apr. '74). 

6. Authorized the Treasurer to transfer an additional 
$200,000 to the reserve account for future expansion and devel- 
opment (Bd., May ’74). 

7. Authorized expenditure of a sum up to but not exceeding 
$4,850, if the expenditure is required for legal expenses in the 
impoundment litigation (Bd., May '74). 

8. Authorized an increase in the secretarial services for offi- 
cers account, from the present $3,000 up to $10,000 for fiscal 
year 1974-1975, with the money to be drawn from the reserve 
fund (Bd., May '74). 

9. Approved an additional appropriation up to $9,729 for the 
period April -June 30, 1974, from the depreciation and valu- 
ation reserve account, to fund a deficit in the Physician Educa- 
tion Project (Bd., May '74). 

10. Authorized funds to permit the Council on Emerging Is- 
sues to meet four times a year instead of two, to give it more op- 
portunity to identify and 1solate emerging issues (Bd., May '74). 

11. Changed the schedule—for dues billing alone— from the 
fiscal year to the calendar year, beginning Jan. 1, 1975 (Bd., 
May 74). 

12. Approved the Assembly's recommendation that at the 
time of the 1975 dues billing, staff be empowered to enclose an 
invitation to the AFA membership to make voluntary tax-de- 
ductible contributions of $10 each toward the restoration of the 
birthplace of Benjamin Rush in Philadelphia, as an official 
project of the Association in celebration of the bicentennial of 
American independence in 1976 (Bd., May '74). 
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13. Approved the Medical Director’s recommendation that 
APA negotiate a settlement with DHEW in the amount re- 
quested by the government—$122,000 minus $6,000-—in the 
disputed use of DHEW manpower contract funds (Bd., May 
"74). 

14. Authorized a payment of $1,000 deposit to Disneyland 
and authorized the Task Force on Arrangements to sign a con- 
tract for up to $31,500 to rent the entire Disneyland Park for 
Tuesday evening during the 1975 annual meeting (Ex.C., June 
74). 

15. Authorized payment of $1,000 as APA’s contribution to 
the National Coalition for Health Funding, as requested 
(Ex.C., June '74). 

16. Approved the request for funding, in the amount of 
$3,000, for the Task Force on Mental Health Administration 
Education and noted that this was one-time funding not be be 
budgeted next year (Ex.C., Sept. '74). 

17. Approved in principle the current budget requested for 
the combined offices cf Physician Education and Continuing 
Education for Psychiatrists and the self-assessment program— 
subject to review and approval of position classifications by the 
Budget Committee in November; and authorized the Council 
on Medical Education and Career Development and the Medi- 
cal Director to develop a budget for its operation, for consid- 
eration by the Budget Committee in November (Ex.C., June 
'74). 

18. Voted out of executive session and into the permanent 
record of the Association the action taken by the Board of 
Trustees on Sept. 10, 1973, in which the salary was established 
for the new Medical Director of APA, Dr. Melvin Sabshin; 
agreed to reimburse him for moving expenses up to a cost of 
$2,000; and agreed to a five-year term, mutually agreeable to 
both parties, with an ''escape clause" for both parties to the 
agreement (Ex.C., Sept. '74). 


19. Ratified the mail vote of July 1, 1974, in which the Execu- ` 


tive Committee authorized payment of salary to both Dr. Bar- 
ton and Dr. Sabshin for one week through the meeting of the 
Executive Committee on September 8, 1974 (Ex.C., Sept. '74). 

20. Directed that all signature cards in the hands of all banks 
and savings and loan associations be withdrawn and new signa- 
ture cards be issued with the following names: Jack Weinberg, 
M.D., Treasurer; Me.vin Sabshin, M.D., Medical Director; 
Donald W. Hammerslzy, M.D., Deputy Medical Director; and 
George W. McBride, Comptroller, to be presented to financial 
institutions holding deposits, funds, etc., of the Association 
(Ex.C., Sept. 74). 

21. Passed in advance an authorization by role for the soon- 
to-be employed Deputy Director for Business Administration 
and directed that signature cards be prepared as necessary when 
the time comes (Ex.C., Sept. '74). 

22. Approved the Medical Director's action to rent office 
space at 1701 18th St., N.W., directly across the street from the 
Central Office, at $5 per square foot, or approximately $11,400 
per year, to accommodate expanding staff (Ex.C., Sept. 
74). 

23. Authorized an expenditure of up to $40,000 as a loan to 
fund planning of the Sixth World Congress of Psychiatry, 
through meetings of an organizing committee and program 
committee, with support staff and some expense funds (Ex.C., 
Sept. 74). 

24. Endorsed in principle the idea of a National Commission 
on Confidentiality of and Access to Health Records, and ap- 
proved the potential cost of $2,500 for the first year— $1,000 
plus $1,500 for incidentals and travel of one or more APA rep- 
resentatives (Bd., Dec. '74). 

25. Rejected a Budget Committee proposal that travel ex- 
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penses of past presidents to Board meetings be cut off after 
three years and reaffirmed authorization for their continued 
reimbursement under the present policy (Bd., Dec. ’74). 

26. Authorized payment of $8,500 to Thomas C. Burke & 
Company for professional services rendered in completion of 
Internal Revenue Service examination of Return of Organiza- 
tion Exempt from Tax for the fiscal years March 31, 1969- 
1970, 1970-1971, and 1971-1972 (Bd., Dec. '74). 

27. Approved the Budget Committee's recommendation to 
grant a 5.5 percent cost-of-living increase to APA employees, 
retroactive to October |, 1974 (Bd., Dec. '74). 

28. Accepted the Budget Committee's recommendation that 
the travel regulation permitting a member traveling on APA 
business to claim first-class air fare reimbursement if accom- 
panied by one's spouse be revised on the grounds that there is 
no cost benefit to APA from this practice and it is inconsistent 
with the no-first-class policy (Bd., Dec. '74). 

29. Accepted the other miscellaneous recommendations of 
the Budget Committee with regard to eliminating the unfilled 
position of Assistant Director of Public Affairs, increases in 
connection with promotion from one grade to another, and in- 
crease in subscription rates for the American Journal of Psychi- 
atry (Bd., Dec. '74). 

30. Authorized a similar or comparable purchase to that giv- 
en on the occasion of the Joint Meeting with the Royal Medico- 
Psychological Association in Scotland in 1965, to present to the 
Australian and New Zealand College of Psychiatrists at the 
meeting in Melbourne in 1975 (approximate cost, $200 to $250) 
(Bd., Dec. '74). 

3]. Rejected with regret a request for $3,000 seed money for a 
government affairs workshop in California (Ex.C., Feb. '75). 

32. Asked the Budget Committee to work out an equitable fi- 
nancing plan for travel expenses for representatives to future 
Institutes on Government Operations and made a one-time 
only allocation of $5,000 for 1975 from which fund the Medical 
Director may partially subsidize representatives' travel to this 
year's institute, on a hardship rather than an area basis. It vts 
noted that this would take in not only Area VI and Area VII 
but some small district branches that may have trouble financ- 
ing their members’ attendance at this meeting (Ex.C., Feb. 75). 


MEMBERSHIP MATTERS 


I. Approved recommendations of the Membership Com- 
mittee for the enroliment of 1,066 new members, 68 transfers to 
inactive membership status, and 31 special waivers of dues; 141 
Life Fellows, 36 Life Members, and 13 Life Fellows and Life 
Members in the 50-year category and elevation of 279 members 
to Fellowship status; and 28 actions regarding Corresponding 
Members and Corresponding Fellows (Bd., May '74). 

2. Dropped 97 APA members whose dues were in arrears two 
or more years, and accepted the Membership Committee's rec- 
ommendation to withhold dropping action until December on 
192 members whose 1973 and 1974 dues were unpaid (Ex.C., 
Sept. '74). e 

3. Considered three requests for dues waivers: granted one, 
referred one to the district branch, and gave the third a tem- 
porary waiver for one year (Ex.C., Sept. '74). 

4. Rescinded dropping actions taken in September 1974 
against five members who have since paid their dues in full and 
have been reinstated by their district branches, and reinstated 
them as APA members, also rescinded dropping actions 
(September 1974) on six members who have paid their APA 
dues, contingent on clearance from their respective district 
branches (Bd., Dec. '74). 


5. Approved in principle five cases of members pleading hard- 
ship and requesting time extensions on payments of dues in ar- 
rears for more than two years, remanding to the Medical Direc- 
tor the ultimate decision as to whether the conditions are met 
(Bd., Dec. 74). 

6. Dropped 11 members who had been dropped by their dis- 
trict branches in accordance with provisions of the APA Con- 
stitution and By-Laws, Chapter Eight, Sections 7 and 8, even 
though some of them had paid their current APA dues (Bd., 
Dec. '74). 

7. Dropped 109 members with dues outstanding for one or 
more years, as recommended by the Membership Committee, 
and postponed action on 10 others for whom special circum- 
stances had been reported (Bd., Dec. '74). 

8. Approved the recommendation that after having been 
dropped for nonpayment of dues, members will first have to be 
reinstated by the district branch in which they were last enrolled 
as members before being reinstated by APA (Bd., May 74). 

9. Endorsed the resolution of the Assembly (Nov. 2-3, 1973) 
"that no member be dropped from his/her district branch 
membership by virtue of leaving the geographical area, until 
he/she is properly transferred to another district branch"; and 
asked that APA develop a procedure to implement this recom- 
mendation (Bd., May '74). 

10. Approved the Membership Committee's recommenda- 
tion that all Corresponding Members and Corresponding Fel- 
lows who desire the Association's periodicals and other mail- 
ings should be required to pay for the cost of this service (Bd., 
May 74). 

11. Endorsed the Membership Committee's recommendation 
that in order to be eligible for nomination and election to Hon- 
orary Fellow the person should have rendered singular service 
on a national or international level, outstanding and unique 
service, and/or contributions that were sustained; and endorsed 
the Committee's recommendation that in order to make a care- 


wu liil and thorough evaluation of every proposed nominee for this 


honor there be adequate documentation of the qualifications of 
the nominee, the names of the proposed nominees and informa- 
tion concerning them be circulated among the members of the 
Board of Trustees and others in advance of any consideration 
by the committee so that individual and confidential comments 
can be considered, and that the committee, whenever possible, 
consider all such nominations at its scheduled meetings and 
avoid a mail ballot to ensure adequate discussion (Bd., May 
"14). 

12. Approved the Membership Committee’s recommenda- 
tion that if a member elevated to Fellowship status has demon- 
strated his/her inability to attend the Convocation, the Fellow- 
ship certificate and medallion be sent to his or her district 
branch so that an appropriate presentation can be made (Bd., 
May 74). 


BALLOTING 


1. Authorized a*run-off election for Area III Trustee between 
the two candidates receiving the highest number of votes—Drs. 
E. James Lieberman and Harry H. Brunt, Jr.—and established 
a specific procedure for this run-off election (Ex.C., Apr. '74). 

2. Approved a wording change in Chapter 9, paragraph 1, of 
the By-Laws to bring internal consistency in the provisions re- 
garding voting members and Fellows or Life Fellows nomi- 
nated for office by petition (Bd., May '74). 

3. Voted that at the next APA election the vice-presidential 
candidate receiving the most votes will serve a two-year term, 
the one who is runner-up will serve for one year, and thereafter 
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the vice-presidents wil. be elected in alternate years and serve a 
two-year term (Bd., May '74). 
4. Asked that an Ad Hoc Committee on Election Procedures 


.be appointed to study member participation, using Dr. Lee Gu- 


rel's paper identifying the issues, and requested the committee 
to report back to the September meeting of the Executive Com- 
mittee for their reconsideration of the value of such an analysis 
(Ex.C., June '74). 

5. Approved the suggestions of the Ad Hoc Committee on 
Election Procedures for ballot design for the 1975 election: half 
vertical and half horizontal placement of names, full systematic 
rotation of all names through all positions, universal ballot to 
all areas, with those areas voting for Area Trustee receiving an 
additional ballot for that office, limited use of color coding, and 
plans for analysis and investigation of optical scan and of ab- 
stention on amendments and referenda (Ex.C., Sept. '74). 

6. Approved the one-year-only measure of having the 1975 
ballot completely secret and unidentifiable, with no provision 
for remailing of ballots to members who do not receive one, 
since any provision for remailing would compromise absolute 
Secrecy. 

7. Approved calling on the Committee of Tellers, the Com- 
mittee on Constitution and By-Laws, and legal counsel for clar- 
ifying issues pertaining to the counting of votes and the method 
of interpreting the count in order to determine the results of the 
vote and stressed that clearly defined, unambiguous, and work- 
able interpretations should be in the Operations Manual before 
the count occurs (Ex.C., Sept. ’74). 

8. Approved the recommendation of the Ad Hoc Committee 
on Election Procedures that the provisions for majority and 
plurality decisions be continued, as stated in the minutes of the 
Board of Trustees, Sept. 10, 1974: “When only two candidates 
are in contention, when there are more than two candidates, the 
plurality of 40% of the votes cast be sufficient for election; and if 
40% is not reached, a run-off election between the two top can- 
didates be held...” (Ex.C., Sept. 74). 

9. Approved the recommendations of the Committee of Tell- 
ers with regard to the schedule, coordinating the mailing of bal- 
lots with mailing of the election issue of Psychiatric News, pro- 
cedural issues relevant to counting of ballots and interpretation 
of results, and noting particularly that in the 1975 election the 
vice-presidential candidate receiving the most votes will 
serve a two-year term: and the runner-up will serve for 
one year. However, the Board did not affirm the policy of the 
1974 election that a 30 percent plurality be required for elec- 
tion as one of the vice-presidents (Bd., Dec. '74). 

10. Endorsed and reaffirmed the policy that label sales for 
electioneering purposes consistently be subject to stringent 
screening by the Medical Director of APA, even at the risk of 
being less accommodating to the purchaser, and emphasized 
again that labels cannot be resold by the purchaser (Ex.C., Sept. 
74). 

11. In a two-part motion to take care of interim as well as 
long-range procedures, the Trustees for the time being autho- 
rized the Medical Director to supply a list of names and ad- 
dresses of APA members for the mailing of political litera- 
ture—either regarding candidates for office or issues that are 
being voted on—only if that literature contains disclosure of the 


. source of funding for the mailing in question, and referred to 


the Council on Internal Organization a request that the general 
policy questions be considered in detail, with special regard to 
controls for extra-member sources of mailing funds, for poli- 
cing and implementation of the policy (Bd., Dec. '74). 

12. Approved the slate of candidates presented by the Nomi- 
nating Committee for the 1975 APA elections. 
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CONSTITUTIONAL MATTERS AND ETHICAL GUIDELINES 


l. Declared a pause in submission and consideration of 
amendments to the Constitution and By-Laws—except for 
those proposed simply for clarification and interna! con- 
sistency—until the document could be studied as a whole for 
ambiguities and discrepancies at the policy meeting in the 
spring of 1975 (the Key Conference) (Bd., May '74). 

2. Approved the recommendation of the Committee on Con- 
stitution and By-Laws that the Reference Committee be includ- 
ed in the list of Constitutional Committees in Article VII, Sec- 
tion 1 of the Constitution for internal consistency (Bd., May 
*74). 

3. Authorized the Medical Director to set a deadline for 
receipt of petitions, in order sequentially to provide the time 
span necessary for all the procedures that have to take place in 
the nominating and election process (affects Chapter 8, Section 
| and Chapter 9, Section 1 (Bd., May '74). 

4. Approved the statement on ethical advertising as presented 
by the Ethics Committze, as being more general and not so de- 
tailed as the previously submitted statement, and therefore 
more appropriate (Bd., Dec. '74). 

5. Approved the Ethics Committee's position on psychia- 
trists’ employing other mental health professionals (Bd., Dec. 
"74). 

6. Asked for modification of position statement on publica- 
tion of investigations by a district branch ethics committee or 
the APA committee, with the recommendation that insofar as 
possibie such published items should represent a group of com- 
plaints, rather than any one, and should give careful consid- 
eration to privacy; and cautioned newsletter editors that this 
was a potentially hazardous practice (Bd., Dec. '74). 

7. Approved the Ethics Committee's statement that inactive 
status in no way removes a physician member from responsi- 
bility (Bd., Dec. '74). 

8. Altered the paragraph on acupuncture to read “Where not 
specifically prohibited by local laws governing medical practice, 
the practice of acupuncture by a psychiatrist it not per se uneth- 
ical," and approved the paragraph as corrected (Bd., Dec. '74). 

9. Authorized formation of a Task Force on Ethics of Behav- 
ior Therapy, under the Council on Research and Development, 
composed of persons "familiar with behavior therapy as well as 
some who are not, perhaps including legal and ethics consul- 
tants, to study the specific issues whether ethical problems may 
arise," as recommended by the Committee on Ethics (Bd., Dec. 
74). 

10. Approved the recommendation of the chairperson that all 
ethical case data be sent by registered mail to all members of 
the Ethics Committee and the two consultants, in advance of 
the meeting, clearly labeled “to be opened by addressee only" 
(Bd., Dec. '74). 


POSITION STATEMENTS AND RESOLUTIONS 


1. Approved a Statement on Equal Opportunity in the Sci- 
ences and Engineering, as adopted by the Board of Directors of 
the American Association for the Advancement of Science, 
January 1974 (Ex.C., Apr. *74). 

2. Endorsed the January 1974 “Position Statement on Public 
Law 92-603 (Peer Review)" prepared by the Ad Hoc Com- 
mittee on PSROS, as an interim position for APA in the ab- 
sence of further input from detailed study. Then instructed the 
Ad Hoc Committee on PSROS to work closely with the AMA 
on the development of the position; asked the committee also tó 
bring the APA position into consonance with that of the Coun- 
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cil of Medical Specialty Societies; and, finally, took the position 
that this is one of the most pressing issues affecting the psychi- 
atric profession and its ability to treat people, deeming it essen- 
tial to participate on local, state, and federal levels to involve 
the membership as much as possible (Bd., May '74). 

3. Accepted the submitted resolution on equal rights: 
"Whereas unsubstantiated psychiatric and behavioral science 
arguments have been often used to oppose the Equal Rights 
Amendment of the Constitution of the United States, the 
American Psychiatric Association hereby asserts that such ar- 
guments are without foundation, and expresses its support of 
the amendment, and is hereby informing all state legislatures, 
district branches, and the public at large of this decision” (Bd., 
May 74). 

4. Approved the “Position Statement on the Role of Con- 
fidentiality in Volunteer Military Drug Abuse Treatment Pro- 
grams," and publication of the Summary Report of the Task 
Force on Confidentiality as It Relates to Third Parties (Bd., 
Dec. '74). 

5. Approved APA's position that wherever feasible the 
amount of staff time each community mental health center allo- 
cates to services for children and youth be proportional to their 
numbers in the catchment areas served by the center, and that 
APA communicate this position to the National Institute of 
Mental Health as the body establishing regulations for commu- 
nity mental health centers (Ex.C., Feb. '75). 


PUBLICATIONS 


1. Approved the revised Report of the Task Force on Stan- 
dards, as circulated, and directed that the revisions be incorpo- 
rated in the next printing of Standards for Psychiatric Facilities 
(Ex.C., June '74). 

2. Approved the content of “Procedural Terminology for 
Psychiatrists” and avthorized funds to publish and distrib yhise 
25,000 copies of the booklet to APA members (Bd., Dec. '74). 

3. Approved the American Journal of Psychiatry Editorial 
Board's nominees to replace Drs. Zigmond Lebensohn and 
George Tarjan— Dr. Ransom Arthur, a general psychiatrist, 
and Dr. Albert J. Solnit, a child psychiatrist (Bd., Dec. '74). 

4. Approved a request that the Inter-American Council of 
Psychiatric Associations (IACPA) be given permission to ar- 
range for the translation and the publication of the fourth APA 
Psychiatric Glossary in the Spanish language, with the under- 
standing that any royalties that might result from the sale of a 
Spanish edition by a publishing house in Latin America or 
Spain would accrue to the IACPA. (Ex.C., Feb. '75). 


CONFERENCES 


1. Approved the recommendatiosg of the Council on Emerg- 
ing Issues that APA cosponsor the International Convocation 
on the World Popu:ation Crisis in New York in June 1974 
(Ex.C., Apr. '74). y 

2. Endorsed Dr. Eugene Brody as APA representative to the 
World Population Conference in Bucharest, Romania, in Au- 
gust 1974; however, no funds were authorized for his travel 
(Ex.C., Apr. '74). 

3. Approved inviting the World Psychiatric Association to 
hold the Sixth World Congress of Psychiatry in Hawaii in 1976 
or 1977 (Ex.C., Apr. '74). 

4. Reaffirmed its acceptance of responsibility to host the 
Sixth World Congress of the World Psychiatric Association in 
Hawaii in 1977, and authorized Dr. Howard Rome, the Medi- 





eens 


cal Director, and others concerned, to make the preliminary 
contacts, inquiries, and arrangements (Ex.C., June ’74). 

5. Requested that if it is at all possible, the dates of the Sixth 
World Congress of Psychiatry, planned for Honolulu in 1977, 
be moved forward from the first week in September to a begin- 
ning date of August 28 or earlier, as a more desirable time for 
attracting a large attendance at the Congress (Ex.C., Sept. '74). 

6. Authorized the APA President to make the necessary com- 
mittee appointments, from nominations made by the planning 
group for the Sixth World Congress of Psychiatry, plus other 
names that might be submitted, and in the interests of economy 
and efficiency suggested that chairpersons of other committees 
also serve on the organizing committee, that committees be no 
larger than necessary, and that whenever possible meetings be 
scheduled back-to-back with others already scheduled (Ex.C., 
Sept. 74). 

7. Authorized APA's becoming a cooperating sponsor with 
the American Society of Law and Medicine of the First Nation- 
al Conference on the Legal Implications of Emergency Medical 
Care, noting that sponsorship involves neither financial nor me- 
chanical aspects of the program, but does involve publicity 
within the APA membership publications, input as to speakers 
and topics, and provision of a representative to the conference 
and payment of his/her expenses (Ex.C., Sept. '74). 

8. Authorized APA’s joining as a cosponsor with other asso- 
ciations in the North American Congress on Alcohol and Drug 
Problems to be held in San Francisco December 12-18, 1974, 
and requested the President to appoint an APA representative 
from the San Francisco area (Ex.C., Sept. '74). 

9. Authorized APA’s participation as a cosponsor in an In- 
ternational Congress on Drug Abuse, possible date to be Sep- 
tember or October 1976. No money is involved (Bd., Dec. '74). 

10. Approved collaboration of the Task Force on Family 
Planning with the American Psychological Association to co- 
sponsor a Workshop on Family Planning to be held in Aspen, 
Eolo., in the summer of 1975 at no cost to our Association 
(Ex.C., Feb. '75). 

|]. Voted to proceed with the plans for the 1975 Joint Meet- 
ing with the Australia and New Zealand College of Psychia- 
trists (Ex.C., Sept. '74). 

12. Approved an increase in the number of attendees to the 
Key Conference to include at least one represenative from each 
district branch and asked that staff clarify the point that the 
APA 1s paying only transportation costs to the Key Conference 
and that participants will pay all their other expenses (Bd., Dec. 
74). 


ANNUAL MEETINGS 


1. Relaxed the present policy of not allowing council and 
committee meetings duringgofficial program hours of the annual 
meeting to permit them to meet if necessary, but urged that 
such meetings avoid conflict with annual meeting sessions 
(Ex.C., June 774). * 

2. Authorized continuation of hosting activities for foreign 
guests at the APA annual meetings, as a responsibility of the 
Council on International Affairs, with liaison with the Program 
Committee (Ex.C., June °74). 

3. Agreed that the Assembly will meet Saturday all day and 
on Sunday morning, and that to prevent overlap of meetings of 
the Board and the Assembly (as in the past) the Board of 
Trustees will meet Sunday afternoon only, instead of two full 
days. This will cut the Board’s annual meeting sessions to two 
partial days—the Sunday afternoon meeting and the usual or- 
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ganization meeting on Thursday morning at 7:30 (Bd., Dec. 
'74). 

4. Authorized the Council on National Affairs to maintain a 
hospitality center at the 1975 annual meeting—at no cost to the 
APA —where Spanish-speaking psychiatrists can gather (Bd., 
Dec. '74). 

5. Endorsed the recommendation of the Reference Commitee 
for a special booth for registration of foreign visitors at the an- 
nual meeting and authorized charging students from abroad the 
same fee as students within the United States, a reduction 
from $10 to $5 for foreign students (Bd., Dec. '74). 

6. Approved the continued employment of the APA advertis- 
ing representative and exhibit manager for another vear, with 
the understanding that their operation will be reviewed again 
before next year (Bd., Dec. '74). 

7. Endorsed the recommendation that a subcommittee of the 
Committee on Conventions be appointed as soon as practicable 
to develop standards and guidelines for technical (commercial) 
exhibits and to rev:ew applications from them (Bd., Dec. '74). 


AWARDS 


1. Approved the Nominating Committee's selection of a can- 
didate for the 1975 Distinguished Service Award and nomi- 
nated another candidate of the Board's own choosing for a sec- 
ond 1975 Distinguished Service Award (Bd., Dec. '74). 


BOARD OF TRUSTEES AND EXECUTIVE COMMITTEE 


1. Recorded in the permanent records of the Association the 
action taken in executive session in September 1973 in which 
the Board appointed Dr. Melvin Sabshin as the new Medical 
Director of the American Psychiatric Association, to take ef- 
fect in September 1974 (Bd., May 74). 

2. Rejected a proposed change to Chapter 3, paragraph 2, of 
the By-Laws, which would have eliminated the past presidents 
from the Board of Trustees after they have completed their 
three years as voting members (Bd., May '74). 

3. Elected Dr. Alfred M. Freedman (by acclamation) and Dr. 
Alan A. Stone (unanimously) to the 1974-1975 Executive Com- 
mittee of the Board (Bd., May 74). 

4. Authorized a special election for Trustee from the newly 
created Area VII, to be held before the time of the next regu- 
larly scheduled meeting of the Board of Trustees; and took im- 
mediate action to seat someone temporarily to serve for Area 
VII until that election: Dr. David Starrett, to serve as interim 
representative (Bd., May '74). 

5. Authorized the present interim Trustees from Area VII to 
continue in office until the next regular APA balloting (1975), 
or until the Assembly coordinates Area VII (Ex.C., June '74). 

6. Approved having Dr. Melvin Sabshin, Medical Director, 
remain on the Board of Trustees as a nonvoting member until 
his term has expired in May 1975 (Bd., Dec. '74). 


ASSEMBLY 


1. Approved the Assembly's redistricting plan to create a new 
Area VI delimited by the boundaries of California, and a new 
Area VII, composed of the remainder of the former Area VI 
territory—Arizona, Colorado, Hawaii, Intermountain, New 
Mexico, North Pacitic, Oregon, Utah, and Western Canada 
District Branches (Bc., May '74). 

2. Requested the Editor of Psychiatric News to prominently 
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display pronouncements of the Assembly on matters before the 
membership for vote, particularly concerning amendments to 
the Constitution and By-Laws (Bd., May 774). 

3. Noted the Assembly’s reaffirmation of their previous posi- 
tion on membership items—1) on recommending provisional 
membership status; 2) on the two-card system for entrance into 
membership; 3) that members who have been dropped be rein- 
stated by the district branch before being reinstated by the 
national Association; 4) that one can be a Member-at-Large 
only when serving in the military or outside the geographical 
areas of a district branch; and 5) that the Central Office of APA 
develop procedures for handling dues billing which would in- 
clude both the national and the district branch dues, at no or 
minimal cost to the district branches, and should return the 
shares to the branches within a reasonable time. Asked the staff 
to bring a cost estimate to the June meeting of the Executive 
Committee (Bd., May '74). 

4. Endorsed the recommendation of the Ad Hoc Committee 
on Election Procedures that staff should continue to identify 
"illegal" Members-at-Large and assist district branches in tak- 
ing corrective action (Ex C., Sept. '74). 

5. Approved the guidelines recommended by the Speaker in 
the constitutional provision which permits a member of the 
APA to appeal to the Assembly if his/her membership in a dis- 
trict branch is not accented: 1) the district branch must show 
cause for its action to the Assembly Membership Committee 
(through the Recorder); 2) if a matter of ethics is raised, the 
matter should be referred to the APA Ethics Committee; 3) if 
the matter cannot be resolved by mutual agreement among the 
Assembly Membership Committee, the district branch, and the 
member concerned, the matter should be referred to the Board 
of Trustees for final action (Bd., Dec, '74). 

6. Authorized payment of the transportation expense of alter- 
nate delegates to the fall meeting of the Assembly, with the un- 
derstanding that the person or the district branch will pav hotel 
costs and other expenses of attendance—-on the grounds that 
these persons will eventually become delegates and it would be 
to the advantage of the Assembly to have them preoriented for 
more effective functioning when they assume office as delegates 
(Bd., Dec. '74). 


COUNCILS, COMMITTEES, TASK FORCES, AND COMMISSIONS 


l. Continued the Ad Hoc Committee on the Legislative Net- 
work for another year (Bd., May '74). 

2. Continued for a time both the Ad Hoc Committee to Com- 
ment on the Mental Health Report of Ralph Nader and the Ad 
Hoc Committee to Plan a Policy Meeting (Bd., May 74). 

3. Continued the Ad Hoc Committee on Legal Representa- 
tion (Bd., May 74). 

4. Terminated the Ad Hoc Joint Conference Committee on 
Governance, the Ad Hoc Coordinating Committee on Drug 
Abuse and Alcoholism, and committees on PSRO, legislative 
advocacy, and election procedures, with thanks (Bd., May °74). 

5. Approved extension of the Commission on History for two 
years to 1977, as various activities, particularly those associated 
with the Bicentennial Celebration, are under way (Bd., Dec. 
74). 

6. Approved termination of the Commission on Drug Abuse 
as of May 1975 and later reconstituted it to permit continuation 
of its work until May 1976 (its normal termination date), dur- 
ing which time recommendations will be developed by the 
Council on Research and Development for entities dealing with 
enduring functions of the Commission (Ex.C., Feb. '75). 

7. Approved the Reference Committee's recommendation 
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that a Committee on Peer Review be established within the 
Council on Mental Health Services, and that staff explore and 
study the need for an office of peer review in the Central Office 
(Bd., Dec. '74). 

8. Opposed the current bills in Congress, as written, that 
would pay social workers and psychologists in independent pri- 
vate practice without collaboration with physicians on the 
ground that it is premature to favor expansion outside the 
medical program until procedures and guidelines are developed 
for safeguards for patient management and acceptable stan- 
dards for practice are established (Bd., May 74). 

9. Authorized the President to appoint a high-level Ad Hoc 
Committee on Interprofessional Services, including himself 
and an officer of the Assembly, and to meet with representa- 
tives of other relevant groups to try to develop programs and 
guidelines regarding fee for service of nonmedical personnel in 
health benefit programs (Ex.C., June '74). 

10. Asked the Medical Director to inform the district 
branches of the formation of the Ad Hoc Committee on Inter- 
professional Services, which will act in collaboration with other 
relevant groups, and to urge the district branches to do the same 
thing at the local level. The Executive Committee further noted 
that it is not opposed in principle but that it cannot support the 
proposed legislation regarding payment of nonmedical person- 
nel as it is now written. Mutually satisfactory guidelines need to 
be worked out and established, and an effort is to be made to 
this end (Ex.C., June '74). 

11. Authorized the Task Force on Indian Affairs to seek out- 
side funding for preparation of an annotated bibliography on 
Indian mental health, to be funded by NIMH (Ex.C., June '74). 

12. Authorized the Task Force on Transcultural Aspects of 
Ethnocentricity among Psychiatrists to seek outside funding— 
probably about $3,000—to cover costs of a research study, pro- 
viding the study is approved by the Council on Research and 
Development (Bd., Dec. '74). 

13. Authorized the Task Force on Third-Party Intervention 
to seek outside funding to print and distribute (with a question- 
naire) 25,150 copies of their report (Bd., Dec. '74). 

14. Authorized the President to appoint an Ad Hoc Com- 
mittee on the Conduct of the Referendum to investigate the 
whole issue in the matter of the signed letter by the presidential 
candidates in connection with the change in the homosexuality 
designation in DSM-11, and to draw up guidelines, with this 
case as an example, for use and procedures in future referenda 
(Ex.C., June '74). 

15. Accepted without qualification the finding that there were 
no ethical failings in the candidates’ having made known their 
positions on the decisions of the Board of Trustees regarding 
the referendum on homosexuality (Bd., Dec. '74). 

16. Authorized staff and the Commission on Standards of 
Practice and Third-Party Payment to seek contract funds from 
CHAMPUS and others for the purpose of conducting pilot 
projects to evaluate and study peer review practices and to de- 
velop guidelines (Ex.C., Sept. '74). 

17. Approved the Reference Committee’s*recommendations 
for interpretation of “voting members’’—thatsthe five regular 
members of the Council, and only they, should carry the vote, 
and this same principle should be applied to other components 
of APA (Bd., Dec. '74). 

18. Approved the recommendation that the Commission on 
Childhood and Adolescence not be established as a council at 
this time, but that the Commission organize its members into 
subgroupings to function along the lines it has proposed (Bd., 
Dec. '74). 

19. Approved establishment of a fourth minority component 


(three have already been established: black, Spanish-speaking, 
and American Indians)—an Ad Hoc Committee of Asian- 
American Psychiatrists, to consist of five members and to be as- 
signed to the Council on National Affairs (Bd., Dec. '74). 


20. Approved the recommendation of the Council on Emerg- 
ing Issues for the establishment of a Committee on Women 
within the Council on National Affairs (Bd., Dec. '74). 


21. Authorized the Public Information Committee to work 
with Lederle Laboratories to institute mental health center pub- 
lic service announcements on television on a nattonwide scale, 
with the understanding that the committee would have absolute 
editorial control, that the name of APA would be used, and that 
there would be no mention of the Lederle Laboratories, drugs, 
or other medication. 


22. Took no action on a request that APA fund a research 
proposal for a study of the psychiatric professional (Ex.C., 
sept. '74). 

23. Authorized $7,000 for the Council on Research and De- 
velopment to develop and test an interview instrument for the 
study of psychiatrists’ role conflict; the Council will monitor the 
project and seek outside funding for the second phase if the in- 
strument is found to be satisfactory and its use feasible (Bd., 
Dec. '74). 


24. Approved the wide-ranging scope recommended for ac- 
tion on the report of the Task Force on Delivery of Psychiatric 
Services in Poverty Areas, beginning with a charge to the Joint 
Commission on Legislation to extract pertinent recommenda- 
tions for further action on their part; noted that the report of 
the task force will be distributed to all the district branches and 
to all the councils and their components for feedback on how 
the recommendations of the report relate to the work of each; 
asked the President to write a letter to accompany the report, 
requesting feedback within six months. The councils will receive 
and collate the responses of their components and forward them 
all to the Council on National Affairs for integration. In the 
meantime, the APA library will be requested to develop a bibli- 
ography of those studies recommended in the report which have 
already been made and to respond where possible to specific 
questions raised in the report. Expenses of the search will be 
borne by the Reference Committee (Ex.C., Feb. '75). 


INSURANCE 


1. Reaffirmed the action of June 22, 1974, authorizing the 
changing of APA's accident and health disability and life in- 
surance program from that currently underwritten by Mutual 
of Omaha to a program underwritten by Mutual of New York; 
and directed 1) that 1t be sponsored by an insurance trust to be 
called the American Psychiatric Association Member In- 
surance Trust, the trust agreement to be held by a Minnesota 
bank, to take advantage of fewer insurance transactions; 2) that 
members of the Committée on Member Insurance and Retire- 
ment Plans not be co-trustees of the trust; and 3) that when the 
insurance program and the trust agreement have been ap- 
proved, the APA—in consultation with the insurance commit- 
tee, APA's insurance consultant, the Council on Internal Orga- 
nization, and the Medical Director—-after having duly notified 
Mutual of Omaha of the discontinuance and the program 
change in a letter drafted by APA legal counsel, enter into 
agreement with Mutual of New York (Ex.C., Sept. 74). 

2. Approved adoption of the proposed rate changes for mal- 
practice insurance, as recommended by the Committee on 
Member Insurance and Retirement Plans and by the Reference 
Committee (Ex.C., Feb. 75). 
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LEGAL MATTERS 


t. Did not rescind the October 5, 1973, action to join with 
other plaintiffs in a suit against Saint Elizabeths Hospital and 
the Government of the District of Columbia (Bd., May '74). 

2. Authorized the Commission on Judicial Action to explore 
the feasibility of entering the South Carolina suit with respect 
to jailing juveniles for minor offenses: with provision of expert 
testimony, but also to explore the urgency of the time frame, 
that if urgent action :s required, the decision about entering as 
plaintiff or amicus be referred to the Executive Committee for 
action, and if time permits, the action go through all the appro- 
priate channels for a full Board decision (Bd., May '74). 

3. Empowered tae President to select three members from the 
Commission on Judicial Action to meet with three members ap- 
pointed from the Assembly in order to prepare policy guidelines 
for the Association's legal actions (Bd., May '74). 

4. Accepted the set of procedures and written guidelines to be 
followed whenever the Commission on Judicial Action recom- 
mends that APA participate in litigation—as coplaintiff. as 
amicus curiae, or by provision of expert witnesses—and empha- 
sized the importance of passing on the information to the As- 
sembly and ail the district branches (Ex.C., Sept. '74). 

5. Accepted the recommendation of the Commission on Judi- 
cial Action to file an amicus brief in the appeal of Anonymous 
v. Kissinger in the Supreme Court of the United States, with 
minimal action and expense. (Ex.C., Sept. '74). 

6. Authorized the Commission on Judicial Action to make 
arrangements with an individual law firm with a view to filing 
an amicus brief on behalf of Dr. J.B. O'Connor in the case of 
Donaldson v. O'Connor in Florida (right to treatment) (Ex.C., 
Sept. '74). 

7. Ratified the action taken in conference call on July 27, 
1974, to join as amicus in the case of Jane Doe v. Joan Roe to 
restrain the analyst from disclosing details of the patient's case 
history in a commercial book (Ex.C., Sept. '74). 

8. Authorized the Commission on Judicial Action to file a 
separate APA brief in the Wyatt case (standards relating to 
ECT) along the lines discussed—incorporating the proposal 
that for those patients under 18 years of age shock therapy may 
not be administered except on recommendation of a Board-cer- 
tified child psychiatrist (Bd., Dec. '74). 

9. Approved the emergency action of the President in author- 
izing APA's participation as amicus in the appeal of Tarasoff v. 
the Regents of the University of California et al. (Ex.C., Feb. 
2). 

10. Endorsed APA's participation in an amicus brief being 
prepared by Area VI on ECT legislation in California (Ex.C., 
Feb. '75). 


LEGISLATIVE MATTERS 


l. Authorized the chairperson of the APA Committee on 
Psychiatry and the Law to prepare appropriate testimony for 
presentation before the Senate of the United States on the ques- 
tion of criminal responsibility—not to advocate the abolition of 
insanity as a defense but on a realistic basis to favor its modifi- 
cation (Bd., May '74). 

2. Endorsed the Assembly's recommendation that APA 
strongly support, on both medical and psychiatric grounds, the 
Supreme Court decision of January 22, 1973, which recognizes 
abortion as a matter of private choice and conscience and is 
consistent with responsible medical practice. The APA thus op- 
poses constitutional amendments that would revise this decision 
and legislation that would curtail family planning or rights to 
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abortion (Bd., May '74). 

3. With a minor change, approved a proposed questionnaire 
to be sent to the APA membership regarding the possible estab- 
lishment of a legally independent psychiatric, political, and pub- 
lic information organization (Ex.C., Sept. '74). 

4. Without formal action, asked the Editor of Psychiatric 
News to point out that there was no mandate for a separate po- 
litical action arm of APA, and asked the Speaker to place the 
issue on the agenda of the Executive Committee of the Assem- 
bly, to determine if those members who do not want a separate 
organization would want APA to do more than it is now doing 
in political education (Bd., Dec. '74). 

5. In order to enhance legislative activity, approved the termi- 
nation of the Ad Hoc Committee on the Legislative Network 
and the formation of a Joint Commission on Legislation that 
will be composed of the seven Area legislative leaders, together 
with a chairperson appointed jointly by the President and the 
Speaker of the Assemblv (Bd., Dec. '74). 


LIAISON WITH OTHER ORGANIZATIONS 


1. Authorized the formalization of a working relationship be- 
tween the nomenclature committees of the American Psychiat- 
ric Association and the College of American Pathologists 
(Ex.C., Apr. 74). 

2. Agreed to cooperate with the American Association of 
Psychiatric Services for Children in their proposed grant appli- 
cation to NIMH to identify the source and nature of barriers to 
adequate financing of children's mental health services (Bd., 
May '74). 

3. Urged the American Board of Psychiatry and Neurology, 
Inc., to develop two-way liaison with the Council on Medical 
Education and Career Development, with two members of the 
Council to sit with the ABPN and two Board members to meet 
with the Council, and to give serious consideration to post- 
poning for at least a year (1977) decisions regarding reconsider- 
ation of restoration of the internship-like year, to provide time 
for further studies of the problems in implementation (Ex.C., 
June 74). 
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4. Invited the American Association of Directors of Psychiat- 
ric Residency Training to submit their recommendations for 
nominees to directorship of the American Board of Psychiatry 
and Neurology, Inc., to the Trustees by April; and agreed in 
principle that this Association should rethink the whole manner 
of opening up selections of representatives to the Board (Ex.C., 
June 74). 

5. Favored establishment of a dialogue between APA and the 
Mental Health Law Project regarding state commitment laws, 
and requested the Council of Professions and Associations to 
direct establishment of such liaison (Ex.C., June '74). 

6. Authorized the President to designate a representative to a 
meeting of the American Bar Association (ABA) in Texas in 
March 1975, at which time ABA plans to recruit lawyers from 
all over the country to work in areas of constitutional rights of 
the mentally ill; no funding is involved—ABA will supply fi- 
nancing (Bd., Dec. '74). 

7. Approved the formation of an Ad Hoc Committee To 
Plan a Working Conference on Law and Psychiatry, with an in- 
vitation to the ABA to designate representatives to meet with 
this ad hoc committee to explore the ideas further (Ex.C., Apr. 
74). 

8. Asked staff to explore with the staff of the National Asso- 
ciation of State Mental Health Program Directors the possi- 
bility of developing a “talent bank” list for the purpose of filling 
commissioner vacancies (Ex.C., Sept. '74). 

9. Approved two recommendations from the Council on 
Medical Education and Career Development: that APA explore 
with the National Board of Medical Examiners (NBME) the 
possibility of more adequate psychiatric input, so that one of 
the members of the Committee on Medical Education or anoth- 
er suitable representative could become a participating member 
of the NBME examining panel (Part 1), and that APA explore 
the possibility of liaison with the Association of American 
Medical Colleges, with a view toward determining the guiding 
behavioral input in the Medical College Aptitude Tests 


(MCAT) (Bd., Dec. 74). — 


ROBERT W. GIBSON, M.D. 
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Report of the Treasurer 


GENERAL: This report is prepared from audited figures for 
the fiscal year that ended March 31, 1975. The data presented 
also appear in the auditor’s annual report. Where possible, ad- 
ministrative costs have been allocated to the service component 
incurring these direct costs, e.g., the Board of Trustees, Assem- 
bly of District Branches, Councils, etc. Heretofore, these ad- 
ministrative costs have not been clearly identified. 

Tables presented in past years have been replaced by "pie" 
graphs to provide the membership with a better understanding 
of the sources of funds and Association’s expenditures. The 
functional basis of presentation should be more com- 
prehensible. 


INCOME AND EXPENDITURES: Income and expenditures were 
budgeted at $4,024,807 for the fiscal year. Income received to- 
taled $4,200,497, or $175,690 over the budgeted amount. Ex- 
penditures totaled $4,158,685, or $133,878 over the budgeted 
amount. 

Association expenses were adversely affected by inflation, as 
costs increased sharply in the year following preparation of this 
budget. Expenditures increased 17.7 percent over the prior fis- 
cal year but were offset by a 9 percent increase in income. 

Projected income from advertising fell 8.8 percent below bud- 
get estimates but was approximately | percent higher than the 
preceding year. In almost every instance, the cost of printing 
and operating supplies exceeded budgeted amounts. 

Operations of the Board of Trustees, the Councils, and the 
Assembly consumed 22.7 percent of the budget, a 5.1 percent 
increase over the preceding year. Publications costs fell from 
46.6 percent to 41.6 percent of the budget. Operations of public 
affairs programs accounted for 5.25 percent of the budget, an 
increase of approximately | percent over last year. Administra- 
tive costs were 8 percent of the total budget, or approximately | 
percent less than last year. This decrease was an actual one and 
was not affected by the reallocation previously mentioned. 

Income from publications and member services remained al- 
most constant at approximately 46 percent each (see figure 1). 
A small decrease in publications income was offset by a | per- 
cent increase in income from investments. 


Ld 

PUBLICATIONS: Psyohiatric News exceeded estimated ex- 
penses by $13,853 and fell short of estimated income by 
$57,472. Despite tis, Psychiatric News operated at a profit of 
$12,679. P 

The American Journal of Psychiatry had an operating deficit 
of $46,726. Income was $18,348 more than estimated; however, 
expenses exceeded the estimated amount by $74,047. 

Hospital & Community Psychiatry continues to operate at a 
deficit. During a period when expenses, particularly printing 
costs, increased rapidly, advertising decreased approximately 
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$28,000 from last year. Although this magazine was unable to 
maintain its recent growth, there was no deterioration in format 
or content. 

Much to our regret, the managing editor of Hospital & Com- 
munity Psychiatry died in October following a lingering illness. 
So smooth was the <ransition of responsibilities to the new man- 
aging editor and her staff that no discernible change was appar- 
ent in the magazine or its operation. 

The Association has approximately 100 publications in its in- 
ventory. Of these, avout 6 show an annual profit. The remaining 
publications either break even or are maintained at the expense 
of others to provide a source of psychiatric reference material 
to interested parties. During the year, sales of these publications 
exceeded costs for printing new publications and reprinzing oth- 
ers. All of the Association's publications are produced and mar- 
keted at prices that assure a return of only printing and distri- 
bution costs. The small excess of income over expenses keeps 
this activity self-sustaining. 


EMPLOYEE BENEFITS: The Association seeks to maintain em- 
ployee salaries at a level commensurate with that of the federal 
government (our primary competitor for personnel in the 
Washington, D.C., area). Thus two cost-of-living increases were 
granted to our employees: the Association approved a 5 percent 
salary increase effective April 1, 1974, and a 5.5 percent in- 
crease effective October 1, 1974. 

Because of a number of claims for unemployment insurance, 
the Association is burdened with the top experience rating for 
mandatory unemployment insurance contributions for the Dis- 
trict of Columbia. This item of expense exceeded budget esti- 
mates by approximately $6,000. 

The Association’s portion of Social Security taxes also ex- 
ceeded estimates because of the cost-of-living salary increases, a 
small unbudgeted increase in personnel required to handle in- 
creased work loads, and a $700 increase in the taxable earnings 
base. 

Workmen’s Compensation insurance rates were increased af- 
ter the budget was prepared. 


BUILDING OPERATION AND MAINTENANCE: Actual expenses 
exceeded budget estimates by $17,500. This additional expense 
resulted from rapidly increasing costs of gas, electricity, and 
fuel oil. In addition, the cost of office supplies, paper products, 
etc., increased rapidly during the year. Services for heating, air 
conditioning, elevator operations, maintenance, etc., also in- 
creased in cost beyond budget estimates. 


INVESTMENTS: Because of the severe decline in the value of 
stocks listed on the exchanges, no new commitments were made 
during the year. The market value of securities in our portfolia 
as of March 3l, 1975, was $788,316. Stocks represented 
$397,798; bonds totaled $390,518. In addition, one issue of 
bonds matured during the year. This asset, representing 
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$100,000, was added to our short-term investment in com- 
mercial paper. 

The difference in market value, with the exception of the 
bond issue, reflects the depressed condition of the market at this 
time. If the Association had pursued an aggressive investment 


policy during this period, as was suggested, it is probable that . 


the losses in market value would have been greater. 

Investments in short-term securities such as commercial pa- 
per were increased to $2,203,554 as of March 31,1975. As of 
March 31, 1974, this figure was $1,219,185. In addition to the 
bond redemption value transferred to this medium of invest- 
ment, the current total includes most of the dues income collect- 
ed in the first calendar quarter for the fiscal year beginning 
April 1. 

Investment in commercial paper provided the Association 
with an above-average return. At the beginning of the year this 
type of Investment returned about 10 percent. During the fiscal 
year the return reached a high of about 12.5 percent before the 
rate began to decline to the current level of 6.5 to 7.5 percent. 
All funds not required for day-to-day operations were kept in- 
vested in order to realize the maximum return. 

APA’s policy is to make sound investments affording the 
maximum return consonant with safety of capital, i.e., the type 
of investment a prudent individual would make. The investment 
philosophy employed during the past fiscal year must be consid- 
ered conservative but certainly in line with APA policy. An ag- 
gressive investment policy would have fared poorly in the mar- 
ket decline. Although the market atmosphere has improved 
somewhat since Jan. 1, the Association's funds have been kept 
in safe investments. 


DuEs: At its May 1974 meeting the Board of Trustees ap- 
proved a change in the dues billing year so that it would con- 
form to the calendar year rather than the fiscal year and thus 
eliminate confusion among many members. For example, some 
members paid dues in March and assumed they were paid for 
that calendar year, although the payment actually covered the 
fiscal year ending in March. When they were again billed in 
April for the new fiscal year, they naturally questioned it. 

The data processing service handling dues billing and collec- 
tion was changed in August in order to eliminate certain prob- 
lems with the former processer that had resulted in some criti- 
cism from our auditor. After three months' experience with the 
new service, it is apparent that these problems have been re- 
solved. 

The new dues billing processer was instructed to include a 
provision for billing district branch dues along with APA dues. 
We intend to approach the district branches during the summer 
and fall months with this proposal. It is believed that in most 
cases a combined billing will save considerable expense now 
borne by the district branches as well as eliminating many com- 
munications between the district branches and APA concerning 
the dues-paying status of members. 


OPERATING UNITS: For the most part all operating units kept 
within their expense budgets, with the exception of the newspa- 
per and the two journals. As mentioned, the two journals ex- 
ceeded their budgets because of increased printing and postage 
costs. The current budget anticipates these rapidly rising costs, 
and the magazines should be able to stay within budget limita- 
tions. | 

The Councils and committees were very active during the 
year and incurred some deficits. The expenses for the Key Con- 
ference exceeded those anticipated, primarily because of the en- 
larged attendance of Assembly members. The achievements of 
this conference, however, proved to be well worth its cost. 
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TABLE 1l 


Comparison of Fiscal Years 1973-1974 and 1974-1975 


N 


Item 1973-1974 1974-1975 
ASSETS 
. Cash $ 18,145 $ 3,525 
Certificates of deposit 302,126 320,000 
Accounts receivable 246,437 487.090 
Accrued interest receivable 24,945 31,507 
Deferred and prepaid expenses 50,226 72,245 
Marketable securities 
Stocks and bonds (at quoted market 
value) 969,305 788,316 
Commercial paper (at cost) 1,219,185 2,203,554 
Notes and advances receivable from 
the American Psychiatric Museum 
Association, Inc. 1,597,085 1,757,085 
Less 
Valuation reserve (1,597,085) (1,757,085) 
Land and building (at nominal value) l l 
Furniture and equipment 
(at nomina! value) l l 
Total assets 2,830,371 3,906,239 
Deduct 
Cash and marketable securities 
allocated to restricted funds from 
general fund (396,062) (553,354) 
Total general fund 2,434,309 3,352,885 
LIABILITIES 
Accounts payable 64,782 46,890 
Deferred income 
Annual meeting, etc. 75,596 93,28 1 
Advance dues collection (1975-1976) — 1,222,906 
Accrued expenses 140,078 25,183 
Funds collected and held for Trustees 
of Benjamin Rush Foundation — 21,082 
Appropriated for benefit of the American 
Psychiatric Museum Association, Inc. 103,000 93.000 
Reserve for future expansion and 
development 1,500,000 1,500,000 
Less 
Valuation reserve and marketable 
securities (138,252) (230,374) 
Total liabilities 1,745,204 2,711,968 
Unrestricted surplus 
At beginning of year 689,559 689,105 
Net decreases during the past year (454) (108,188) 
At end of year 689,105 580,917 
Total general fund 2,434,309 3,352,885 


Table I presents details of the total audited budget. 


In presenting my second annual report as Treasurer, I wish to 
express my great appreciation to the Assembly of District 
Branches, the Board of Trustees, and the officers for their con- 
tinuing and wholehearted support. I am also grateful to the 
Medical Director, the Comptroller, and the entire staff for their 
capable assistance in all matters, reasonable and unreasonable, 
that I have brought to them during the course of the year. 
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FIGURE 1 
Comparison of APA Revenues, in Percents* 
FISCAL YEAR 1973-1974 FISCAL YEAR 1974-1975 
Book sales Book sales 







Other 







; ; Subscriptions and Other Subscriptions and Other 
Meetings income 


Advertising Advertising 


Dues from members 


Other income 
(donations, investments, ete.) 


Other income 
(donations, investments, etc.) 


Total Revenues: 3,522,438 Total Revenues: 4,200,497 


MEMBER SERVICES 





PUBLICATIONS 


* Each percentage point represents approximately $41,000. 


JACK WEINBERG, M.D. 
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Report of the Medical Director 


IT 1S INDEED a pleasure for me to make my first annual report 
to the membership as Medical Director of the American Psy- 
chiatric Association. Time has moved swiftly for me during the 
past eight months as I have been deeply involved in learning 
about the many facets of our organization and acculturating 
myself to a most complex and fascinating role. During this year 
of transition in medical directorship, it has been necessary for 
the staff at central headquarters to assume a substantial number 
of new responsibilities (several national conferences, special 
commission meetings, coping with many new systems of ac- 
countability, etc.) superimposed upon their already impressive 
array of continuing functions (annual meeting, Assembly and 
District Branch activities, publications, committee meetings, 
etc.). Furthermore, the staff had to cope with a new Medical Di- 
rector whose administrative style is different from that of a 
most effective and admired predecessor. 

In my judgment the transition and mutual acculturation 
phase has proceeded well, and | am most grateful to a large 
number of people who have helped me in this process. I have 
also learned to appreciate in depth what Dr. Walter Barton 
meant when he presented a review of the previous decade in his 
1973 Medical Director's report, stating “It has been possible, 
through the years, to build a quality staff of remarkable people 
who give generously of their time, their energy, and their talent, 
far beyond the usual demands made upon office employees. 
Without the help of this dedicated group much less would have 
been achieved." 

My experiences during this past year have also tended to con- 
firm my judgment about the actual and latent strengths of our 
membership and the organization as a whole. Despite critics 
and crises, I have been most deeply impressed with the resil- 
lency, vitality, good judgment, extraordinary talents, and the 
commitment to fine patient care of our membership as a whole. 

For the historical archives of the Association, I have pre- 
pared a detailed report that contains a summary from each of 
the APA divisions and departments and is available for anyone 
wishing to have more detailed information. In this report I will 
call your attention to some of the major new activities in which 
the staff has been involved. I will also attempt to make a few 
brief comments about issues that will occupy our attention in 
the months to come. 

One of the most impressive developments in the past year has 
been the increased scope of responsibility of three commissions: 
the Commission on Judicial Action, the Legislative Network 
(Special Commission), and the Commission on Standards of 
Practice and Third-Party Payment. 


This is an edited version of the report presented by the Medical Director 
to the annual business meeting in Anaheim, Calif., May 6, 1975. 
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COMMISSION ON JUDICIAL ACTION 


It is apparent that our membership is now significantly af- 
fected by a host of judicial decisions. We are fortunate in having 
established a Commission on Judicial Action to facilitate our 
coping with these decisions. Procedures formulated last year 
now require the commission to consult with the district branch 
in which a case arises only if APA is to be a coplaintiff, but the 
commission has extended this to include participation as am- 
icus curiae. Consultation now occurs with the local district 
branch in every instance. The commission has been involved in 
approximately 14 cases and discussed these with the member- 
ship at an open forum held on May 8 at the annual meeting. 
Prospects for the future will call for the district branches to de- 
velop their own committees to work in the area of judicial ac- 
tion so that they may te able to pursue local litigation effec- 
tively and autonomously. 

In all likelihood, staff will have increased responsibilities in 
support of the commission, which until now has functioned with 
a minimum amount of such support. It appears cogent and wise 
to plan carefuily for adequate staff support to aid in the func- 
tions of this activity as judicial accountability becomes even 
more of a practical reality. 

Under the chairmanship of Dr. Alan A. Stone, the commis- 
sion has done a great deal of work and it has had significant im- 
pact on several court decisions. Furthermore, this commission 
and the Committee on Member Insurance are deeply involved 
in exploring and making recommendations about the malprac- 
tice crisis now facing medicine in this country. 


LEGISLATIVE NETWORK (JOINT COMMISSION ON LEGISLA- 
TION) 


In order to enhance the legislative activities of APA, the 
Trustees approved the formation of a Joint Commission on 
Legislation which will report to the Assembly of District 
Branches and the Board of Trustees. The commission will re- 
place our Ad Hoc Committee on Legislative Network, which 
was ably chaired by Dr. Hayden Dogahue. 

This new commission will be composed of the seven Area leg- 
islative leaders, and a chairman, Dr. Rober&Campbell, appoint- 
ed jointly by the President and the SpeakeNof the Assembly. 
During the 4th Government Operations Institumin March 1975 
approximately 400 separate visits to members of Congress and 
their staff were arranged for the legislative representatives: pre- 
liminary indications show a high degree of acceptance of the 
concept of equal coverage for mental illness in any national 
health insurance package. Obviously, we must attempt to in- 
tegrate the activities of our Government Relations Division 
with this new Joint Commission on Legislation and the growing 
network of legislative representatives throughout the country. 
We must also work toward the coordination of all of our inter- 


f 


f 


action with government agencies, legislative bodies, and the ju- 
dicial system. 


COMMISSION ON STANDARDS OF PRACTICE AND THIRD- 
PARTY PAYMENT 


Since the summer of 1974, this commission has been devel- 
oping liaison on a national level with representatives of 
CHAMPUS as well as Blue Cross/Blue Shield, Aetna, and the 
Federal Employee Program. The commission, chaired by Dr. 
Robert Gibson, with considerable staff support from Dr. Don- 
ald W. Hammersley, was established at a time when there were 
potential and actual cutbacks in some of these programs. APA 
has been able to demonstrate that psychiatry is attempting to 
assist in developing orderly monitoring processes to assure ade- 
quate and financially feasible programs for the mentally ill. A 
conference on peer review was held in March 1975 to discuss 
ways in which the commission might be helpful in local efforts 
at peer review. Another session was held at the annual meeting 
to give all peer review representatives from around the country 
an opportunity to discuss areas of mutual concern. 


CONTINUING EDUCATION 


Considerable attention has been given to strengthening the 
continuing education function. APA has been awarded a grant 
for the coming year to help develop the continuing education 
aspects of peer review, to aid in the implementation of a newly 
created Office of Continuing Education within the central head- 
quarters, under the leadership of Dr. Henry Work, and to carry 
out plans to expand help to the district branches in the devel- 
opment of their own continuing education functions. This in 
turn will help each member comply with the new constitutional 
requirement for continuing education, to become effective in 
1977. I hope that in next year's annual report we can document 
further strengthening of our efforts in the field of continuing 
education. 


PSYCHIATRIC EDUCATION 
We are aware of the membership's concern about the re- 


quired fourth year of training (internship) and other devel- 
opments related to certification and recertification. The Board 


of Trustees has discussed ways in which the liaison with the 


American Board of Psychiatry and Neurology can be im- 
proved, and this will become a focus for the coming year. 

Of great concern at the moment and in the coming months 
will be manpower trends, including the efforts to regulate the 
number of specialists and the entry of foreign medical gradu- 
ates into this country, and,the geographical distribution of phy- 
sicians. e^ 


NATIONAL H TH INSURANCE 


It js apparent that the issue of full psychiatric coverage in any 
pafional health insurance program is most important, and there 
will be need for concerted efforts to delineate our position on 
full coverage. It is hoped that our point of view will be conveyed 
to and shared by the decision-makers in Congress and in the 
Executive Branch. 

The utilization studies performed by Dr. Louis Reed over the 
past year have been extremely valuable to many outside 
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agencies as well as to such internal APA components as the 
Committee on Financing Mental Health Care. The report or 
this committee is now ready and will go through channels for fi- 
nal approval as the APA position on equal and full coverage for 
mental illness. 

Also of importance in this effort will be the availability of the 
data from the Joint Information Service publication, Psychia- 
trists and Their Patients, a national study of private office prac- 
tice. 


CONFERENCES 


A great deal of staff time was given to support three major 
national conferences held within the last year. The Conference 
on Confidentiality of Health Records, held in November 1974, 
was an outstanding event. Approximately 120 persons attended, 
representing 50 national associations and agencies. It appears 
that a newly formed and separately incorporated National 
Commission on Confidentiality of and Access to Health 
Records will evolve out of this conference. The process of incor- 
porating this national commission is being conducted under the 
aegis of an interim planning committee chaired by Dr. Alfred 
M. Freedman, with Mr. Robert L. Robinson acting as executive 
secretary pro tem. A substantive report of the conference was 
published in June 1975. It is hoped that this most important 
commission will be formed by the end of 1975. 

Major efforts this year were directed toward the planning of 
the Key Conference, held in March 1975. Participants from al- 
most every district branch attended, as well as the elected offi- 
cers, trustees, and executive committee of the Assembly. In es- 
sence, the conference participants asked APA to consider 
reordering itself, in a transition period variously estimated at 
two to five years, to produce an Association with greater power 
vested in the Assembly. Major internal reforms may occur. 
However, it will fall to the membership of the American Psychi- 
atric Association ta indicate if the recommendations emanating 
from the Key Conference represent their opinions. Much atten- 
tion must be given to follow-up of this excellent conference. 

The Conference on Psychiatric Education was held in June 
1975. In almost every decade in recent history, APA has held a 
conference to examine some aspect of the educational process 
involved in the making of a psychiatrist. In developing the 1975 
conference, over a year was devoted to meetings of preparatory 
commissions and the preparation. of advance reports for distri- 
bution to all participants in the conference. In addition to the 
steering committee for the project, chaired by Dr. Ewald W. 
Busse, and the 75 members of the preparatory commissions, an 
additional number of persons were invited to participate in or- 
der to render the conference as representative of the community 
of educators as possible. Mr. Robert Robinson has served as ex- 
ecutive secretary of this conference; a report on the conference 
will be forthcoming. 


CENTRAL OFFICE 


This year APA will consider new ways to enroll psychiatrist 
members as Members-in-Training or Provisional Members. A 
new system has been developed, and it is hoped that a mass re- 
cruitment may take place in 1975 and 1976. In relation to this, 
because of the retirement of Ms. Frances Davis, Chief of the 
Membership Division for 23 years, we will reconsider tae issue 
of staff functions vis-à-vis membership and manpower. 

We are pleased to anaounce to the membership the appoint- 
ment of Dr. Jack White as Deputy Director for Businzss Ad- 


Am J Psychiatry 132:10, October 1975 1113 


OFFICIAL ACTIONS 


ministration. This new position was created to ensure ongoing 
monitoring of the fiscal systems and financial stability of APA. 

Dr. Jeanne Spurlock, Deputy Medical Director, Office for 
Child Psychiatry, Minority Affairs, and Women in Psychiatry, 
joined the staff during the past year. The Selection/Advisory 
Committee, Minority Fellowship Program, has chosen 14 resi- 
dents who will be recipients of the stipends; the awardees partic- 
ipated in a special session during the annual meeting. 

The Central Office stands ready to help the membership in 
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any way it can. We hope to continue working toward the im- 
provement of treatment, rehabilitation, and care of the men- 
tally ill, advancing the standards of all psychiatric services and 
facilities, and fostering the cooperation of all who are con- 
cerned with the medical, psychological, social, and legal aspects 
of mental health and illness. 


MELVIN SABSHIN, M.D. 


Report of the Speaker 


THE WORK AND the achievements of the Assembly during 1974- 
1975 can be divided into two major categories: 1) reshaping and 
improving internal APA structure and function, and 2) initiat- 
ing and shaping public policy. 


RESHAPING AND IMPROVING INTERNAL STRUCTURE 


Many of the energies of the Assembly were devoted to im- 
proving the organization. This reshaping took place in the dis- 
trict branches and their memberships, in the Assembly itself, 
and in interactions of the Assembly with the Board of Trustees. 


The District Branches 


To strengthen and improve its constituent district branches, 
the Assembly undertock the following actions: 

1. Through its Membership Committee, which works closely 
with the APA Membership Committee, the Assembly initiated 
and sustained efforts to provide easier entrance into the district 
branch for first-year residents in psychiatry through the mecha- 
nism of provisional membership. 

2. The Membership Committee also took steps to decrease 
the number of members-at-large (those who do not belong to a 
district branch). To do this required the closing of some of those 
procedural gaps through which district branch membership is 
lost. Therefore it was proposed that a member not be dropped 
from one district branch until he has been properly transferred 
to another, that those who have lost membership in both the 
district branch and APA must reenter both organizations 
through the district branch, and that member-at-large status be 
limited to those who are actually serving outside the United 
States on active military duty. 

3. The Assembly sponsored a very successful orientation 
meeting for all district branch presidents-elect at the time of the 
fall Assembly meeting in Washington. Some of the presidents- 
elect were able to stay and attend the Assembly meeting in 
Washington. Because of positive reports from those who at- 
tended, a similar meeting for executive secretaries is being con- 
sidered. 

4. The Assembly requested that travel expenses to two Area 
Council meetings and to the fall Assembly meeting be provided 
for alternate delegates. We felt that this was essential to reflect 
the importance of their on-site training and experience to be- 
come delegates. It alsgwfqualized what has been a sometimes 
remote district branches that had pre- 
this travel out of their own budgets. 
ssembly supported the development of a sys- 










ediately, it still is a viable idea that will receive further at- 
ention in the future. ' 


This is an edited version of the report presented by the Speaker of the 
Assembly of District Branches at the annual business meeting in Ana- 
heim, Calif., May 6, 1975. 
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The Assembly Itself 


In a spirit of self-scrutiny, the Assembly identified some in- 
efficiencies and some opportunities for improvement. 


1. The Task Force To Define the Nature, Scope, and Com- 
petence of Psychiatry was dissolved after contributing its think- 
ing to the APA Task Force on Defining Mental Illness and 
"What is a Psychiatrist?” The Task Force on Delivery of Men- 
tal Health Services was brought into liaison, through its chair- 
person, with the APA Committee on Financing Mental Health 
Care. These actions are consistent with the Assembly's contin- 
uing policy of avoiding duplication of committee efforts and 
forming task forces only to address a task peculiar to the As- 
sembly's interest. 


2. The work of the Assembly liaison representatives to the 
eight Councils was centinued and strengthened. These represen- 
tatives play an important role in bringing the thought and influ- 
ence of the Assembly into the deliberations of Couacils at an 
early stage. They also bring back to the Assembly current infor- 
mation about the directions and status of studies within the 
Councils. This often permits concurrent development of a posi- 
tion by the Assembly about a proposed project or policy. This 
liaison has inevitably led to the increasing appointment of As- 
sembly representatives to many task forces, thus further in- 
creasing efficiency and decreasing the chances of conflict or du- 
plication. 


3. The Assernbly listened to arguments from California 
members that they could work more efficiently at kome and in 
APA if California were designated as a separate Area. Despite 
anxieties of separation, a new Area VII was created that com- 
prises all of the western expanses except California. This action 
automatically added two more members to the Assembly Exec- 
utive Committee aad another Area Trustee to the Board, thus 
equalizing the representation of western members in the busi- 
ness of the APA. 


4. APA members in Puerto Rico petitioned to form a district 
branch and drew up a constitution and by-laws taat were ap- 
proved. They werz recognized as a new district branch, and 
were attached to Area II. They were represented in the Assem- 
bly for the first time at Anaheim in May. 


5. The Assembly voted two changes in its Procedural Code. 
One established the Rules Committee as a permanent and im- 
portant part of the Assembly apparatus to achieve more careful 
review and preparation of action papers to come before the 
delegates. A second change clarified times anc methods by 
which Area Trustees would be nominated by the Area Councils. 


6. Because of a concern that members were being unfairly 
disenfranchised, the Assembly voted to temporarily suspend a 
provision in its Procedural Code that limits district branches to 
only one vote if they fail to send certified lists of their member- 
ship to the Central Office by a specified time. Instead, they were 
only limited to the voting strength of the previous year. It is ex- 
pected that this more liberal rule will be permanently written 
into the next revision of the Procedural Code. 
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The Board of Trustees 


During this year the Assembly worked closely with the Board 
of Trustees to further improve working relationships and define 
areas of interest. Four joint endeavors illustrate this collabora- 
tion. 


1. The concurrent but separate meetings of the Board and the 
Assembly before the annual convention have tended to interfere 
with understanding and communication between the two bod- 
ies. It also created difficulties for the Speaker, who was respon- 
sible for running one meeting while serving as a voting member 
of the other. This year some mutual compromises proposed and 
consented to by the officers at their summer planning confer- 
ence have been effected to avoid this conflict. The Assembly will 
shorten its meeting to |'/ days, ending at noon on Sunday be- 
fore the convention begins. The Board will have a full meeting 
in April, followed by a brief meeting on Sunday afternoon be- 
fore the convention. This will provide an opportunity for Board 
members to attend Assembly sessions and will permit better 
representation of the Assembly at the Board meetings. A better 
flow of actions from the Assembly to the Board should result. 


2. The Assembly and the Board were faced with the threat of 
a head-on confrontation at the beginning of the year as a re- 
sult of disagreement over the class action suit filed by the Com- 
mission on Judicial Action against St. Elizabeths Hospital. The 
Assembly felt strongly that the action was taken in haste and 
with insufficient concern for the feelings of the local district 
branch membership. Both bodies reacted by taking immediate 
and significant steps toward rapproachement. A joint ad hoc 
task force was appointed to develop guidelines for the opera- 
tions of the Commission. Two members, designated by the As- 
sembly, were added to the Commission. These actions brought 
the Commission more into tune with the Assembly and in- 
creased the Assembly’s confidence in future actions of the 
Commission. In fact, before the year was over the whole im- 
petus was reversed when the local membership in California 
sought and received the support and assistance of the Commis- 
sion on Judicial Action in two cases of interest to them: the 
Tarasoff case and the legislation limiting the application of 
electroconvulsive treatments, 


3. The establishment of the Joint Commission on Legislation, 
another example of combined action by the Assembly and the 
Board, began with the recognition that the ad hoc legislative 
network deserved and required a permanently structured posi- 
tion in APA. The recognition that both bodies had a strong in- 
terest in its operations and applications resulted in a new off- 
spring—the Joint Commission on Legislation. The chairperson 
of this new Joint Commission is appointed by both the Presi- 
dent and the Speaker, and the Commission receives direction 
from and reports to both the Board and the Assembly. 


4. The most important collaborative effort between the As- 
sembly and the Board has been to plan, prepare, and implement 
the Key Conference. The Assembly’s principal inputs were in 
stimulating Area conferences and district branches to produce a 
large amount of organized reflection and proposals for consid- 
eration before and during the conference, insisting that the con- 
ference be limited to considering structure in relation to objec- 
tives, a forthright statement that the Assembly should be the 
legislative component of the Association and the Board an ex- 
ecutive branch, a request that there be bona fide representation 
from every district branch (a request that was responded to as 
far as was possible by the Planning Committee), and a signifi- 
cant document on membership representation that was pro- 
duced by the Assembly Task Force on Membership Represen- 
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tation and became a guiding document for much of the 
deliberation at the conference. Even though the imperfections 
of the Assembly are apparent to itself and others, it was gener- 
ally recognized as the most representative body in APA and the. 
one to be eventually entrusted with major legislative responsi- - 
bility. 


INITIATING AND SHAPING POLICY 


Representing as it does the varied membership of APA and | 
its organized district branches, the Assembly can be expected to 
experience and reflect the concurrent concerns of psychiatrists 
throughout the nation. The kinds of concerns that are brought’ ` 
to the Assembly as proposals to formulate policy do, indeed, re- 
flect a wide range. i 


Confidentiality and Privileged Information 


The greatest number of action papers introduced into the As- 
sembly this year (as has been the case over the past several 
years) related to some aspect of confidentiality. Since APA was 
engaged this year in a major collaborative effort with other or- 
ganizations to protect our patients from the many erosions of 
their privacy, several Assembly papers on the subject were 
transmitted directly to the Conference on Confidentiality for its 
use and consideration. 

One special approach to the problem of confidentiality in re- 
lation to insurance information was embodied in a proposal 
from the Task Force on Confidentiality as It Relates to Third 
Parties. The proposal called for a trial project in several district 
branches of a system of coding psychiatric disease entities ac- 
cording to their insurance implications. If successful it may lead 
to a system of communicating needed information without re- 
vealing potentially damaging personal information about spe- 
cific problem areas. The Assembly approved this project in 
principle and has attempted to facilitate a trial in some of its 
district branches. 


Insurance 


An action opposing the direct reimbursement of social work- 
ers for the independent practice of psychotherapy was quickly 
coupled with a similar situation regarding psychologists. APA 
set up a commission to exchange views with these and other re- 
lated disciplines in an attempt to delineate mutually perceived 
areas of competence for each profession. 

Another concern related to insurance was that differential 
rates of payment and coverage tend to arbitrari coerce 
patients into a particular delivery system. The Assembly ap- 
proved an action paper calling for promulgation of an APA 
policy in favor of preserving complete freedom of choice for the 
consumer às to the system of care desired. 


Ethics *. 









This year the focus of concern was theethics of APA’s rela- 
tionship to the pharmaceutical industry. ThQquestion, raised by 
the district branches of California, was exaMejned, and it was 
proposed that there be a complete separation oNour Associa- 
tion from all financial support by pharmaceutica panies, 
whether in the form of grants or advertising. Beaune noe 
many complicated aspects to this subject, the Assembly finally 
proposed the formation of a joint task force to study the matter 
in depth. Since a task force had already been formed but not yet 
activated in the Council on Internal Organization, two mem- 
bers of the Assembly were added to the Task Force on Interface 
Between Industry and Psychiatry. 
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Social Issues | psychiatric treatment. Action papers proposed the enunciation 


The two social issues addressed by the Assembly were 1) the of APA policy in favor of the former and against the latter. 


right to abortion when medically indicated, and 2) the arbitrary 


Bri cA au tb: : . ROBERT B. NEU, M.D. 
discrimination against employing persons who have received 
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Report of the Speaker-Elect 


AS SERENDIPITY WOULD have it, my tasks for the coming year 
have largely been defined for me. The Key Conference, which 
brought together as representative a group of APA members as 
was possible and addressed as many preeminent issues and con- 
cerns as they deemed practicable, established priorities that 
have clarified the work that is cut out for all of us. 

Let me hasten to say that any guidelines that might emerge 
will require, for purposes of implementation, a blending of re- 
sponsible innovativeness and judicious conservativeness. Step 
by step, the discussions at the Key Conference and any ensuing 
proposals will be conveyed to the organizers, participants, and 
membership-at-large. I shall confine myself to referring to some 
past achievements, present trends, and future prospects from 
the point of view of what has worked and what obviously must 
be worked on, with pzrticular emphasis on the Assembly. 


PAST ACHIEVEMENTS 


As a participating member of the Reference Committee 
(chaired by the President-Elect and composed of the Medical 
Director and the chairpersons of eight councils) during the past 
year, I can attest to the hard work and thoughtful effort given to 
matters of concern to the Association. These efforts were usual- 
ly channeled via the Board of Trustees or the Assembly, but oc- 
casionally they were initiated within a council and entrusted for 
inquiry, study, and report to persons of particular talents, inter- 
ests, involvement, and expertise. These individuals are generally 
appointed by the President of the Association to the eight coun- 
cils and their component committees, commissions, and task 
forces for set terms of service. The Reference Committee has 
the task of sifting the reports, making recommendations re- 
garding emerging position statements, guarding against any du- 
plication of the work of different components or the creation of 
unnecessary ones, and conveying its deliberations and sugges- 
tions to the Board of Trustees for action or information as the 
case may require. The Speaker-Elect reports to the Assembly 
or its Executive Committee and is also charged with following 
through on the resolutions originating from the Assembly and 
referred to any of the components. 

The effects of this fair-to-excellent system range from frus- 
tration to fulfillment. Serious consideration should be given to 
the processes that wculd best facilitate 1) selection for appoint- 
ments, 2) establishment of working components, 3) distribution 
of tasks, 4) referral of subjects, and 5) effective functioning and 
feedback, with empkasis on representativeness, efficiency, ac- 
countability, time limits, priority setting, and fiscal realities. 


PRESENT TRENDS 


It is my impression that the appointment of Assembly liaison 
members to each council in the last two years has proved pro- 


This is an edited version of the report presented by the Speaker-Elect of 
the Assembly of District Branches at the annual business meeting in 
Anaheim, Calif., May 6, 1975. 
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ductive in terms of improved communication and diminished 
duplication and delays. The same benefits are to be expected 
from the appointment of Assembly persons to the Task Force 
on Interface Between Industry and Psychiatry and the Task 
Force on Innovative Approaches to DSM-III. Recently, sug- 
gestions have also been made that Assembly liaison persons to 
the councils sit in with the Reference Committee or that the 
councils and the Reference Committee become responsible 
to the Assembly in addition to or instead of the Board of 
Trustees. This immediately raises questions of reorganization 
of the Assembly, its components, and its time and money com- 
mitments. 

At the various meetings of the Board of Trustees and of its 
Executive Committee during the past year, national and region- 
al matters and general and specific subjects, as long as they 
were germane to the objectives of the Association, were taken 
up and followed through in a painstaking and responsible way. 
The growing awareness of and responsiveness to the Assem- 
bly’s input were particularly reflected in 1) the increased 
budgetary allocations for travel to Assembly and Area meet- 
ings by alternate delegates, 2) continuing funding for a fall 
meeting of presidents-elect of district branches, 3) more clear 
and diligent functioning of the Commission on Judicial Ac- 
tion, both in terms of Assembly representation and workable 
consultation with the District Branches, and 4) establishment 
of a special Joint Commission on Legislation with its member- 
ship, by areas, elected from and by the district branch legisla- 
tive representatives and its chairperson, jointly appointed by 
the President and the Speaker. The constitutional committees 
of the Association have also been responsive to requests 
emanating from the Assembly, particularly in the areas of 
budget, constitution and by-laws, ethics, and membership. 

Throughout the year the respective functions of the Assembly 
and the Board of Trustees have involved exchanges that were 
more coping and collaborative in nature than vying and mu- 
tually exclusive—with due allowance for constitutional limita- 
tions and some old habits or entrenched misconceptions. In this, 
as usual, the Assembly and Board of Trustees have been proper- 
ly and discerningly supported and edified, kept abreast of devel- 
opments, and stimulated and pacified by the invaluable contri- 
butions of the Central Office staff on all levels. Now we are all 
geared to confronting a series of internal reorganization propo- 
sitions arising from the Key Conference, where much emphasis 
was put on having the Assembly asgume a more specific policy- 
making role, presumably as the legisN¥jyve arm of the Associa- 
tion. 






FUTURE PROSPECTS 


The Assembly is in need of reappraisal and of rededica™® 
and recommitment—tasks that will certainly be taxing and de- 
manding. 


1. We must become more actual than presumptive represen- 
tatives of the membership. Starting at the district branch level, 
we should spare no effort to interest and recruit new members, 


to inform and listen to old members, and to appreciate differ- 
ences while reaffirming our common and shared purposes. 
There is no better place to become aware of and show respect 
for the pluralistic nature of the Association. This should include 
the Area level and the Assembly as well as the function of the 
Board of Trustees and the Association’s appointees to allied or- 
ganizations, including the American Medical Association and 
the American Board of Psychiatry and Neurology. It is time 
that “the will of the membership" should come to signify more 
than the willfulness of self-styled exclusive spokesmen at any 
level of the organization. Among other things, this pluralism re- 
flects psychiatric roles and internal conflicts; modalities of in- 
volvement; practice and delivery of services; diagnostic, thera- 
peutic, preventive, and research orientations; ethnic, regional, 
or other group interests; and assorted overlapping concerns. 
These should be considered in the way we preserve the existing 
district branch structure or modify it according to geographical 
and numerical exigencies and in the choices we offer through 
our nominating and election procedures and our provisions for 
continuity and succession. Our goal is to achieve accurate and 
resourceful representation by delegates and alternate delegates 
whether this structure or an alternative prevails. 


2. We need to strengthen the Area level, not at the expense of 
district branch efficiency and autonomy, but for purposes of ju- 
dicious sifting and channeling of priorities from among the un- 
settled and unsettling problems identified by the district 
branches. We have much to learn about the advantages and dis- 
advantages of Areas consisting of one state and those com- 
prising several. We have much to ponder over the selection, 
role, and function of Area representatives and deputy represen- 
tatives and those of Area Trustees, including tenure. 


3. We have to reexamine these same or similar notions of rep- 
resentation and activities for the Assembly Executive Com- 
mittee and the Assembly officers, particularly in regard to cur- 
rent or new components of the Association and the conduct of 
business pertaining to present and future developments. 


Our Speaker has addressed many of these problems in his re- 
cent messages to members of the Assembly and presidents-elect 
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of district branches. All incoming information will be reviewed, 
and inquiry and dialogue directed toward productive changes 
will be pursued. > 


* 


CONCLUSIONS 


Our tendency to debate for the sake of debate or as a contest 
of parliamentary sophistication needs to be limited to enhance 
the responsible efficiency and accountable productivity of 
our operations. Unwitzingly, we seem to have routinely adopted 
the very thing we have been accused of lacking, namely, the ad- 
versary principle. Perhaps Occam’s razor should be invoked— 
we might avoid assuming more polarizing or mutually exclusive 
hypotheses and attitudes than are necessary and sufficient for 
recognizing, understanding, and dealing with difficulties among 
ourselves. 

Whenever we deal with differences in personal or group opin- 
ion, inclination, or belief, we need to refrain from implying that 
the properly scientific belongs only to us, while claiming that 
our adversary’s position is improperly political. For consistency 
and credibility among ourslves, with other professionals, or 
with the public at large and for the restitution of our much cher- 
ished but variously tarnished image, we must be aware of the 
false and unconvincing logic of insisting that the essential and 
exclusive scientific evidence is on our side when a differing col- 
league can invoke the same position. When defining our field, 
we should do so boldly and affirmatively rather than deren- 
sively, differentially, and antagonistically. We should recognize 
whatever valid contributions we have made to medicine and 
what it has adopted almost secretly from us instead of begging 
to be reinstated zs if our status is doubtful and our station 
threatened. 

In my attempt to become deserving of the honor and privi- 
lege of leadership as Speaker, I will state one premise and sev- 
eral promises. The premise is that I only regret that I have but 
one livelihood to lose to my APA. The audacious promises are 
that I shall try to be alert to issues as they emerge, sensitive and 
discerning toward claims as they may be made, and as respon- 
sive to both as I can responsibly be. 


MiLTIADES L. ZAPHIROPOULOS, M.D. 
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Report of the Committee of Tellers 


THE COMMITTEE OF TELLERS met at APA headquarters in 
Washington, D.C., on April 9, 1975. Committee members 
present were Dr. Donald McKnew and Dr. Leon Cytryn. Dr. 
Eugene Hargrove, committee chairman, was ill and could not 
attend; Dr. John Spiegel, APA President, appointed Dr. Louis 
Rittelmeyer to serve on the committee in Dr. Hargrove's ab- 
sence, and Dr. McKnew was appointed acting committee chair- 
man. Rulings were made on irregular ballots and votes noted in 
the final report presented to the Board of Trustees on April 12, 
1975. 

There were 19,183 eligible voters. Of these, 10,526 (55 per- 
cent) returned ballots. In the two areas in which a Trustee was 
being elected, Areas II and V, 53 percent and 57 percent, re- 
spectively, of the eligible voters returned ballots. 

It was noted that 18 voters returned ballots in unofficial enve- 
lopes and 13 returned the ballot envelopes without ballots in 
them. There were only three requests for ballots from members 
who did not receive them; a fourth request was from a non- 
member. Ballots were not mailed to these members, in accord- 
ance with the guidelines for a totally secret election in 1975, as 


This is an edited version of the report presented by the Chairman of the 
Committee of Tellers at the annual business meeting in Anaheim, Cal- 
if., May 6, 1975. 
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recommended by the Ad Hoc Committee on Election Proce- 
dures and adopted by the Board of Trustees. 

On April 9, 1975, the Committee of Tellers certified the fol- 
lowing individuals as elected: Dr. Robert W. Gibson, President- 
Elect; Dr. Daniel X. Freedman, Vice-President (to serve a two- 
year term); Dr. Jack A. Wolford, Vice-President (to serve a 
one-year term); Dr. Jules Masserman, Secretary (to serve a 
two-year term); Dr. Jack Weinberg, Treasurer (to serve a one- 
year term); Dr. Lewis L. Robbins, Trustee at Large; Dr. Louis 
Linn, Area II Trustee; and Dr. Bruce Alspach, Area V Trustee. 

In addition, the Committee of Tellers certified that the fol- 
lowing amendments to the Constitution and By-laws were ap- 
proved: Article VII, Section 1; Chapter 3, Section 3; Chapter 9, 
Section 1; and Chapter 11, Section 1. 

In every instance, percentages of those in favor or opposed 
were calculated to conform to the requirements contained in the 
Constitution and By-Laws for the adoption of amendments. 


EUGENE A. HARGROVE, M.D. 
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1975 Annual Report of the American Board of Psychiatry and Neurology, Inc. 


OFFICERS AND MEMBERS OF THE BOARD 


AT ITS ANNUAL MEETING on Sept. 29, 1974, the Board elected 
the following officers: Dr. William M. Landau, President; Dr. 
Milton Greenblatt, Vice-President; and Dr. Robert L. 
Stubblefield, Secretary-Treasurer. 

To better cope with the increasing amount of business, the 
Board and its sponsoring societies agreed to expand Board 
membership from 12 to 16 members, with the addition of two 
Directors for psychiatry and two for neurology. Under the 
Board's revised bylaws, the American Psychiatric Association 
nominated five directors and the AMA Section Council on Psy- 
chiatry nominated three. The two additional neurology direc- 
tors are nominated by the American Academy of Neurology. 

The 1975 Directors of the American Board of Psychiatry and 
Neurology, Inc., are as follows: 

Nominated by the American Medical Association: Dr. Rob- 
ert L. Stubblefield* (term expires December 1975), Dr. Richard 
M. Steinhilber (term expires December 1977), Dr. James Sus- 
sex** (term expires December 1979), Dr. Thomas R. Johns** 
(nominated to succeed Dr. Clark H. Millikan, who completed 
his second four-year term in December 1975), and Dr. Robert J. 
Joynt (term expires December 1976). 

Nominated by the American Psychiatric Association: Dr. 
Chester M. Pierce (nominated to succeed himself for a second 
term of four years, beginning Jan. 1, 1975), Dr. Harvey Tomp- 
kins* (term expires December 1975), Dr. Milton Greenblatt* 
(term expires December 1976), Dr. Marc H. Hollender (term 
expires December 1977), and Dr. Alfred M. Freedman** (term 
expires December 1979). 

Nominated by the American Neurological Association: Dr. 
Melvin Yahr** (nominated to succeed Dr. Samuel Trufant, 
who completed his second four-year term in December 1975), 
Dr. William M. Landau* (term expires December 1975), Dr. 
David B. Clark* (term expires December 1976), and Dr. Thom- 
as A. Farmer (term expires December 1977). 

Nominated by the American Academy of Neurology: Dr. 
Audrey S. Penn* (term expires December 1979) and Dr. Dewey 
K. Ziegler** (term expires December 1979). 


EXAMINATIONS 


Part I 


At the Part Í exa 
psychiatrists were 








ff'ation (written) on April 29, 1974, 1,271 
sted; 804 (63 percent) passed and 467 (37 


an edited version of the report presented by the American Board 
01 Psychiatry and Neurology, Inc., to the American Psychiatric Associ- 
ation, April 12, 1975. 


* These Directors are serving their second term of four years and are not 
eligible for reappointment. 


**Elected in 1975. 


percent) failed. Of the 356 neurologists examined, 255 (72 
percent) passed and 101 (28 percent) failed. 

For the 1975 Part I examination, 2,071 psychiatrists and 493 
neurologists have accepted assignment. (See table | for the 
number of candidates declared eligible and notified for Part I in 
1974, and table 2 for a comparison of these figures with other 
years.) 

During 1974-1975, 436 physicians (318 psychiatrists and 118 
neurologists) applied for examination under the Board’s new 
policy of admitting candidates to the Part I examination at the 
completion of the residency. 


Part I1 


There were 496 candidates present at the Part I] examination 
given in Los Angeles, Calif., April 1-2, 1974. (See tables 3 and 4 
for statistics on this examination.) One of the Board's largest 
Part II exeminations to date was held in New York City, Sept. 
30-Oct. 1, 1974. There were 668 candidates tested —490 psychi- 
atrists and 178 neurologists. (See tables 5 and 6 for statistics on 
the New York examination.) The Board's most recent Part II 
examination was administered Feb. 3-4, 1975, in Atlanta, Ga., 
to 337 candidates. See tables 7 and 8 for statistics on this exam- 
ination. 

The Part H examination schedule for 1975-1976 includes ex- 
aminations in Boston on May 19-20, in St. Louis on Oct. 6-7, 
in New Orleans on Jan. 19-20, in Los Angeles on April 12-13, 
in Minneapolis on June 21-22, and in Chicago on Oct. 18-19. 
The 1976 examinations in Child Psychiatry will be held in Los 
Angeles on March 8-9. 


TABLE |i 
Number Declared Eligible and Notified for Part 1 Written Examination 
on April 21, 1975 


Item Psychiatry Neurology Total 


Number declared eligible and notified — 2,452 678 3,130 

Number who declined or withdrew 381 185 566 

Number remaining for written 
examination as of March 4, 1974 


2,071 493 2.564 


TABLE 2 


Six-Year Comparison of Number Declared Eligible and Notified for 
Part I Examination 


Item 1970 1971 1972 1973 1974 1575 


Total eligible 1,682 1,751 1,552 1,999 2,098 3,130 
Total who accepted examina- 
tion 1,262 1,412 1,119 1,381 1,821 2,564 


Total who actually appeared 1,065 1,068 965 1,205 1,627 — 
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TABLE 3 
Analysis of Performance of Group Who Took Part II Examination in Los Angeles, Calif., April 1974 


Psychiatry Neurology Child Neurology Total 
Item Number Percent Number Percent Number Percent Number Percent 
Candidates 373 T52 117 23.6 6 * 12 496 100.0 
Results 
Pass 213 57.1 8] 69.2 3 5.0 297 59.9 
Fail 53 14.2 12 10.3 0 — 65 13.1 
Fail (must reapply) 47 12.6 5 4.3 3 5.0 55 11.1 
Condition 60 16.1 19 16.2 0 — 79 15.9 
TABLE 4 


Analysis of Performance of United States ( N —382) and Foreign / N 114) Medical School Graduates Who Took Part Il Examination in Psychiatry 
in Los Angeles, Calif., Aprii 1974 


United States Graduates Foreign Graduates 
Results Number Percent Number Percent 
Pass 223 58.4 | 74 64.9 
Fail 57 14.9 8 7.0 
Fail (must reapply) 31 8.1 24 21.1 
Condition 71 18.6 8 1.0 


TABLE 5 
Analysis of Performance of Group Who Took Part Il Examination in New York, N.Y., October 1974 


Psychiatry Neurology Child Neurology Total 
Item Number Percent Number Percent Number Percent Number Percent 
Candidates 490 73.4 155 23.2 23 : 3.4 668 100.0 
Results 
Pass 300 61.2 108 69.7 15 65.2 297 59.9 
Fail 83 17.0 13 8.4 2 8.7 98 14.7 
Fail (must reapply) 34 6.9 10 6.4 0 — 44 6.6 
Condition 73 14.9 24 15.5 6 26.1 103 15.4 
TABLE 6 


Analysis of Performance of United States {N=544) and Foreign {N=124}) Medical School PIDE Who Took Part ll ExdWination in Psychiatry 
in New York, N.Y., October 1974 


United States Graduates Foreign Graduates 
Results Number Percent Number Percent 
Pass 357 65.6 66 53.3 
Fail 66 12.1 32 25.8 
Fail (must reapply) 38 7.0 6 4.8 
Condition 83 15.3 20 16.1 
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Analysis of Performance of Group Who Took Part II Examination in Atlanta, Ga., February 1975 


Psychiatry Neurology Child Neurology Total 
Item Number Percent Number Percent Number Percent Number Pe-cent 
Candidates 294 78.0 75 19.9 8 2.1 377 100.0 
Results 
Pass 187 63.6 50 66.7 8 100.0 245 65.0 
Fail 26 8.8 3 40 0 — 29 7.7 
Fail (must reapply) 44 15.0 10 13.3 0 — 54 14.3 
Condition 37 12.6 12 16.0 0 — 49 13.0 
TABLE 8 


Analysis of Performance of United States ( N 307) and Foreign (N —70) Medical School Graduates Who Took Part ll Examination in Psychiatry 


in Atlanta, Ga., February 1975 


United States Graduates 


Results Number 
Pass 211 
Fail 24 
Fail (must reapply) 30 
Condition 42 


CHILD PSYCHIATRY 


Members of the current Committee on Certification in Child 
Psychiatry are: Dr. John F. McDermott, Chairman: Dr. Rich- 
ard S. Ward, Vice-Chairman; Dr. Barbara Fish, Secretary- 
Treasurer; Dr. Stuart M. Finch; Dr. Jeanne Spurlock; Dr. Jo- 
seph Green; and Dr. Richard W. Olmsted. 

During its March 1975 examinations in Atlanta, the com- 
mittee held a series of discussions with the American Board of 
Pediatrics after committee and Board members observed each 
other's examinations. 

The committee has received grants totaling $103,000 from 
the Grant Foundation, the Ittleson Family Foundation, and the 
Maurice Falk Fund for a three-year study of certification in 
child psychiatry. 


BOARD POLICY DECISIONS 


The Board recommended the exploration of ways and means 
to deal with foreign ents regarding approval of training 
programs, entry to gfaminations, and approval of foreign cer- 
tificates. The Boafl has asked its parent bodies for recommen- 
dations regardi% credit for training programs outside the 
and Canada. Dr. Robert J. Joynt has been dis- 
mf subject with representatives from Great Britain. 
€ Board established a Standing Committee for Special 
ompetence to serve as a liaison for groups requesting sub- 
specialty status. The committee is chaired by Dr. James Sussex. 

The Board agreed that its new requirements for residency 
training be applied to individuals entering training programs 
July 1, 1977. 

The Board is actively exploring the use of alternative exam- 









Foreign Graduates 


Percent Number Percent 
68.7 34 48.6 
7.8 5 7.1 
9.8 24 34.3 
13.7 7 10.0 


ination formats. A new Audio-Visual Examination Committee 
has been formed to work with personnel from the'Audio-Visual 
Education Services Learning Resources Laboratory at Brent- 
wood Veterans Administration Hospital and UCLA Behavioral 
Sciences Media Laboratory. The committee plans to develop a 
library of 30-minute filmed psychiatric and neurological case 
studies. The Board plans to test an examination format that 
calls for car.didates tc view a filmed patient interview and then 
be questioned by a “live” examiner. The filmed interview may 
eventually replace one oral section in psychiatry and neurology. 

At its Part II examination in February in Atlanta, the Board 
administered an experimental audio-visual written examination 
to all new candidates and examiners. Candidates were advised 
that the audio-visual writen test would have no impact on their 
grade and that answers to the questions would be provided im- 
mediately after the examination. Candidates were advised that 
the audio-visual written examination would serve as a Board 
preparatory session. It was felt that this kind of educational in- 
centive would elicit 100 percent cooperation from candidates 
and examiners; this proved to be true. 

The audio-visual written examination will be administered to 
candidates and examiners in Boston. A biostatistical consultant 
retained by the Board will gather data to determine the reli- 
ability, validity, and comparability of the audio-visual written 
test with the Part I and Pert II formats. 

The Board decided to poll its parent bodies on recertification 
to elicit the broadest possible discussion and suggestions re- 
garding the form and content of a recertification examination 
and the method of evaluating candidates. 


LEsTER H. Rupy, M.D. 
Executive Director 
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Proposed Amendments to the By-Laws 


The amended Constitution and By-Laws became effective in 
May 1975. The proposals that follow were received within the 
60-day deadline before the annual meeting and were presented 
at the annual business session. They will appear on the ballot in 
March 1976. 

Note: The following changes in type style indicate the kind of 
change proposed in the By-Laws: 1) underlining = proposed 
additions to the By-Laws (e.g., "by resolution of the Assem- 
bly”); and 2) brackets = proposed deletions from the Constitu- 
tion and By-Laws (e.g., “may originate [either] . . .''). Articles 
and sections of the Constitution and chapters and sections of 
the By-Laws that are not listed here have not been subject to 
any proposed changes. 


CHAPTER THREE. BOARD OF TRUSTEES 


Section 1 


. Each year two Area Trustees and one Trustee-at-Large will 
be elected for three-year terms, until such time as the number of 
areas may be increased. Candidates for Trustee-at-Large will 
be nominated and elected by procedures established by the 
Board. Area Trustees shall be nominated [and elected] by pro- 
cedures established by the Assembly. 


CHAPTER EIGHT. PRIVILEGES AND RESPONSIBILITIES 


Section 5 


The voting membership may initiate referenda or change an 
. action of the Board by the following procedure: A petition 
signed by at least 200 voting members shall be submitted to the 
Secretary no later than [January 1] December 15 to be voted on 
in the mail ballot [for that year] in the following year. A state- 
ment from the petitioners setting forth the reasons for the ac- 
tion and a statement from the Board shall accompany the bal- 
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lot. A simple majority of 40 percent of the eligible voting 
members shall be required for approval. 


CHAPTER NINE. VOTING 


Section | 


[Any voting member, nominated for office by a petition 
signed by 200 or more members eligible to vote shall have his/ 
her name included on the official ballot for the next general 
election, provided that such petition has been filed with the Sec- 
retary no later than January 1 of the year he/she would be elect- 


ed.] Nominations for national office except that of Area Trustee 
shall be made by a) the Nominating Committee; or b) by a peti- 
tion signed by 200 or more members eligible to vote. Nomi- 
nations for Area Trustee shall be made by a) procedures estab- 
lished by the Assembly; or b) by a petition signed by 50 or more 
members of that area who are eligible to vote. Nominating peti- - 
tions must be filed with the Secretary before December 15 of 
the year immediately previous to the one in which the nominee 


would be elected. 


CHAPTER TEN. COMPLAINT PROCEDURE AND 
DISCIPLINARY ACTION 


Section 1 


A complaint concerning the behavior of a member of this As- 
sociation shall be in writing, signed by the complainant, and 
filed with the Secretary. The Secretary shall refer it to the ap- 
propriate District Branch for investigation and action. The Sec- - 
retary shall notify the accused member that he/she has received 
such a complaint and has forwarded it to the member's local 
District Branch and shall inform the accused member of his/her 
right to appeal any forthcoming action to the Board of 
Trustees. The District Branch may appeal to the Board of 
Trustees for relief from responsibility for considering any com- 
plaint. [The complainant] The member against whom the com- 
plaint was brought shall have the right of appeal to the Board 
for reconsideration of the decision of the District Branch. 





MOBAN 


(molindone HCI) 


THE FIRST OF A NEW CLASS OF 
ANTIPSYCHOTICS TO TREAT THE MANIFESTATIONS 
OF SCHIZOPHRENIA 





CHEMICALLY UNIQUE: MODAN" is completely unrelated structurally 
or chemically to any of the three main categories of major anti- 
psychotics currently available* MOBAN® represents a new class of 
antipsychotic...the dihydroindolones, oxygenated indole derivatives. 

*Please see list of reference literature on comparative studies. 


MOBAN (molindone HCI) PERMITS PATIENT 
PARTICIPATION AND COOPERATION IN A PROGRA 
OF ON-GOING REHABILITATION 


CONTROLS SCHIZOPHRENIC 
SYMPTOMS AS IT MOBILIZES 
THE PATIENT TOWARD 
PRODUCTIVE ACTIVITY 


\t the start of therapy, MOBAN® can often 
:ontrol schizophrenic symptoms. MOBAN* 
cts rapidly—usually within 2 to 4 weeks 


—attaining maximum theropeutic bene- 


it by the third treatment month. Once 


“ontrol is achieved, it con often be main- 


ained with MOBAN*. MOBAN^ produces 
ncreased functional activity which may 
allow a gradual return to the world the 


»atient has left behind: his family, his job, 


and his social activities. (Of course, in 


certain instances where increased activ- 


ty is contraindicated, caution should be 
exercised.) 


In controlled pre-introductory stud- 





RAPIDLY AIDS ARREST OF ACUTE 
OR CHRONIC PSYCHOTIC SYMPTOMS 
OF SCHIZOPHRENIA 





ies, MOBAN" produced significant improve 
ment of thought, affective, motor, ani 
behavioral disorders. 


HELPS KEEP PATIENTS 
ALERT RESPONSIVE TC 






Because MOBAN® Mags been shown te 
produce a sense of alé«mess in certait 
patients, it may be usefÜtqQ. some 
who are withdrawn and opathew 
MOBAN® (molindone HCl) does n 

produce the prolonged dulling effect 
observed with earlier antipsychotic 
This lack of continued sedation shouk 
make for a more cooperative, bette 
functioning patient...one who will be 
able to assume a more active role in hi 
over-all rehabilitation, and one less likel 





ACTIVATES MANY WITHDRAWN AND 
APATHETIC PATIENTS 


to discontinue the needed maintenance 
medication. A beneficial sense of well- 
being occurs in some patients (others 
may experience an abnormal, exagger- 
ated sense of well-being). 


AN EFFECTIVE 
THERAPEUTIC ALTERNATIVE 


When patients are unresponsive or have 
»ecore refractory to their current medi- 
sation or suffer certain untoward side 
affects, MOBAN" offers a clear-cut thera- 
»eutic alternative. MOBAN® may be effec- 
ively used for the newly diagnosed 
ichizophrenic, on a long-term, in-patient 
»asis, or later on when the patient has 
assumed an out-patient status. In short, 
3t any step on the way home. 


?HARMACOLOGIC PROFILE 


[he pharmacologic profile of MOBAN" in 
aborotory animals resembles thot of 
other major antipsychotic agents in that 
t causes the reduction of spontaneous 
ocomotion and aggressiveness, sup- 
oression of conditioned psychotic 
esponses and antagonism of the bizarre, 
itereotyped behavior and hyperactiv- 
ty induced by amphetamines. In addi- 
ion, MOBAN® antagonizes the depres- 
iion caused by the tragefilizing agent, 
etrabenazine. 

In human clinigol studies, tranquili- 
ration is achieveein the absence of mus- 
le relaxina. æ incoordinoting effects. 
Jasedaei ÉEG studies, MOBAN® exerts its 
efs on the ascending reticular activa- 
Ing system. 

Human metabolic studies show 
AOBAN“ to reach peak blood levels within 
one hour after oral administration. 

Tolerance has not developed dur- 
ng long-term (3 years) therapy in 
imited pre-introductory studies. 

PLEASE NOTE: Lenticular opacities 


and skin pigmentation offen seen with 
other currently-prescribed antipsychotics, 
have not been observed during pre- 
introductory studies with MOBAN”...malk- 
ing it suitable for those patients from 
whom other medication should be with- 
drawn due to those side effects. Such 
adverse effects result principally from 
long-term, high dose phenothiazine 
therapy. The possibility that similar ad- 
verse reactions may occur with MOBAN® 
should be kept in mind. 


USUAL DOSAGE RANGES 


Initial and maintenance dosages of 
MOBAN® (molindone HCI) should be in- 
dividualized, and the minimal effective 
dose should be employed. Elderly and 
debilitated patients should be started on 
lower doses. 


Mild 5 mg three or four times a day, up to 
15 mg three or four times a day. 
Moderate 10 mg three or four times a 
day, up to 25 mg three or four times 
a day. 


Severe Daily dosages up to 225 mg may 
be required. 


AVAILABLE AS TABLETS IN THREE 


DOSAGE STRENGTHS 
9922 
9 mg lOmg 25mg 
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MODBAN'(molindone HCI) 


DESCRIPTION MOBAN* (molindone hydrochloride) is a dihydroindo- 
lone compound which is not structurally related to the phenothia- 
zines, the butyrophenones or the thioxanthenes. 

MOBAN* is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4(5H)-one hydrochloride. It is a white crystalline powder, freely 
soluble in water and alcohol and has a molecular weight of 312.67. 
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MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN® (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN® antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 

In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN" exerts its effect on the ascending reticular activating 
system. 

Human metabolic studies show MOBAN* to reach peak blood levels 
within one hour after oral administration. 


INDICATIONS MOBAN* (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 


CONTRAINDICATIONS MOBAN* (molindone hydrochloride) is con- 
traindicated in severe central nervous system depression (alcohol, 
barbiturates, narcotics, etc.) or comatose states, and in patients 
with known hypersensitivity to the drug. 


WARNINGS Usage in Pregnancy Studies in the pregnant patient 
have not been carried out. Animal reproductive studies have not 
demonstrated a teratogenic potential. The anticipated benefits must 
be weighed against the unknown risks to the fetus if used in these 
patients. 


Nursing Mothers Data is not available on the content of MOBAN* 
(molindone hydrochloride) in the milk of nursing mothers. 


Usage in Children Use of MOBAN* (molindone hydrochloride) in 
children below the age of twelve years is not recommended because 
safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN" (molindone hydro- 
chloride) may note drowsiness initially and they should be advised 
against activities requiring mental alertness until their response to 
the drug has been established. 

Increased activity has been noted in patients receiving MOBAN" . 
Caution should be exercised where increased activity may be 
harmful. 


ADVERSE REACTIONS Transient initial drowsiness was noted most 
frequently. Noted less frequently were Parkinsonian reactions (aki- 
nesia characterized by rigidity, immobility and reduction of volun- 
tary movement and tremor), akathisia. restlessness, insomnia, 
depression, feeling of dizziness, blurred vision, hyperactivity, 
euphoria, dry mouth, headache, nausea and tachycardia. Upon 
abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 

Others which were observed included weight gain, weight loss, 
suicidal thinking, postural hypotension, initial heavy menses, amen- 
orrhea, lactation, rash, spasticity, dystonia, akinesia, oculogyric 
crisis, gastrointestinal upset, increased libido, leukopenia, and 
nonspecific EKG changes. 


ADVERSE REACTIONS NOTED WITH OTHER ANTIPSYCHOTIC AGENTS 
The following adverse reactions have been observed with phenothi- 
azine antipsychotic drugs. MOBAN* (molindone hydrochloride) dif- 
fers chemically and to some degree pharmacologically from 
phenothiazines, but the possibility that similar adverse reactions 
may occur with MOBAN* (molindone hydrochloride) should be kept 
in mind. 


Drowsiness Usually mild to moderate, may occur, particularly during 
the first or second week, after which it generally disappears. If trou- 
blesome, dosage may be lowered. 


Jaundice Over-all incidence has been low, regardless of indication 
or dosage. Most investigators conclude it is a sensitivity reaction. 
Most cases occur between the second and fourth weeks of therapy. 
The clinical picture resembles infectious hepatitis, with laboratory 
features of obstructive jaundice, rather than those of parenchymal 
damage. It is usually promptly reversible on withdrawal of the medi- 
cation; however, chronic jaundice has been reported. There is no 
conclusive evidence that pre-existing liver disease makes patients 
more susceptible to jaundice. Alcoholics with cirrhosis have been 
successfully treated with phenothiazine, without complications. 
Nevertheless, the medication should be used cautiously in patients 
with liver disease. Patients who have experienced jaundice with a 
phenothiazine should not, if possible, be re-exposed to 
phenothiazines. 

If fever with grippe-like symptoms occurs, test for increased biliru- 
bin or for bile in urine. If tests are positive, stop treatment. 

Liver function tests in jaundice induced by the drug may mimic 
extrahepatic obstruction; withhold exploratory laparotomy until 
extrahepatic obstruction is confirmed. 





Hematological Disorders Including agranulocytosis, eosinophilia, 
leukopenia, hemolytic anemia, thrombocytopenic purpura, and pan- 
cytopenia, though rare, have been reported. 


bree Observe patients regularly for sudden appearance 
of sore throat or other signs of infection. If white blood counts and 
differential smears indicate cellular depression, stop treatment and 
start antibiotic and other suitable therapy. 

Most cases have occurred between the 4th and 10th weeks of ther- 
apy; patients should be watched closely during that period. 


Moderate suppression of white blood cells is not an indication for 
stopping treatment unless accompanied by the symptoms described 
above. 

Cardiovascular: 

Hypotensive Effects Postural hypotension, simple tachycardia, 
momentary fainting and dizziness may occur after the first injection; 
occasionally after subsequent injections; rarely after the first oral 
dose. Usually recovery is spontaneous and symptoms disappear 
within 2 to 2 hours. Occasionally, these effects may be more severe 
and prolonged, producing a shock-like condition. 


EKG Changes Particularly nonspecific, usually reversible Q and T 
wave distortions —have been observed in some patients receiving 
phenothiazine tranquilizers. Their relationship to myocardial dam- 
age has not been confirmed. 

Note: sudden death, apparently due to cardiac arrest, has been 
reported, but there is not sufficient evidence to establish a rela- 
tionship between such deaths and the administration of the drug. 


C.N.S. Effects: 

Neuromuscular (Extrapyramidal) Reactions Closely resembling 
parkinsonism, and motor restlessness have occurred most 
frequently in psychiatric patients receiving high dosages. Dystonic 
reactions have been reported occasionally. Such symptoms usually 
disappear soon after dosage is lowered, the drug temporarily with- 
drawn, and/or concomitant administration of an anti-parkinsonism 
agent. (Note: Levodopa has not been found effective in relief of 
these neuromuscular reactions.) In severe cases suitable supportive 
measures such as maintaining a clear airway and adequate hydra- 
tion should be used. When phenothiazine is reinstituted, it should be 
at a lower dosage. 

Hyperreflexia has been reported in the newborn. 


Persistent Tardive Dyskinesia As with al! antipsychotic agents, 
tardive dyskinesia may appear in some patients on long-term ther- 
apy or may appear after drug therapy has been discontinued. The 
risk appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be accompanied by 
involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia; anti- 
parkinsonism agents usually do not alleviate the symptoms of this 
syndrome. It is suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be necessary to reinsti- 
tute treatment, or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may be masked. 

It has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


Adverse Behavioral Effects Psychotic symptoms and catatonic-like 
states have been reported rarely. 


Other C.N.S. Effects Cerebral edema has been reported. 

Convulsive seizures (petit mal and grand mal) have been reported, 
particularly in patients with EEG abnormalities or history of such 
disorders. 

Abnormality of the cerebrospinal fluid proteins has also been 
reported. 


Allergic Reactions Of a mild urticarial type of photosensitivity are 
seen. Avoid undue exposure to sun. More severe reactions, including 
exfoliative dermatitis, have been reported occasionally. 


Endocrine Disorders Lactation and moderate breast engorgement 
may occur in females on large doses. If persistent, lower dosage or 
withdraw drug. False positive pregnancy tests have been reported, 
but are less likely to occur when a serum test is used. Amenorrhea 
and gynecomastia have also been reported. Hyperglycemia, hypogly- 
cemia and glycosuria have been reported. 


Autonomic Reactions Occasional dry mouth; nasal congestion; con- 
stipation; adynamic ileus; urinary retention; miosis and mydriasis. 


Special Considerations in Long-Term Therapy Skin pigmentation 
and ocular changes have occurred in some patients taking substan- 
tial doses of phenothiazines, for prolonged periods. 


Skin Pigmentation Rare instances of skin pigmentation have been 
observed in hospitalized mental patients, primarily females who 


have received the drug usually for three years or more in higher dos- 
ages. The pigmentary changes, restricted to exposed areas of the 
body, range from an almost imperceptible darkening of the skin to a 
slate gray color, sometimes with a violet hue. Histological examina- 
tion reveals a pigment, chiefly in the dermis, which is probably a 
melanin-like complex. The pigmentation may fade following discon- 
tinuance of the drug. 


Ocular Changes Ocular changes have occurred more frequently 
than skin pigmentation and have been observed both in pigmented 
and nonpigmented patients receiving phenothiazines, usually for 
two years or more. Eye changes are characterized by deposition of 
fine particulate matter in the lens and cornea. In more advanced 
cases, star-shaped opacities have also been observed in the 
anterior portion of the lens. The nature of the eye deposits has not 
yet been determined. A small number of patients with more severe 
ocular changes have had some visual impairment. In addition to 
these corneal and lenticular changes, epithelial keratopathy and 
pigmentary retinopathy have been reported. Reports suggest that 
the eye lesions may regress after withdrawal of the drug. 

Since the occurrence of eye changes seems to be related to dosage 
levels and/or duration of therapy, it is suggested that long-term 
patients on moderate to high dosage levels have periodic ocular 
examinations. 


Etiology The etiology of both of these reactions is not clear, but 
exposure to light, along with dosage/duration of therapy, appears to 
be the most significant factor. If either of these reactions is ob- 
served, the physician should weigh the benefits of continued ther- 
apy against the possible risks and, on the merits of the individual 
case, determine whether or not to continue present therapy, lower 
the dosage, or withdraw the drug. 


Other Adverse Reactions Mild fever may occur after large I.M. 
doses. Hyperpyrexia has been reported. Increases in appetite and 
weight sometimes occur. Peripheral edema and a systemic lupus 
erythematosus-like syndrome have been reported. 

Note: There have been occasional reports of sudden death in 
patients receiving phenothiazines. In some cases, the cause 
appeared to be asphyxia due to failure of the cough reflex. In others, 
the cause could not be determined. There is not sufficient evidence 
to establish a relationship between such deaths and the adminis- 
tration of phenothiazines. 

DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized, and 
the minimal effective dose should be employed. Elderly and debili- 
tated patients should be started on lower dosage. 


Dosage schedule, based on severity of symptomatology 

1. Mild — 5 mg three or four times a day; an increase to 15 mg three, 
or four times a day may be required. 

2. Moderate— 10 mg three or four times a day; an increase to 25 mg 
three or four times a day may be required. 

3. Severe—daily dosage as high as 225 mg may be required. 


DRUG INTERACTIONS Potentiation of drugs administered concur- 
rently with MOBAN® (molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not shown increased 
toxicity when MOBAN® is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 
Gastric lavage is indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in water. 
Since the absorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 
Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 
A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN® is excreted unmetabolized in the urine.) However, poor 
response of the pati ay justify use of these procedures. While 
the use of laxatives or enfgas might be based on general princi- 
ples, the amount of unmetabo MOBAN® in feces is less than 1%. 
Extrapyramidal symptoms have Pesponded to the use of diphenhy-. 
dramine (Benadryl* ) and the synt®tic anticholinergic antiparkinson 
agents, (i.e., Artane*, Cogentin” , Akiffedgn"). 
HOW SUPPLIED As tablets in bottles of 10 
and colors as follows: * aei. 
9 mg orange *Benadryl — Trademark, Parke Davis-agd Co. 

10 mg lavender | "Artane— Trademark, Lederle Laboratori 
25 mg light green} * Cogentin — Trademark, Merck Sharp & Dohm 

* Akineton — Trademark, Knoll Pharmaceutical Co. 
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BENZTROPINE MESYLATE MSD). 


ighly effective against - 
j)henothiazine-induced - 
extrapyramidal symptoms 


often permits needed chemotherapy to continue by controlling 
drug-induced extrapyramidal manifestations such as: ; 
tremor, akathisia, motor restlessness, muscular rigidity, drooling, 
dystonic reactions. (However, certain extrapyramidal disorders, 
such as tardive dyskinesia, usually do not respond to therapy 

ith COGENTIN.) 

in some patients, however, the phenothiazine dosage may have | 
0 be reduced or discontinued. After one or two weeks, 

STAR should be withdrawn to determine the continued . 

need for it 






















ontraindications: Children under three years of age; use cautiously in older children. 


arnings: Safe use in pregnancy not established. May impair. mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machmary or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
eakness and inability to move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
isual hallucinations reported occasionally, May intensify mental symptoms when- used 
o treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 


ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive BASIIRSIS ana in some instances may aggravate 
or unmask such symptoms. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating. If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 
impaired. Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. |f. dry mouth causes. difficulty 
in swallowing or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs j#frequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, | istlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but. occa: 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin patients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are usually 
| poor candidates: for therapy. Do not terminate other antiparkinsonism agents abruptly; 
| reduce gradually. When benztropine mesylate is used with levodopa the usual dose of 
| each may need to be reduced. Certain extrapyramidal disorders that develop slowly, such 
| as tardive dyskinesia, usually do not respond to the drug. 


| How Supplied: Tablets in three strengths: 0.5. mg and 1 mg. benztropine mesylate, in 
| bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 

| containing L .Ü mg benztropine mesylate and 9.0 sodium chloride per ml, in ^ 

' 2ml ámpuls MSD 


For more detailed information, consult your uso representative or see full 
prescribing information. Merck Sharp & Dohme, Division of Merck & Co., INC., : 
West Point, Pa. 19486 RUM . i DOHMI 


drugs can precipitate toxic psychosis; observe patients carėfully, especially at the be- - 
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Facts about dosage 
schedules of 
COGENTIN 


TT 


(Benztropine Mesylate| MSD) | 


in treating drug-induced 


extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 


‘|, parenterally. Dosage must be 
individualized according to the need 
of the patient. Some patients require 
more than recommended; others do 


not need as much. The tablet form 


` should be used when patients are 
- ebleto take oral medication. 


. When extrapyramidal symptoms 
. develop soon after initiation of 


phenothiazine treatment, they are 


-likely to be transient. One to2 mg 


COGENTIN orally two or three 


— times a day usually provides relief 


within one or two days. After one | 
0* two weeks, COGENTIN should 
be withdrawn to determine the 


. continued need for it. If symptoms 


recur, COGENTIN can be 
reinstituted. i 


- Certain extra Side disorders 


that develop slowly, such as tardive 


. dvskinesia, usually do not respond 
" to CCGENTIN. 


For more detailed information, 


: . See full prescribing information. 


Indication: For relief of mental depression. Contraindica- 
tions: Do not use MAO inhibitors concomitantly or within 2 
weeks of the use of this drug. Hyperpyretic crises or severe 
convulsive seizures may occur with such combinations; 
potentiation of adverse reactions can be serious or even 
fatal. When substituting Pertofrane (desipramine HCl) in 
patients receiving an MAO inhibitor, allow an interval of at 
least 14 days. Initial dosage in such patients should be low 
and increases should be gradual and cautiously pre- 
scribed. The drug is contraindicated following recent myo- 
cardial infarction and in patients with a known 
hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest 
care in patients with narrow-angle glaucoma or urethral or 
ureteral spasm. Do not use in patients with the following 
conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progres- 
sive heart failure, angina pectoris, paroxysmal tachycardia 
and active seizure disorder (may lower seizure threshold). 
This drug may block the action of the antihypertensive, 
guanethidine, and related adrenergic neuron-blocking 
agents. Hypertensive episodes have been observed dur- 
ing surgery. The concurrent use of other central nervous 
system drugs or alcohol may potentiate adverse effects. 
Since many such drugs may be used during surgery, desi- 
pramine should be discontinued prior to elective proce- 
dures. Caution patients on the possibility of impaired ability 
to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant. or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitiv- 
ity to the drug, use lower than normal dosage in adolescent 
and geriatric patients. Precautions: Potentially suicidal 
patients require careful supervision and protective mea- 
sures during therapy. Prescriptions should be limited to 
small quantities. Discontinuation of the drug may be nec- 
essary in the presence of increased agitation and anxiety 
shifting to hypomanic or manic excitement. Atropine-like 
effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic 
drugs (including antiparkinsonism agents). Prescribe cau- 
tiously in hyperthyroid patients and in those receiving 
thyroid medications; transient cardiac arrhythmias have 
occurred in rare instances. Periodic blood and liver studies 
should supplement careful clinical observations in all 
patients undergoing extended courses of therapy. 
Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, head- 
ache, disturbed visual accommodation, tremor, unsteadi- 
ness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling 
and neuromuscular incoordination. A confusional state 
(with such symptoms as hallucinations and disorientation), 
particularly in older patients and at higher dosage. may 
require discontinuation of the drug. Gastrointestinal Tract: 
anorexia, dryness of the mouth, nausea, epigastric dis- 
tress, constipation and diarrhea. Skin: skin rashes (includ- 
ing photosensitization), perspiration and flushing 
sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If 
jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. Blood Elements: bone- 
marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Tran- 
sient eosinophilia has been observed. Cardiovascular 
System: orthostatic hypotension and tachycardia. Care- 
fully supervise patients requiring concomitant vasodilating 
therapy, particularly during initial phases. Genitourinary 
System: urinary frequency or retention and impotence. 
Endocrine System: occasional hormonal effects, including 
gynecomastia, galactorrhea and breast enlargement, and 
decreased libido and estrogenic effect. Sensitivity: urticaria 
and rare instances of drug fever and cross-sensitivity with 
imipramine. Dosage: All patients except geriatric and ado- 
lescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be 
increased up to 200 mg. daily. Geriatric and adolescent 
patients should usually be started with lower dosage (25 to 
50 mg. daily) and may not tolerate higher doses. Dosage 
may be increased up to 100 mg. daily. Lower maintenance 
dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Mild anxiety and agita- 
tion which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative 
or tranquilizer may be indicated. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. 
capsules (maroon and pink), bottles of 100 and 1000; 
single-dose blister packs, boxes of 500. 
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The buck 
stops here. 


How often are you 
the last resort? 


Please read brief summary 
of prescribing information. 





How bestto encourage a producti 
one-to-one relationship for 
treatment of this most difficult 
emotional problem? 

Estat&jshing rapport with the 
depressed patient is basic to 
building patient confidence for 
productive psychotherapy. 
Pertofrane (desipramine HCl) car 
be a helpful adjunctto your therap 
particularly in the early stages, to 
help relieve depressive symptom: 
As the depression lifts, new 
pathways that permit enhanced 
cooperation for more effective 
psychotherapy are opened. 
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rtofrane “In many instances hospitalization bd 
ecific for Depression was avoided because of the drug’s ® 
[desipramine] rapid action, and 
m the report! of a clinical trial patients were able to function A R 
lesipramine in 105 depressed adequately on their jobs or at home (d 
rate patients. Usual dosage— throughout the treatment period." esipramine 
e 

) mg. per day "[Desipramine] exerted a faster hydrochloride NF) 
ere was a clearly parallel onset of action... compared to TL ` 
yrovement in sleep when previous use of imipramine.” Specific for Depression 
yression improved and a lack of 1. Marshall, M.H.: Psychopharmacology of 
i improvement when depression E kia eade Research, 
3 sustained." pa E a 

reliminary study? of "iios emet Damen AA || PHARMACEUDCAIS 
7 dus pert NT ! Psychiatry 121:1117, 1965 USV PHARMACEUTICAL MFG. CORP. 
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ients with depressive illnesses. 
Jal dosage— 75 to 150 mg. per 
', plus psychotherapy and 
quilizers as needed. 


Tested by time and experience i1 


Over a decade of controlled studies 
and clinical experience has shown 
the effectiveness of Ritalin in reduc- 
ing the hyperactivity,” distractibil- 
ity, ^^ and disorganized behavior ^ 
in the MBD child. 


&. .a considerable decrease By S ideis Rui tee of 
NC. 991 motor and attentiona SOYGers, 
of hyperactivity... Ritalin can help the MBD 
Knobel, 1962 child to better focus his 
attention on mean- 


ingful stimuli and 





thus can often improve cognition 
and promote learning." 

And side effects — insomnia ar 
appetite loss — with Ritalin have 
occurred less frequently than with 
dextroamphetamine.'^'' 

Indeed, Ritalin is currently a 
drug of choice in many MBD situa- 
tions, ^" and can prove to be an im. 
portant element in many complete 
remedial programs for MBD. 

Therapy with Ritalin should b 
undertaken only after a medical 
diagnosis of MBD has been made. 
Drug treatment is not indicated foi 
all ehildren with MBD. 

Dosage should be periodically 
interrupted. Often, these interrup- 
tions reveal some "stabilization" in 
the child's behavior even without 
medication, permitting a reduction 
in dosage and eventual discontinu- 
ance of drug therapy. 


Ritalin 





methylphenidate) . 
Only when medication. 
Is indicated 













he treatment of MBD 


1974 


.an effective agent in the 
eviation of the hyper- 
ietic disorder... .”” 
ffman et al, 1974 








Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as ad- 
junctive iiie g to other remedial measures 
(psychological, educational, social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diag- 
nostic test. Adequate diagnosis requires the use 
not only of medical but of special psychological, 
educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, dis- 
tractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neuro- 
logical signs and abnormal EEG. Learning ma 

or may not be impaired. The diagnosis of MB 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these characteristics. 
Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 

in the child who exhibits symptoms secondary to 
environmental factors and/or primary psychiatric 
disorders, including psychosis. Appropriate edu- 
cational placement is essential and psycho- 
social intervention is generally necessary. When 
remedial measures alone are insufficient, the 
decision to prescribe stimulant medication will 
depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 


CONTRAINDICATIONS 
Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also con- 
traindicated in patients known to be hypersensi- 
tive to the drug and in patients with glaucoma. 


WARNINGS 

Ritalin should not be used in children under 

six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. Although 
a causal relationship has not been established, 
suppression of growth (je, weight gain and/or 
height) has been reported with long-term use of 
stimulants in children. Therefore, children re- 
quiring long-term therapy should be carefully 
monitored. 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in ab- | 
sence of seizures. Safe concomitant use of anti- 
convulsants and Ritalin has not been established. 


If seizures occur, Ritalin should be discontinued. 


Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all eps taking Ritalin, 
especially those with hypertension. 


Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anti- 
convulsants (phenobarbital, diphenyIhydantoin, 
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Ritalin 





is indicated 


primidone), phenylbutazone, and tricyclic anti- 
depressants (imipramine, desipramine). Down- 
ward dosage adjustments of these drugs may be 
required when given concomitantly with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to estab- 
lish safe use of Ritalin during pregnancy have 
not been conducted. Therefore, until more infor- 
mation is available, Ritalin should not be pre- 
scribed for women of childbearing age unless, 
in the opinion of the physician, the potential 
benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or alco- 
holism, because such patients may in- 
crease dosage on their own initiative. 
Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be un- 
masked. Long-term follow-up may be re- 
quired because of the patient's basic 
personality disturbances. 


PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS | 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; ab- 
dominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. Al- 
though a definite causal relationship has not been 
established, the following have been reported 

in patients taking this aug leukopenia and/or 
anemia; a few instances of scalp hair loss. 

In children, loss of appetite, abdominal pain, | 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over) 

Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 
mg weekly. eta dosage above 60 mg is not 
recommended. If improvement is not observed 
after appropriate dosage adjustment over a one- 
month period, the drug should be discontinued. 
If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or, if 
necessary, discontinue the drug. 

Ritalin should be periodically discontinued to 
assess the child’s condition. Improvement may 
be sustained when the drug is either temporarily 
or permanently discontinued. 


(methylphenidate) 


Only when medication 


Drug treatment should not and need not be 
indefinite and usually may be discontinued afte 
puberty. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak® blister units of 1C 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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MANIFESTATIONS 
In schizophrenia, symptoms speak for themselve 








OFSCHIZOPHRENIA 
juct of a decade of research 
clinical evaluation by Lederle 
oratories, LOXITANE is a 
inzoxazepine, representing a 
subclass of tricyclic anti- 
zhotic agents. It is chemically 
inct from the phenothiazines, 
xanthenes and butyrophenones. 


ogram of 31 studies! by 
nvestigators included 11 con- 
ed studies of 441 adult patients 
etermine efficacy of LOXITANE 
‘omparing it with two reference 
nts, chlorpromazine and 








loperazine. 
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chiatric and behavioral symp- 

S were assessed by the Brief 
chiatric Rating Scale (BPRS) 

the Nurses' Observation Scale 
npatient Evaluation (NOSIE). 
ponse was measured by'statis- 

| analysis comparing symptom 
erity before and after treatment. 
controlled studies demonstrated 
efficacy of LOXITANE and the 
reference agents. The graphs 
follow show the substantial 
Jction in schizophrenic symp- 

s achieved by the LOXITANE 
ent group as expressed interms 
ercent of Maximum Possible 
rovement. 
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Now in schizophrenia — efficacy that speaks for itself.. 


SEE LAST PAGE OF THIS ADVERTISEMENT FOR FULL PRESCRIBING INFORMATION. 


Lederle 
Laboratories 
introduces 





Loxitane 
LOXAPINE 


SUCCINATE 








SUBSTANTIALLY REDUCES 
THE SYMPTOMS OF 
nius IA 


d for 3 to 6 weeks. 


Patients treated with LOXITANE gems reached an average of 56% 
of Maximum Possible Improvement in 18 symptoms and symptom clusters 
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artain favorable trends were exhib- 
d in the LOXITANE side effects 
ofile, but these require further tests 
id broader clinical experience 

r confirmation 


endocrine abnormalities have been reported with LOXITANE. 
atotoxicity manifested by jaundice or biliary stasis has not 
n observed. Transient liver enzyme changes, however, have 
n reported, but it has not been determined whether they are 
ted to LOXITANE administration. 


iough a few cases of changes in ECG have been reported, 
ausal relationship to LOXITANE has not been established. 

ical experience with LOXITANE has not demonstrated ocular 
city; however, the possibility of its occurrence cannot be 

d out at this time. Manifestations of adverse effects on the 

tral nervous system other than extrapyramidal symptoms have 
n encountered infrequently, and drowsiness, when it occurs, 
sually mild and subsides with continued therapy. Skin rashes 
ncertain etiology have been observed in a few patients 
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during the hot summer months; therefore the possibility of 
phototoxicity and/or photosensitivity cannot be excluded. 


In general, LOXITANE presents a profile of extrapyramidal side 
effects similar to that of other agents used in the treatment of 
schizophrenia. Parkinson-like symptoms and akathisia are usually 
not severe and can be controlled by reduction in LOXITANE 
dosage or by administration of antiparkinson drugs. Dystonia 

and dyskinetic reactions, while less frequent, may be more 
severe and may require reduction or temporary withdrawal 

of LOXITANE dosage, as well as treatment with anticholinergic 
agents. As with all antipsychotic agents, tardive dyskinesia may 
appear in some patients on long-term therapy or after drug 
therapy has been discontinued. It is suggested that treatment with 
any antipsychotic agent be suspended should this reaction occur. 


Cardiovascular effects such as hypotension, hypertension, light- 
headedness and syncope have been reported. Increased pulse 
rate has been reported in a majority of patients receiving anti- 
psychotic doses. Anticholinergic effects seen with LOXITANE 
include dry mouth, nasal congestion, constipation and blurred 
vision. 


see LOXITANE package insert for warnings and precautions and 
for more detailed information concerning side effects. 
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A range of dosage forms to suit the 
patient’s individual needs 
sol mg 
Green and 
Blue 


Supplied OOOO 

Capsules 10mg Æ@235mg  @a50mg 10 mg 25 mg 
Green and Green Two 
Yellow Tone 


Recommended Daily Dosage 





Initial Dosage MILD MODERATE SEVERE 

10 mg bid. 10 mg t.i.d. or q.i.d 25 mg b.i.d 
First 7 to Increase dosage until psychotic symptoms are controlled 
10 Days Dosage should not exceed 250 mg/day 


Usual dosage during titration 50 to 150 mg/day 





Maintenance 
Dosage 


Adjust to lowest effective level 
Usual maintenance dosage 60 to 100 mg/day 


Many patients are controlled with dosages as low as 20 
to 60 mg/day 


LAST PAGE OF THIS ADVERTISEMENT FOR FULL PRESCRIBING INFORMATION. 
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PRODUCT INFORMATION 

DESCRIPTION 

LOXITANE /oxapine, a dibenzoxazepine compound, 
represents a new subclass of tricyclic antipsychotic 
agent, chemically distinct from the thioxanthenes, 
butyrophenones, and phenothiazines. Chemically, it is 
2 - chloro - 11 - (4 - methyl - 1 - piperazinyl) dibenz [b.f] 
[1,4] oxazepine. It is present in capsules as the succinate 
salt. Each 1.36 mg of loxapine succinate is equivalent to 
1 mg of loxapine. 


ACTIONS 

Pharmacologically, loxapine is a tranquilizer for which 
the exact mode of action has not been established. 
However, changes in the level of excitability of subcorti- 
cal inhibitory areas have been observed in several 
animal species in association with such manifestations 
of tranquilization as calming effects and suppression of 
aggressive behavior. 


In normal human volunteers, signs of sedation were seen 
within 20 to 30 minutes after administration, were most 
pronounced within 177 to 3 hours, and lasted through 12 
hours. Similar timing of primary pharmacologic effects 
was seen in animals. 


Absorption of loxapine following oral or parenteral 
administration is virtually complete. The drug is removed 
rapidly from the plasma and distributed in tissues. 
Animal studies suggest an initial preferential distribution 
in lungs, brain, spleen, heart, and kidney Loxapine is 
metabolized extensively and is excreted mainly in the 
first 24 hours. Metabolites are excreted in the urine in the 
form of conjugates and in the feces unconjugated. 


INDICATIONS 
LOXITANE /oxapine succinate is indicated for the 
manifestations of schizophrenia. 


CONTRAINDICATIONS 

LOXITANE is contraindicated in comatose or severe 
drug-induced depressed states (alcohol, barbiturates, 
narcotics, etc.) 


LOXITANE is contraindicated in individuals with known 
hypersensitivity to the drug. 


WARNINGS 

Usage in Pregnancy: Safe use of LOXITANE /oxapine 
succinate during pregnancy or lactation has not been 
established; therefore, its use in pregnancy, in nursing 
mothers, or in women of childbearing potential requires 
that the benefits of treatment be weighed against the 
possible risks to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or 
dogs, although with the exception of one rabbit study, 
the highest dosage was only two times the maximum 
recommended human dose and in some studies they 
were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring of rats treated 
from midpregnancy with doses of 0.6 and 1.8 mg/kg, 
doses which approximate the usual human dose but 
which are considerably below the maximum recom- 
mended human dose. 


Usage in Children: Studies have not been performed in 
children; therefore this drug is not recommended for use 
in children below the age of 16. 


LOXITANE, like other tranquilizers, may impair mental 
and/or physical abilities, especially during the first 
few days of therapy. Therefore, ambulatory patients 
should be warned about activities requiring alertness 
(eg, operating vehicles or machinery), and about con- 
comitant use of alcohol and other CNS depressants. 


PRECAUTIONS 

LOXITANE loxapine succinate should be used with 
extreme caution in patients with a history of convulsive 
disorders since it lowers the convulsive threshold. Sei- 
zures have been reported in epileptic patients receiving 
LOXITANE at antipsychotic dose levels, and may occur 
even with maintenance of routine anticonvulsant drug 
therapy 


Loxapine has an antiemetic effect in animals. Since this 
effect may also occur in man, loxapine may mask signs 
of overdosage of toxic drugs and may obscure condi- 
tions such as intestinal obstruction and brain tumor. 


LUAIIAINE Snouid DE USEC WITN cauuor IN PavlientS wiin 
cardiovascular disease. Increased pulse rates have been 
reported in the majority of patients receiving anti- 
psychotic doses; transient hypotension has been re- 
ported. In the presence of severe hypotension requiring 
vasopressor therapy, the preferred drugs may be 
norepinephrine or angiotensin. Usual doses of 
epinephrine may be ineffective because of inhibition of 
its vasopressor effect by loxapine. 


The possibility of ocular toxicity from loxapine cannot be 
excluded at this time. Therefore, careful observation 
should be made for pigmentary retinopathy and lenticu- 
lar pigmentation since these have been observed in 
some patients receiving certain other antipsychotic 
drugs for prolonged periods 


Because of possible anticholinergic action, the drug 
should be used cautiously in patients with glaucoma or a 
tendency to urinary retention, particularly with concomi- 
tant administration of anticholinergic-type antiparkinson 
medication. 


ADVERSE REACTIONS 

CNS Effects: Manifestations of adverse effects on the 
central nervous system, other than extrapyramidal 
effects, have been seen infrequently. Drowsiness, usually 
mild, may occur at the beginning of therapy or when 
dosage is increased. 


It usually subsides with continued LOXITANE therapy. 
The incidence of sedation has been less than that of cer- 
tain aliphatic phenothiazines and slightly more than the 
piperazine phenothiazines. Dizziness, faintness, stagger- 
ing gait, muscle twitching, weakness, and confusional 
states have been reported. 


Extrapyramidal Reactions—Neuromuscular (extra- 
pyramidal) reactions during the administration of 
LOXITANE /oxapine succinate have been reported 
frequently, often during the first few days of treatment. 
In most patients, these reactions involved Parkinson- 
like symptoms such as tremor, rigidity, excessive 
salivation, and masked facies. Akathisia (motor 
restlessness) also has been reported relatively fre- 
quently. These symptoms are usually not severe and 
can be controlled by reduction of LOXITANE dosage 
or by administration of antiparkinson drugs in usual 
dosage. Dystonic and dyskinetic reactions have 
occurred less frequently, but may be more severe. 
Dystonias include spasms of muscles of the neck and 
face, tongue protrusion, and oculogyric movement. 
Dyskinetic reaction has been described in the form of 
choreo-athetoid movements. These reactions 
sometimes require reduction or temporary withdrawal 
of LOXITANE dosage in addition to appropriate coun- 
teractive drugs. 


Persistent Tardive Dyskinesia—As with all antipsychotic 
agents, tardive dyskinesia may appear in some patients 
on long-term therapy or may appear after drug therapy 
has been discontinued. The risk appears to be greater in 


A new chemical entity 
for the manifestations of 
schizophrenia 
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elaerly patients on nign-aose tnerapy, especially 
females. The symptoms are persistent and in some 
patients appear tobe irreversible. The syndrome is char- 
acterized by rhythmical involuntary movement of the 
tongue, face. mouth, or jaw (eg. protrusion of tongue. 
puffing of cheeks, puckering of mouth, chewing move- 
ments). Sometimes these may be accompanied by 
involuntary movements of extremities 


There is no known effective treatment for tardive 
dyskinesia; antiparkinson agents usually do not 
alleviate the symptoms of this syndrome. It is sug- 
gested that all antipsychotic agents be discontinued 
if these symptoms appear Should it be necessary to 
reinstitute treatment, or increase the dosage of the 
agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an 
early sign of the syndrome, and if the medication is 
stopped at that time the syndrome may not develop. 


Cardiovascular Effects: Tachycardia, hypotension, 
hypertension, light-headedness, and syncope have been 
reported. 


A few cases of ECG changes similar to those seen with 
phenothiazines have been reported. It is not known 
whether these were related to loxapine administration. 


Skin: Dermatitis, edema (puffiness of face), pruritus, and 
seborrhea have been reported with loxapine. The 
possibility of photosensitivity and/or phototoxicity occur- 
ring has not been excluded; skin rashes of uncertain 
etiology have been observed in a few patients during hot 
summer months. 


Endocrine Effects: No endocrine abnormalities have 
been reported. 


Anticholinergic Effects: Dry mouth, nasal congestion, 
constipation, and blurred vision have occurred; these are 
more likely to occur with concomitant use of antiparkin- 
son agents. 


Other Adverse Reactions: Nausea, vomiting, weight 
gain, weight loss, dyspnea, ptosis, hyperpyrexia, flushed 
facies, headache, paresthesia, and polydipsia have been 
reported in some patients. 


DOSAGE AND ADMINISTRATION 

LOXITANE /oxapine succinate is administered orally 
usually in divided doses two to four times a day Daily 
dosage (in terms of base equivalents) should be ad- 
justed to the individual patient's needs as assessed by 
the severity of symptoms and previous history of 
response to antipsychotic drugs. Initial dosage of 10 mg 
twice daily is recommended, although in severely dis- 
turbed patients initial dosage up to a total of 50 mg daily 
may be desirable. Dosage should then be increased 
fairly rapidly over the first seven to ten days until there is 
effective control of psychotic symptoms. The usual 
therapeutic and maintenance range is 60 mg to 100 mg 
daily. However, as with other antipsychotic drugs, some 
patients respond to lower dosage and others require 
higher dosage for optimal benefit. Daily dosage higher 
than 250 mg is not recommended. For maintenance 
therapy dosage should be reduced to the lowest level 
compatible with symptom control; many patients have 
been maintained satisfactorily at dosages in the range of 
20 mg to 60 mg daily 


HOW SUPPLIED 

LOXITANE /oxapine succinate is supplied in the 

following base equivalent strengths: 

CAPSULES Hard Shell Printed "Lederle" 

10 mg —Green and Yellow; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5360. 

25 mg —Green Two Tone; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5361. 

50 mg-— Green and Blue; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5362. 

- REV. 3/75 


LEDERLE LABORATORIES 
A Division of American Cyanamid Company 
Pearl River, N. Y. 10965 


Because schizophrenia 
is symptoms 


Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


a national survey of 
general haspitai psychiatry — 
and private psychiatric hospitals 


with a foreword by ZIGMOND LEBENSOHN 





Please send me copies of Psychiatric Treatment in the Community. 
° (Single copy, $3.50. Four or more copies, $2.75 each) 





Send coupon to: O bill me [] remittance enclosed 
Publications Service Division 
American Psychiatric Association 


Name 
1700 18th St. N.W., Washington, 
D.C. 20009 
Address 
a m———P——— ee À 
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The TRIAVIL Potential 
in the management of 
moderate to severe anxiety 
with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 











likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 

TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 


MSD 
SHARES For a brief summary of prescribing 
HME information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
i RIAVI Do perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 
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when patients exhibit moderate to marked anxiety or agitation with depression 


Triavil 4-25 


Each tablet contains 
4 mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL* 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i. d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL* 2-10 (or TRIAVIL* 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optimum response is achieved. Not recom- 
Mosi for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly in high doses, have 
been reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time. Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
PB Hy qt 

PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
In patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 

Its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcchol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinepnrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
io treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 

l. 

Amitriptyline HCl may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
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ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos: 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move 
ments of the extremities sometimes occur. There is no known treat 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu: 
ted, or dosage of the particular drug increased, or another drug sub: 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension 
hypotension, tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor 
neal and lenticular pigmentation; occasional lassitude, muscle weak 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi: 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth: 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
States; disturbed concentration; disorientation; delusions; hallucina: 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb: 
ness, tingling, and paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inap 
propriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry 
mouth; blurred vision; disturbance of accommodation; constipation; 
paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue 
Hematologic: Bone marrow depression including agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. Gastrointes: 
tinal; Nausea; epigastric distress; vomiting; anorexia; stomatitis; pecu 
liar taste; diarrhea; parotid swelling; black tongue. Endocrine: 
Testicular swelling and gynecomastia in the male; breast enlarge 
ment and galactorrhea in the female; increased or decreased libido; 
elevated or lowered blood sugar levels. Other: Dizziness, weakness; 
fatigue; headache; weight gain or #oss; increased perspiration; uri 
nary frequency; mydriasis; drowsiness; jaundice; alopecia. With 
drawal Symptoms: Abrupt cessation after prolonged administration 
may produce nausea, headache, and malaise. These are not indica 
tive of addiction. 
OVERDOSAGE: All patients suspected of having taken an over 
dosage should be admitted to a hospital as soon as possible. Treat 
ment is symptomatic and supportive. However, the intravenous 
administration of 1—3 mg of physostigmine salicylate is reported to 
reverse the symptoms of tricyclic antidepressant poisoning. Because 
physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs 
such as arrhythmias, convulsions, and deep coma recur or persist 
after the initial dosage of physostigmine. On this basis, in severe over 
dosage with perphenazine-amitriptyline Combinations, symptomatic 
treatment of central anticholinergic effects with physostigmine salicy 
late should be considered. 

MSO 


Ba 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 


Psychiatrists 


ALL LEVELS INCLUDING 
CHIEFS OF SERVICE 
& STAFF PSYCHIATRISTS 


We are a large, prominent community psychiatric facility 
undergoing Laid, pisse expansion of services. The above 
openings offer significant exposure to a broad spectrum of 
mental health care in an innovative professional environ- 
ment conducive to ongoing career development. 


Minimum requirements are a licensure in any state or 
Canada and completion of an approved psychiatric 
residency program. 


Salaries commensurate with experience. 
Excellent comprehensive benefits. 


Send curriculum vitae in confidence to: 


N. Lehrman, M.D., Deputy Director-Clinical 
Brooklyn Psychiatric Center 
681 Clarkson Avenue, Brooklyn, N.Y. 11203 


Physicians 
and 
Psychiatrists 


The Department of Social and Health 
Services of the State of Washington has 
immediate and continuing need for 
qualified Physicians and Psychiatrists. 
Openings currently exist at both Eastern 
State Hospital, near Spokane and 
Western State Hospital, near Tacoma. 
Salaries up to $36,757 depending on 
qualifications and level of appointment. 


Please contact: 

William R. Wright 
Department of Personnel 
600 South Franklin 
Olympia, Wa 98504 

Or call collect 
(206)753-5393 





THE UNIVERSITY OF WESTERN ONTARIO 
and 
MADAM VANIER CHILDREN'S SERVICES 


London, Ontario. 


The Department of Psychiatry, Children’s 
Services, has an opening for a child psychiatrist. 
The applicant selected will have a major respon- 
sibility for consultation to outpatient, residential, 
day school (primary and pre-school), and 
adolescent group programs. 


Provision of teaching at the undergraduate and 
postgraduate level are included in the terms of 
reference. Applications with curriculum vitae at- 
tached are to be directed to: 


John R. Dubois Jr., M.D. F.R.C.P.(C) 
Executive Director 

Madame Vanier Children's Services 
871 Trafalgar Street 

London Ontario 

N5Z 1E6 


PSYCHIATRISTS 
WANTED 


to join staff of private, non-profit, 
community treatment facility. Lakefront 
location. In-patient, out-patient, day 
treatment available. Broad range of 
treatment modalities. State licensed, 
JCAH approved. Affiliated with medical 
school for psychiatric residency train- 
ing. Contact London Memorial Hos- 
pital, 4700 N. Clarendon, Chicago, Illi- 
nois. (312) 728-7100. 
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Almost any tranquilizer 
might calm her down... 


but at her age, 
estrogen may be what 
she really needs. 


Throughout a woman's life, periods of low 
endogenous estrogen production often coincide 
with heightened levels of anxiety and tension. 

In the menopause, many of these symptoms — 
tension, irritability, headaches, undue fatique, 
depression, and insomnia — may respond, at least 
initiallyito minor tranquilizers and antidepressants. 

But these symptoms, when caused by declining 
menopausal estrogen levels, may also be relieved 
with PREMARIN, which treats the underlying cause 
by providing adequate estrogen replacement. 

And that's something tranquilizers can't do. 

In many cases, prolonged use of tranquilizers 
will not be necessary; patients taking PREMARIN 
alone often report relief of emotional symptoms 
due to estrogen deficiency...and an improved 
sense of well-being. 

At the same time, PREMARIN helps relieve 
concomitant vasomotor symptoms, such as hot 
flushes and sweats...reverse genital tissue atrophy 
...Fetard postmenopausal osteoporotic changes? 

A simple therapeutic trial is often all that's 
needed to distinguish between estrogen-related 
and purely psychogenic symptoms. 

PREMARIN. 

For what's really missing in the menopause. 
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‘Conjugated Estrogens Tablets have been evaluated as "probably effective" 
for postmenopausal osteoporosis. 
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even when you 


Start with a tranquilizer, 
replace estrogen 


PREMARIN 


BRAND OF 


CONJUGATED 
ESTROGENS 
TABLETS, U.S.P 


contains natural | 
estrogens exclusively 
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New York, N.Y. 10017 
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BRIEF SUMMARY (For full prescribing information, see package circular) 
PREMARIN* (CONJUGATED ESTROGENS TABLETS, U.S.P.) 


Indications: Based on a review of PREMARIN Tablets by the National Academy of Sciences — National 
Research Council and/or other information, FDA has classified the indications for use as follows 

Effective: As replacement therapy for naturally occurring or surgically induced estrogen deficiency states 
associated with: the climacteric, including the menopausal syndrome and postmenopause; senile vaginitis and 


kraurosis vulvae, with or without pruritus. 

“Probably” effective: For estrogen deficiency-induced osteoporosis, and only when used in conjunction with 
other important therapeutic measures such as diet, calcium, physiotherapy, and good general health-promoting 
measures. Final classification of this indication requires further investigation 





Contraindications: Short acting estrogens are contraindicated in patients with (1) markedly impaired liver func- 
tion; (2) krown or suspected carcinoma of the breast, except those cases of progressing disease not amenable to 
surgery or irradiation occurring in women who are at least 5 years postmenopausal; (3) known or suspected 
estrogen-dependent neoplasia, such as carcinoma of the endometrium; (4) thromboembolic disorders, throm- 
bophlebitis, cerebral embolism, or in patients with a past history of these conditions; (5) undiagnosed abnormal 
genital bleeding. 
Warnings: Estrogen therapy should not be given to women with recurrent chronic mastitis or abnormal mam- 
mograms except, if in the opinion of the physician, it is warranted despite the possibility of aggravation of the mastitis 
or stimulation of undiagnosed estrogen-dependent neoplasia 

The physician should be alert to the earliest manifestations of thrombotic disorders (thrombophlebitis, retinal 
thrombosis, cerebral embolism and pulmonary embolism). If these occur or are suspected, estrogen therapy should 
be discontinued immediately 

Estrogens may be excreted in the mother's milk and an estrogenic effect upon the infant has been described. The 
long range effect on the nursing infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 percent of breast cancer patients with metastases, and this usually in- 
dicates progression of bone metastases. This occurrence depends neither on dose nor on immobilization. In the pres- 
ence of progression of the cancer or hypercalcemia, estrogen administration should be stopped 

A statistically significant association has been reported between maternal ingestion of diethylstilbestrol during 
pregnancy and the occurrence of vaginal carcinoma in the offspring. This occurred with the use of diethylstilbestrol 
for the treatment of threatened abortion or high risk pregnancies. Whether or not such an association is applicable to 
all estrogens is not known at this time. In view of this finding, however, the use of any estrogen in pregnancy is not 
recommended 

Failure to control abnormal uterine bleeding or unexpected recurrence is an indication for curettage 
Precautions: As with all short acting estrogens, the following precautions should be observed 

A complete pretreatment physical examination should be performed with special reference to pelvic and breast 
examinations 

To avoid prolonged stimulation of the endometrium and breasts in climacteric or hypogonadal women, estrogens 
should be administered cyclically (3 week regimen with 1 week rest period — withdrawal bleeding may occur during 
rest period; 

Because of individual variation in endogenous estrogen production, relative overdosage may occur which could 
cause undesirable effects such as abnormal or excessive uterine bleeding, mastodynia and edema 

Because of salt and water retention associated with estrogenic anabolic activity, estrogens should be used with 
caution in patients with epilepsy, migraine, asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding should occur, reexamination should be made for organic pathology 

Pre-existing uterine fibromyomata may increase in size while using estrogens; therefore, patients should be ex- 
amined at regular intervals while receiving estrogenic therapy 

The pathologist should be advised of estrogen therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, estrogens should be used judiciously in young patients in whom 
bone growth is incomplete 

Prolonged high dosages of estrogens will inhibit anterior pituitary functions. This should be borne in mind when 
treating patients in whom fertility is desired 

The age of the patient constitutes no absolute limiting factor, although treatment with estrogens may mask the 
onset of the climacteric 

Certain liver and endocrine function tests may be affected by exogenous estrogen administration. If test results 
are abnormal in a patient taking estrogen, they should be repeated after estrogen has been withdrawn for one cycle 
Adverse Reactions: The following adverse reactions have been reported associated with short acting estrogen ad- 


ministration 
nausea, vomiting, anorexia possible diminution of lactation when given 
gastrointestinal symptoms such as abdominal immediately postpartum 
cramps and bloating loss of libido and gynecomastia in males 
breakthrough bleeding. spotting, unusually heavy edema 
withdrawal bleeding (See DOSAGE AND aggravation of migraine headaches 
ADMINISTRATION) change in body weight (increase, decrease) 
breast tenderness and enlargement headache 
reactivation of endometriosis allergic rash 


hepatic cutaneous porphyria becoming manifest 

Dosage and Administration: PREMARIN should be administered cyclically (3 weeks of daily estrogen and 1 week 
off) for all indications except selected cases of carcinoma and prevention of postpartum breast engorgement 

Menopausal Syndrome— 1.25 mg. daily, cyclically. Adjust dosage upward or downward according to severity of 
symptoms and response of the patient. For maintenance, adjust dosage*to lowest level that will provide effective 
control 

If the patient has not menstruated within the last two montns or more, cyclic administration is started arbitrarily. If 
the patient is menstruating, cyclic administration is started on day 5 of bleeding. If Breakthrough bleeding (bleeding 
or spotting during estrogen therapy) occurs, increase estrogen dosage as needed to stop bleeding. In the following 
cycle, employ the dosage level used to stop breakthrough bleeding in the previous cycle. In subsequent cycles, the 
estrogen dosage is gradually reduced to the lowest level which will maintain the patient symptom-free 

Postmenopause—as a protective measure against estrogen deficiency-induced degenerative changes (e.g 
osteoporosis, atrophic vaginitis, kraurosis vulvae) —0.3 mg. tc 1.25 mg. daily and cyclically. Adjust dosage to lowest 
effective level 

Osteoporosis (to retard progression) —usual dosage 1.25 mg. daily and cyclically 

Senile Vaginitis, Kraurosis Vulvae with or without Pruritus—0.3 mg. to 1.25 mg. or more daily, depending upon the 
tissue response of the individual patient. Administer cyclically 
How Supplied: PREMARIN (Conjugated Estrogens Tablets, U.S.P) No. 865— Each purple tablet contains 2.5 mg. in 
bottles of 100 and 1,000. No. 866 — Each yellow tablet contains 1.25 mg., in bottles of 100 and 1,000. Also in unit dose 
package of 100. No. 867 — Each red tablet contains 0.625 mg., in bottles of 100 and 1,000. Also in unit dose package 
of 100. No. 868— Each green tablet contains 0.3 mg., in bottles of 100 and 1,000. 


7448 


INDEX TO ADVERTISERS 
October 1975 


The publication of an advertisement in this journal does 
not imply endorsement of the product or service by the 
American Psychiatric Association. 


AYERST 
TONE. her oen o dida eWOREOHORES AS4-ASS 
PIEIDEPIÉ - 21d Rc ERU CROCO RR E Or A EI 3 A48-A50 


CIBA PHARMACEUTICAL COMPANY 


Rus MDO o,udevsodes Viurebkcarre xci A36-A38 
DEVERBUA FOUNDATION quioxxaadkhsa t ens aia C4 
EMPLOYMENT OPPORTUNITIES ............... A47 
ENDO LABORATORIES 

MODUM ies TX E Pa*A3de ARRA QR EROS ENS RM A27-A30 
GEIGY PHARMACEUTICALS 

TOREM. Lussesextax Aa SU elektr ACA EE ab A9-A10 
HALSTED PRESS 

A Division of John Wiley & Sons, Inc. ............. A2 
LEDERLE 

Folco eprT"-——————— she hedbes A39-A42 


McNEIL LABORATORIES 
a E Lonnadrami ad nnda de idi eth ae eee A14-A16 


CODN. couéekuoitesd4E Es AREA ER ARES A32-A33 


MIU - conduce eatin ieee drea S A NA A56-A58 
DEI. esac Bick avoir? a sce dri p SR CR CR RU Sopa ed A44-A46 
VIVE 1o osanekbadiae 9 E 63:305 49 Oe be wals A21-A22 


MERRELL-NATIONAL LABORATORIES 
acl 5 RP A12-A13 


REUBEN REITER, ScD. INC. 
Eiectrostunuiptofle. 5 54-6 e ax A ava RE RE dA C3 


ROCHE LABORATORIES 


E oaan aa aan PESE A 52-A 53 
SANDOZ 

a R EE E E ae ea eee ean A25-A26 
SANITARIUMS AND PRIVATE 
HOSPITALS ..... Ap ap i eR ORE A8, A23 
SMITH KLINE AND FRENCH LABORATORIES 

BID ocean ER d MK onto ina apa XR NR ORA C2-Al 

SUO. Lc cr EE E bare cA A Ld e itor e a LL aad All 
SQUIBB 

PROBUM METET ENEE EE E A dee AS RR A18-A20 
USV PHARMACEUTICALS 

PEHEERNE. os saa iia doc E tax eade a A34-A35 
WILLIAMS O WILEINS- ooaxdesacuessiireeepieAk d A17 





MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTELABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 


ORGANIZATION 


STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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save you | 
from 1 
cancer. 


Last year thousands of people E 
died of cancer who didn't have 








to die of cancer. g 
They died because they didn’t 
know that there are seven É 
things you can do to help pro- 
tect yourself from cancer. $ 


1 Have your doctor give you a 
complete health checkup 
every year. 


2 If youre a man or woman i 


over 40, make sure that 
checkup includes a procto exam. 


3 If youre a woman make p 
sure it includes a simple, 
easy Pap test. $ 


4 If youre a woman make 
sure you examine your 
breasts once a month. 


5 Ask your dentist to check 
your mouth when he checks 
your teeth. 


When youre out in the sun 
cover up and use screening 
lotion. 


: í Don't smoke cigarettes. 


saving lives every day. 
They're easy to follow. 


The next life they save could 
be your own. 


These seven safeguards are i 


American Cancer 
Society 


La um um oum m l 
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LIBRIUM 


(chlordiazepoxide HCI) 
5 mg, 10 mg, 25 mg capsules 


Before prescribing, please consult 
complete product information, a summary 
of which follows: 

Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. As with all CNS-acting 
drugs, caution patients against hazardous 
occupations requiring complete mental 
alertness (e.g., operating machinery, driv- 
ing). Though physical and psychological 
dependence have rarely been reported on 
recommended doses, use caution in ad- 
ministering to addiction-prone individuals 
or those who might increase dosage; with- 
drawal symptoms (including convulsions), 
following discontinuation of the drug and 
similar to those seen with barbiturates, 
have been reported. Use of any drug in 
pregnancy, lactation or in women of child- 
bearing age requires that its potential 
benefits be weighed against its possible 
nazards. 

Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less per 
day) to preclude ataxia or oversedation, 
increasing gradually as needed and tol- 
erated. Not recommended in children 
under six. Though generally not recom- 
mended, if combination therapy with other 
psychotropics seems indicated, carefully 
consider individual pharmacologic effects, 
particularly in use of potentiating drugs 
such as MAO inhibitors and phenothia- 
zines. Observe usual precautions in pres- 
ence of impaired renal or hepatic function. 
Paradoxical reactions (e.g., excitement, 
stimulation and acute rage) have been 
reported in psychiatric patients and hy- 
peractive aggressive children. Employ 
usual precautions in treatment of anxiety 
states with evidence of impending depres- 
sion; suicidal tendencies may be present 
and protective measures necessary. Vari- 
able effects on blood coagulation have 
been reported very rarely in patients re- 
ceiving the drug and oral anticoagulants; 
causal relationship has not been estab- 
lished clinically. 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in the 
elderly and debilitated. These are revers- 
ible in most instances by proper dosage 
adjustment, but are also occasionally ob- 
served at the lower dosage ranges. In a 
few instances syncope has been reported. 
Also encourftered are isolated instances of 
skin eruptions, edema, minor menstrual 
irregularities, nausea and constipation, 
extrapyramidal symptoms, increased and 
decreased libido—all infrequent and gen- 
erally controlled with dosage reduction; 
changes in EEG patterns (low-voltage fast 
activity) may appear during and after treat- 
ment; blood dyscrasias (including agranu- 
locytosis), jaundice andhepatic dysfunction 
have been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 
Supplied: Librium® Capsules containing 

5 mg, 10 mg or 25 mg chlordiazepoxide 
HCI. Libritabs9 Tablets containing 5 mg, 
10 mg or 25 mg chlordiazepoxide. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


PERFORMANCE.IT'S 
A MATTER OF RECORD. 


Anxiety. An inevitable aspect of life. A motivating force in seeking 
medical attention. An expected reaction during psychotherapy. 

Yet when anxiety is excessive, mental processes often break down. 
The progress of psychotherapy can be impeded. And the patient's ability to 
communicate freely in therapy can be interrupted. To meet the challenge of 
excessive anxiety, there are several alternatives, among which is the reliable 
antianxiety action of Librium. 

Psychiatrists prescribe Librium because of its specific antianxiety 
effect. During therapy, barriers to successful communication may be lifted, 
usually without compromise of mental acuity. Often patients are calmer, 
verbalize more constructively and benefit more from sessions. Also, Librium 
is used concomitantly with such drugs as cardiac glycosides, diuretics, anti- 
cholinergics and antacids. As with all CNS-acting agents, however, patients 
should be cautioned against hazardous activities requiring complete mental 
alertness. 

Librium has a wide margin of safety and a documented benefit- to- 
risk ratio. And as physicians acknowledge, and published papers confirm, 
the antianxiety actions of Librium are consistent and predictable. So when 
you need proven antianxiety therapy, remember the Librium record. 
Because performance does matter. 








PROVEN ADJUNCT IN PSYCHOTHERAPY 


LIBRIUM 


chlordiazepoxide HCI Roche 


FOR ALL THE RIGHT REASONS. 


Please see summary of product information on opposite page. 





ANTABUSE: ‘Social security’ 
for the alcoholic who wants 
to stop orini«ing.. 















The temptation is resisted, 
ANTABUSE (disulfiram) represents 
the security alcoholics need 

in any situation. They are à 

better able to abstain from | 

drinking because they know the ` 

consequences of taking “even one.” 
until psychiatric support 


can do the rest 
^" Undoubtedly it will take 
considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 

> Selected the patients 
who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portiveresourcesinthe community. i 
In the meantime, ANTABUSE can help tee 
the chronic alcoholic abstain from drinking. 
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JRIEF SUMMARY 
For full prescribing information, 
ee package circular.) 


\NTABUSE* (disulfiram) in Alcoholism 


NDICATION: ANTABUSE is an aid inthe manage- 
nent of selected chronic alcoholic patients who 
vant to remain ina state of enforced sobriety so 
hat supportive and psychotherapeutic treatment 
nay be applied to best advantage. (Used alone, 
vithout proper motivation and without suppor- 
ive therapy, ANTABUSE is not a cure for alco- 
Yolism, and it is unlikely that it will have more 
han a brief effect on the drinking pattern of the 
:hronic alcoholic.) 


SONTRAINDICATIONS: Patients who are re- 
‘eiving or have recently received metronidazole, 
xaraldehyde, alcohol, or alcohol-containing 
yeparations, e.g. cough syrups, tonics, and the 
ike, should not be given ANTABUSE. 


ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
osychoses, or hypersensitivity. 












WARNINGS: ANTABUSE should never be 
administered to a patient when he is in a state 
of alcohol intoxication or without his full 
knowledge. 


The physician should instruct relatives 
accordingly. 


The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while 
taking the drug, and he must be fully aware of 
possible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
lotions and back rubs. He should also be warned 
that reactions may occur with alcohol upto 14 
days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even small amounts, 
produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycar- 
dia, hypotension, syncope, marked uneasiness, 
weakness, vertigo, blurred vision, and confusion. 
In severe reactions there may be respiratory 
depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart 
failure, unconsciousness, convulsions, and death. 


The intensity of the reaction varies with each 
individual, but is generally proportional to the 
amounts of ANTABUSE (disulfiram) and alcohol 
ingested. Mild reactions may occur in the sensi- 
tive individual when the blood alcohol concentra- 
tion is increased to as little as 5 to 10 mg. per 

100 cc. Symptoms are fully developed at 50 mg. 
per 100 cc., and unconsciousness usually results 
when the blood alcohol level reaches 125 to 

150 mg. 


The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 


DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are me- 
tabolized and so may increase the blood levels 
and the possibility of clinical toxicity of drugs 
given concomitantly. 


Disulfiram should be used with caution in those 
patients receiving diphenylhydantoin and its con- 
geners, since toxic levels of these antiepileptic 
agents have been reporteduring concomitant 
disulfiram therapy. 


It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping 
disulfiram, since disulfiram may prolong pro- 
thrombin time. 


Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of un- 
steady gait or marked changes in mental status and 
the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 


reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 
the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 

a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a 
basis for permanent self-control is established. 
Depending on the individual patient, maintenance 
therapy may be required for months or even years. 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction has 
been largely abandoned. Furthermore, such a 

test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 

and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemec neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks’ therapy with 

500 mg. daily, a drink of 15 cc. (4% oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 02.) of whiskey. Once a reaction develops, 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom- 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine suifate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 


HOW SUPPLIED: No. 809 — Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 


AYERST LABORATORIES 
New York, N.Y. 10017 k 
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in clinically significant depression... 











symptoms 
often interfere 
with therapy 





In clinically significant depression, the patient 
often becomes barricaded behind his own 
symptoms during psychotherapy. Because 
these symptoms can be so sharply defined and 
somatic in expression, he may reject the fact 
that they are psychic in origin. Sleep disturb- 
ance, gastrointestinal complaints, anorexia, 
chronic fatigue, and other psychosomatic 
symptoms may so preoccupy—or overwhelm— 
the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 
Instead of being able to concentrate on 
the core emotional problems ofthe _ 
depression itself, he may for ex- sg 
ample go on at length about how £4 
broken his sleep is or keep 4 





reiterating (while the therapeutic hour slips 
by) how physically miserable he feels. 





ELAVIL 





(AMITRIPTYLINE HCI, MSD) 
to help 
penetrate the 
symptom barrier 
in depression 
requiring 
medication 


















ELAVIL, a highly effective tricyclic antidepres- 
sant, will often alleviate these symptoms. With 
the help of ELAVIL, sleep disturbance— 
so common in clinically depressed 
patients and often the symptom 
that distresses them most—as 


well as other “barrier symptoms’ may be 
lessened to the point where they no longer 
come between you and the patient. 








psychotherapy 





takes 
direction 








As these preoccupying complaints are lifted, 
psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 
sume or pursue more efficiently the necessary 
activities in their personal lives. 





meeting 
therapeutic 
goals 











And as the antidepressant activity of ELAVIL 
(Amitriptyline HCl, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
timesonly a minimum of actual psychotherapy 
is required. The patient may experience a 
more rapid recovery—while you conserve valu- 
able time. 


Prescribe ELAVIL then, to help 
lighten the patient’s burden 
in depression—and yours 
in its management. 










ELAVIL should not be used during the acute 
recovery phase following myocardia! infarc- 
tion; in patients hypersensitive to it; in those 
who have received an MAOI within two weeks; 
or in children under 12. Patients with cardio- 
vascular disorders should be watched closely. 
Its safe use during pregnancy and lactation 
has not been established. The drug may im- 
pair mental or physical abilities required in 
the performance of hazardous tasks and may 
enhance the response to alcohol. Since sui- 
cide is a possibility in any depressive illness, 
patients should not have access to large quan- 
tities of the drug. Hospitalize as soon as pos- 
sible any patient suspected of having taken 
an overdose. 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AMITRIPTYLINE HCI | MSD) 


helps increase 
your effectiveness 
in managing 
clinically 








Significant 
depression 








For a brief summary of prescribing 
information, please see following page. 
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In adult outpatients 


with clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HCI | MSD) 


ence | ivided 
aday | q ur 


AT BEDTIME DAILY 






25 mg (yellow) 


This tablet may prove useful 
for initial therapy in adult out- 
patients. Starting dosage is 
usually 75 mg daily in divided doses or 50 to 
100 mg once a day at bedtime. If necessary, 
this dosage may be increased gradually to a 
total of 150 mg a day. When doses are di- 
vided, dosage increases are made preferably 
in the late afternoon or at bedtime. A sed- 
ative effect may be apparent before the 
antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 
days to develop. 


50 mg (beige) 

The 50-mg tablet may be ad- 

vantageous whenever higher 

dosages are required, or when 
the single daily dose is given at bedtime. 
The 50-mg tablet may also be convenient for 
many hospitalized patients who may need 
100 mg a day initially. In these patients, 
dosage may be increased gradually to 
200 mg a day if necessary. A small number 
of hospitalized patients may need as much 
as 300 mg a day. 


10 mg (blue) 


Because lower doses are gen- 

erally recommended for ad- 

olescents and elderly patients, 

the 10-mg tablets may be most serviceable. 

Ten mg three times a day with 20 mg at 

bedtime may be satisfactory in adolescent 

and elderly patients who do not tolerate 
higher doses. 


INJECTION 
10 mg per ml 


For patients unable or un- 
willing to take tablets, the in- 
jectable form may be suitable 
initially. The tablets should 
replace the injection as soon 
as possible. Initial intramus- 
cular dosage is 20 to 30 mg (2 to 3 ml) four 
times a day. When Injection ELAVIL is ad- 
ministered intramuscularly, the effects may 
appear more rapid!y than with oral admin- 
istration. 





Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure; 
in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhyth- 
mias, sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 

Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascu/ar: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus; syndrome of inappropriate ADH (antidiuretic hormone) secretion. 
Anticholinergic: Dry mouth, blurred vision, disturbance of accommodation, consti- 
pation, paralytic ileus, urinary retention, dilatation of urinary tract. Allergic: 
Skin rash, urticaria, photosensitization, edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis, leukopenia, eosinophilia, pur- 
pura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, vomiting, 
anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black tongue. 
Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement 
and galactorrhea in the female, increased or decreased libido, elevation and lower- 
ing of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Hospitalize as soon as possible all patients suspected of having taken 
an overdose. Treatment is symptomatic and supportive. In addition, the intravenous 
administration of 1 to 3 mg physostigmine salicylate js reported to reverse the 
symptoms of tricyclic antidepressant poisoning. Because physostigmine is rapidly 
metabolized, the dosage should be repeated as required, particularly if life-threaten- 
ing signs such as arrhythmias, convulsions, and deep coma recur or persist after 
the initial dosage of physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 


ELAVIL vs 


(AMITRIPTYLINE HCL MSD) | SESS 





MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 


techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 
ienne ao eroi ae 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


[A The Reiter MODEL SOS—THE ONE INSTRUMENT 
prm FOR ALL ESTABLISHED TECHNIQUES, provides the 

| fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 










The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a "Horseshoe'' assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


i The Reiter Compact MOL-AC li—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC Il is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
See us at Booth E6 at the Annual Meeting 


paireé 
nt centers, 


1800 staff members 


` 


, 


promise ^ 


f Pe "I. | 


ino = 


happy tomorrows. 


e 


‘THE DEVEREUX FOUNDATION “ 
DEVON, PA. 


Sixty x serviee to exceptional children 
- have ^ al i thé latest educational. tool - 
J ds second ig th value af. the human resource; 


QA NON-PROFIT ORGANIZATION s e». 


[m Sl eux 4 : Tu ' i J ` Joseph B. Ferdinand * , THE DEVEREUX FOUNDATION 
* Founder. and. olisultant am a . President - — *» 


d 


FOR INFORMATION AND LITERATURE: Chatles, J Fopilet/ Directór of Adfissions 
The Devereux Foundatin,'D von, Pennsylvania 19333 


I 215-687,3000 
eig d iym MASSACHUSETTS, ‘CONNECTICUT ; ut M 


wood M. ‘Smith? Admissions Officer, Devon, Pa. 19333 
Keith A, Sedo Admissions fficer, Box 1079, EA Barbera = eae 
uA Robert & Worsldy, A ons Officer, Box 2666, Victoris .77 

e F. Fden,£ D., Dir&gtor, 6404 "E. Sweetwater, Scotisdale 852 
"Ralph t.  bomértord, Director, 1780 Stanley "ied, NW. Kénnesaw “ 30144 





Vol. 132, No. 11 November 1975 


THE AMERICAN JOURNAL 
OF PSYCHIATRY 


In this issue 


Alan A. Stone on 


The Right to Treatment 





OFFICIAL JOURNAL OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 


One of a series from 
“The Many Faces of 


Stelazine” 
brand of 
trifluoperazine HCl 
in Psychiatry," 

a transcultural 


view of masks 
as symbols. 


Carved wooden head of a man, 
Sepik River area, New Guinea 


From the collection of 

The University Museum, 
University of Pennsylvania, 
Philadelphia, Pa. 
Reproduced with permission. 





Remove the Mask 
of Psychotic Apathy 


Schizophrenic patients often hide behind a mask 
of apathy and withdrawal, which can make them 
inaccessible to your therapy. Effective management 
of such patients often begins with 'Stelazine: 


e controls psychotic symptoms 
* apparently activates withdrawn patients 
* seldom causes excessive sedation 


Before prescribing, see complete prescrib- 
ing information in SK&F literature or 
PDR. The following is a brief summary. 


Indications 

Based on a review of this drug by the 
National Academy of Sciences — 
National Research Council and/or 
other information, FDA has classified 
the indications as follows: 


Effective: For the management of the 
manifestations of psychotic disorders. 


Possibly effective: To control exces- 
sive anxiety, tension and agitation as 
seen in neuroses or associated with 
somatic conditions. 

Final classification of the less-than- 
effective indications requires further 
investigation. 





Contraindications: Comatose or greatly 
depressed states due to C.N.S. depressants; 
blood dyscrasias; bone marrow depres- 

sion; liver damage. 

Warnings: Caution patients about 

activities requiring alertness (e.g., operating 
vehicles or machinery), especially during 
the first few days' therapy. 


Use in pregnancy only when necessary 
for patient's welfare. 


Precautions: Use cautiously in angina. 
Avoid high doses and parenteral admin- 
istration when cardiovascular system 

is impaired. Antiemetic effect may mask 
signs of toxic drug overdosage or physical 
disorders. Additive effect is possible with 
other C.N.S. depressants. Prolonged 
administration of high doses may result in 
cumulative effects with severe C.N.S. or 
vasomotor symptoms. If retinal changes 
occur, discontinue drug. Agranulocytosis, 
thrombocytopenia, pancytopenia, 
anemia, cholestatic jaundice, liver 
damage have been reported. 


Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, in- 
somnia, amenorrhea, fatigue, muscular 
weakness, anorexia, lactation, blurred 
vision. Neuromuscular (extrapyramidal) 
reactions: motor restlessness, dystonias, 
pseudo-parkinsonism, persistent tardive 
dyskinesia. 

Other adverse reactions reported with 
Stelazine (trifluoperazine HCl, SKF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insuffi- 
ciency or pheochromocytoma). 

Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 


Stelazine . 


trifluoperazine HCl 


Tablets: 5 and 10 mg. 


action of C.N.S. depressants, atropine, 
heat, and organophosphorus insecticides; 
nasal congestion, headache, nausea, 
constipation, obstipation, adynamic 
ileus, inhibition of ejaculation; reactiva- 
tion of psychotic processes, catatonic- 
like states; hypotension (sometimes fatal); 
cardiac arrest; leukopenia, eosinophilia, 
pancytopenia, agranulocytosis, thrombo- 
cytopenic purpura; jaundice, biliary 
stasis; menstrual irregularities, galactor- 
rhea, gynecomastia, false positive 
pregnancy tests; photosensitivity, itching, 
erythema, urticaria, eczema up to ex- 
foliative dermatitis; asthma, laryngeal 
edema, angioneurotic edema, anaphy- 
lactoid reactions; peripheral edema, 
reversed epinephrine effect; hyper- 
pyrexia; a systemic lupus erythematosus- 
like syndrome; pigmentary retinopathy; 
with prolonged administration of 
substantial doses, skin pigmentation, 
epithelial keratopathy, and lenticular 
and corneal deposits. EKG changes have 
been reported, but relationship to 
myocardial damage is not confirmed. 
Discontinue long-term, high-dose 
therapy gradually. NOTE: Sudden death 
in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 
has been reported, but no causal re- 
lationship has been established. 
Supplied: Tablets, | mg., 2 mg., 5 mg. 
and 10 mg., in bottles of 100; in Single 
Unit Packages of 100 (intended for 
institutional use only); Injection, 

2 mg./ml.; and Concentrate (intended for 
institutional use only), 10 mg./ml. 


Manufactured and distributed by 
SK&F Co., Carolina, P.R. 00630 


Stelazine® trademark licensed by 
SmithKline Corporation 


Helps apathetic patients become more responsive. 


Al 


The Selected Papers of 
Ernst Kris 


Foreword by Anna Freud 


These papers, by one of the most interesting and seminal 
thinkers in psychoanalysis, present a rich and stimulating 
conceptual view of how people express themselves as 
individuals and in groups. $20.00 





Language and Interpretation 
in Psychoanalysis 


Marshall Edelson 


Marshall Edelson develops a theory of interpretation that 
combines a sophisticated knowledge of linguistics and an 
original view of psychoanalysis and symbolic functioning. 
His book reveals new ways to understand the complexity of 
psychoanalytic data and forms of artistic invention. $12.50 


» Readers Reading 


Norman N. Holland 


In a rare fusion of literary sensibility with psychological 
research, Norman N. Holland brings to light important data 
showing how personality affects the way in which we read 
and interpret literature. Psychological tests and extensive 
interviews show how five different readers react character- 
istically and differently to classic works of American fiction. 
$15.00 


Ihe Psychoanalytic Study 
of the Child 


Volume Thirty 


Ruth S. Eissler, Anna Freud, Marianne Kris. and 
Albert J. Solnit, editors 


“The leader among reference works in presenting the most 
carefully selected and edited representative articles covering 
the year's achievements in child analysis."— Bulletin of the 
Menninger Clinic $22.50 





A2 


Pathways to People 


Leonard W. Doob 


In this wide-ranging and fascinating book, Mr. Doob 
explores what we know about human action and interaction 
in order to show how people succeed or fail in their constant 
attempts to understand each other. He discusses the variables 
that determine how and why human judgments are made— 
and how they should be made. $17.50 


Studies in Child 
Psychoanalysis: Pure 
and Applied 


Foreword by Anna Freud 


This book contains some of the papers presented at the 
twentieth-anniversary celebration of the Hampstead Child- 
Therapy Course and Clinic. They are all concerned with 
important issues in the treatment of children and research 
about their growth and development. $12.50 


Childhood in China 


William Kessen, editor 


Thirteen American experts in child development describe the 
lives of Chinese children at home, in nurseries, and at school. 
Filled with the kind of detail that only pegple trained in 
observing children can offer, this comprehensive volume 
successfully communicates what it must be like to be a child 
growing up in the People’s Republic of China. 


Contributors include: Urie Bronfenbrenner, Bettye Caldwell, 
John A. Clausen, Alex de Angelis, Jerome Kagan, William 
Kessen, Eleanor E. Maccoby, George A. Miller, Harold W. 
Stevenson, Jeannette G. Stone, Martin K. Whyte, Joe Wray, 
and Marian Radke-Yarrow. 


A Yale Fastback, 16 Illus. Cloth $12.50 Paper $3.95 


xja 
LIE 





Yale Yale University Press 
New Haven and London 





The American Journal of Psychiatry, formerly 
The American Journal of Insanity, is 

published monthly by the American Psychiatric 
Association. Editorial office: 1700 Eighteenth 
Street, N.W., Washington, D.C. 20009; 

telephone (202) 232-7878. 


Subscriptions: U.S. $18.00 per year, Canada and 
South America $19.00, other foreign $22.00; 
single issues: $2.25 plus postage. 


Business communications and changes of address 
from APA members should be directed to 


the Division of Membership Services and Studies. 


Communications from non-member subscribers 
should be directed to the Circulation Department, 
American Psychiatric Association, 1700 
Eighteenth Street, N.W., Washington, D.C. 
20009. Four to six weeks advance notice Is 
required for changes of address. 


Advertising representatives: Steven K. Herlitz, 
Inc., 850 Third Avenue, New York, N.Y. 10022. 


Type set by Bru-El Graphic, Inc., 5408 Port 
Royal Road, Springfield, Va. 22151. 


Printed by Dartmouth Printing Co., 69 Lyme 
Road, Hanover, N.H. 03755. 


Second class postage paid at Washington, D.C., 
and additional mailing offices. 


Indexed in Abstracts for Social Workers, 
Biological Abstracts, Chemical Abstracts, 
Cumulative Index to Nursing Literature, 
Excerpta Medica, Hospital Literature Index, 
Index Medicus, International Nursing Index, 
Nutrition Abstracts, and Psychological 
Abstracts. 


Copyright © 1975, the American Psychiatric 
Association. 








THE AMERICAN JOURNAL 
OF PSYCHIATRY 


OFFICIAL JOURNAL OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 


EDITOR 
Francis J. Braceland, M.D. 


ASSOCIATE EDITORS 


Ransom J. Arthur, M.D. John C. Nemiah, M.D. 
H. Keith H. Brodie, M.D. Chester M. Pierce, M.D. 
Paul Chodoff, M.D. Albert J. Solnit, M.D. 
John M. Davis, M.D. 
Alan I. Levenson, M.D. 
Morris A. Lipton, M.D. 


Robert J. Stoller, M.D. 
Alan A. Stone, M.D. 


Managing Editor 

Evelyn S. Myers 

Assistant Managing Editor 
Linda A. Loy 


Senior Assistant Editor 
Laura M. Little 
Assistant Editors 
Marianne K. Guerra 
Janet L. Kelly 

Christy Wright 
Editorial Assistant 
Katherine P. Olinick 


Art Services 
John P. Halford 


Research Consultant 
Lee Gurel, Ph.D. 


FORMER EDITORS: 1844-1965 


Amariah Brigham, M.D. Henry M. Hurd, M.D. 

T. Romeyn Beck, M.D. G. Alder Blumer, M.D. 
Richard Dewey, M.D. Edward N. Brush, M.D. 
John P. Gray, M.D. Clarence B. Farrar, M.D. 








Rebecca Z. Solomon, M.D. 


A3 


A4 


THE AMERICAN JOURNAL OF PSYCHIATRY 


CONTENTS Vol. 132, No. 11 November 1975 


1135 


1141 


1149 


1155 


1164 


1168 


1172 


1177 


1182 


Overview: The Right to Treatment — Comments on the Law and Its 
Impact 
Alan A. Stone 


The Phasing Out of Mental Hospitals in the United States 
Milton Greenblatt and Elizabeth Glazier 


Diagnostic Subgroups of Affective Disorders and Their Urinary 
Excretion of Catecholamine Metabolites 

Frank DeLeon-Jones, James W. Maas, Haroutune Dekirmenjian, and 
Jesus Sanchez 


Growth Hormone and Catecholamines in Affective Disease 
David L. Garver, Ghanshyam N. Pandey, Haroutune Dekirmenjian, and 
Frank DeLeon-Jones 


A Hierarchy of Drug Use in Adolescence: Behavioral and Attitudinal 
Correlates of Substantial Drug Use 
Beatrix A. Hamburg, Helena C. Kraemer, and William Jahnke 


History and Analysis of a Leaderless Group of Professional Therapists 
Winslow Hunt and Amnon Issacharoff 


Season of Birth in Schizophrenia and Neurosis 
Edward H. Hare 


Cortisol, Growth Hormone, Free Fatty Acids, and Experimentally 
Evoked Affective Arousal 
Walter A. Brown and George Heninger 


The Coordination of Mental Health Services at the Neighborhood Level 
Jonathan F. Borus, Lawrence A. Janowitch, Francis Kieffer, Richard G. 
Morrill, Lee Reich, Edward Simone, and Lila Towle 


Psychiatry in Spain: Past and Present 
John Chatel and Barbara Joe 





TOPICAL PAPERS: Diagnosis 


1187 


1193 


Clinical Criteria for Psychiatric Diagnosis and DSM-III 
Robert L. Spitzer, Jean Endicott, and Eli Robins 


A Comprehensive Approach to Psychiatric Diagnosis 
John S. Strauss 


1197 A Comparison of Two Methods of Diagnosing Hysteria 
Ray Kimble, James G. Williams, and Stewart Agras 


1200 A Case of Petit-Mal Status: A Diagnostic Dilemma 
Michael P. Weissberg 


BRIEF COMMUNICATIONS 


1202 The Use of Bethanechol Chloride with Tricyclic Antidepressants 
Henry C. Everett 


1204 Antinuclear Antibodies in Chronic Psychotic Patients Treated with 
Chlorpromazine 
Francisco P. Quismorio, David F. Bjarnason, William F. Kiely, Edmund 
L. Dubois, and George J. Friou 


1207 Conspiracy of Silence: Psychiatric Counseling with Students at High 
Risk for Academic Failure 
Jane K. Kuehn and John L. Kuehn 


1210 Delirium Tremens in a Nine-Year-Old Child 
Duane Sherwin and Beverley M ead 


1212 Suicide Rate of Callers to a Poison Information Service 
Howard S. Sudak, Gloria J. Sterin, and Harold B. Houser 


1215 Affect, Mood, Emotion, and Feeling: Semantic Considerations 
Richard K etai 


IN MEMORIAM 


1218 Erwin W. Straus, 1891-1975 
Lucie Jessner and James L. Foy 


1219 LETTERS TO THE EDITOR 


1226 Correction: Robert W. Gibson: “Highlights of the 128th Annual 
Meeting" (132:785, 1975) 


1227 BOOK REVIEWS 


A61] Index to Advertisers 


AS 


Information for Contributors 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in duplicate to Francis J. 
Braceland, M.D., Editor, The American Journal of Psychiatry, 
1700 Eighteenth Street, N.W., Washington, D.C. 20009. Au- 
thors of numbered papers presented at the Association’s annual 
meeting should submit two copies of the manuscript to the sec- 
retary of the session or notify the secretary that the manuscript 
will be sent to the Journal office later. 

All numbered annual meeting papers become the property of 
the Journal although, due to space limitations, fewer than half 
can be published in the Journal. Release of a manuscript for 
publication elsewhere must be secured from the Editor. 

Communications about a manuscript, by letter or telephone 
(202-232-7878), should include reference to the manuscript 
number. In the case of annual meeting papers, this is the num- 
ber carried in the program booklet; in the case of other manu- 
scripts, it is the number noted in the letter acknowledging 
receipt of the manuscript. 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the under- 
standing that they represent original material and that they are 
not being considered for publication elsewhere. Once a paper 
has been published in the Journal, which is a copyrighted publi- 
cation, the legal ownership of all parts of the paper, including: 
any illustrations, passes from the author to the Journal. If an in- 
dividual or organization wishes to reprint material published in 
the Journal, written permission must first be secured from the 
APA Publications Services Division, 1700 Eighteenth St., 
N.W., Wash., D.C. 20009; there will usually be a charge for 
granting this permission. 

Manuscripts are accepted on condition that the Editor be 
given the right to make revisions aimed at greater conciseness 
and clarity and to bring the manuscript into conformity with 
Journdl style regarding capitalization, punctuation, etc. 

The Journal does not hold itself responsible for statements 
made by contributors. Unless so stated, material in the Journal 
does not reflect the official attitude or position of the American 
Psychiatric Association or of the Journal's Editorial Board. 


SPECIFICATIONS FOR MANUSCRIPTS 


Manuscripts should be typed in upper and lower case on one 
side only of letter-size bond (or other opaque) paper. All parts 
of the manuscript (including case reports, footnotes, references, 
etc.) should be double-spaced, with generous margins. Subheads 
should be inserted at reasonable intervals to aid in comprehen- 
sion and to break the typographical monotony of lengthy texts. 
Abbreviations not easily recognized by the average reader 
should be explained. 

Length. As a general rule the manuscript of a regular article 
should not exceed 10-12 typed pages, unless a special arrange- 
ment has been made with the Editor; Brief Communications 
should not exceed eight typed pages. Letters to the Editor 
should not exceed 500 words unless a special arrangement has 
been made with the Editor. 

Author identification. The authors’ affiliations and position 
titles should be provided and an address and telephone number 
given for the first-named author or the co-author who has been 
designated to handle the galley proofs and reprint requests. The 
number of authors should preferably not exceed four, with 
other collaborators being acknowledged in a footnote. 


Precis. A brief precis is included at the beginning of each ar- 
ticle: 60-100 words for regular articles, 40-60 words for Brief 


A6 


Communications. The author may prepare the precis himself or 
ask that the Journal staff prepare it, in which case the author 
may make any necessary changes on the galley proofs. 

Informed consent. Manuscripts that report the results of ex- 
perimental investigation on human subjects must include a 
statement to the effect that informed consent was obtained after 
the nature of the procedure had been fully explained. 

References. References should be typed double-spaced on a 
separate sheet of paper, to be attached at the end of the manu- 
script. They should be arranged according to their order of ap- 
pearance in the text, where they should be indicated by numbers 
in parentheses. Reference citations should be restricted to 
closely pertinent papers; a complete review of the literature is 
rarely desirable, except in the case of review articles for which a 
special arrangement has been made with the Editor. 

References should be typed in accordance with the style 
shown below for books and journal articles; chapters in books 
will be treated as journal articles with regard to capitalization. 
Up to three authors should be listed; one or more authors past 
the third will be designated ‘et al." Abbreviations of journal 
names should conform to the style used in Index Medicus. 


l. Berne E: Principles of Group Treatment. New York, Oxford Univer- 
sity Press, 1966, p 26 

2. Schildkraut JJ: Tranylcypromine: effects on norepinephrine metabo- 
lism in rat brain. Am J Psychiatry 126:925-931, 1970 

3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions be- 
tween monoamine oxidase inhibitors and foodstuffs. Br J Psychiatry 
113:349-365, 1967 

4. Brosin H: Communication systems of the consultation process, in 
The Psychiatric Consultation. Edited by Mendel W, Solomon P. 
New York, Grune & Stratton, 1968, pp 1-12 


Tables and figures. Titles and headings of any tables and fig- 
ures should be sufficiently clear that the meaning of the data is 
understandable without reference to the text. See recent issues 
of the Journal for the general requirements of style. 

Each table should be typed on a separate sheet, attached at 
the end of the manuscript. The data should be arranged so that 
columns of like material read down, not across. 

A complete set of figures, preferably in the form of glossy 
prints, should accompany each of the two copies of the manu- 
script. Most figures will be reduced to about 3'/: inches in width, 
the column width of the Journal; all elements of a figure should 
be prepared to withstand this reduction. Graphs should be fin- 
ished drawings not requiring further artwork. Authors are 
urged to engage the services of a professional in the preparation 
of figures. Authors may be required to meet the costs of any fur- 
ther artwork that must be done in the editorial office. 


AUTHORS' CORRECTIONS 


Galley proofs will be sent to the first-named author for cor- 
rections after the paper has been scheduled for publication; 
prompt return (preferably within 48 hours of receipt) is neces- 
sary to ensure publication in the assigned month. If an author 
expects to be away from his office for a long period of time after 
he has received the acceptance letter, he should inform the Jour- 
nal office or arrange with a colleague to read the proofs. Au- 
thors are urged to keep changes on galleys to a minimum. 


REPRINTS 


No reprints are furnished gratis. An order form for reprints 
will be attached to the galley proofs submitted to authors for 
correction. Reprints are usually mailed to authors about a 
month after publication of the article. Requests from others to 
order reprints should be directed to the Editor; inclusion of a 
letter of permission from the senior author and a brief state- 
ment of the intended use of the reprints will expedite the 
processing of such requests. 


THE AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W., Washington, D.C. 20009 


OFFICERS 1975-1976 


President: 
President-Elect: 
Vice-President: 
Vice-President: 
Secretary: 
Treasurer: 


JUDD MARMOR 
ROBERT GIBSON 
DANIEL X. FREEDMAN 
JACK WOLFORD 
JULES MASSERMAN 
JACK WEINBERG 


ASSEMBLY OF DISTRICT BRANCHES 


For Three Y ears: 


Speaker: MILTIADES L. ZAPHIROPOULOS 
Speaker-Elect: IRWIN N. PERR 
Recorder: GEORGE L. MALLORY 


MEDICAL DIRECTOR'S OFFICE 


M edical Director: 
Deputy Medical Directors: 


BOARD OF TRUSTEES 


For Two Years: ALFRED M. FREEDMAN 
HARRY H. BRUNT 
IRVING PHILLIPS 


CHARLES PINDERHUGHES 


MELVIN SABSHIN 
DONALD W. HAMMERSLEY 
JEANNE SPURLOCK 
HENRY H. WORK 

For One Year: PERRY C. TALKINGTON 
ALAN A. STONE 
HERBERT KLEMMER 
DAVID E. STARRETT 
LEON EISENBERG 
JOHN P. SPIEGEL 
LOUIS LINN 
BRUCE ALSPACH 
LEWIS L. ROBBINS 


CHARLES B. WILKINSON 
ROBERT KUWIK 


Consultant: 
Residents’ Representative: 


SS SS See 


CHAIRMEN OF COUNCILS, COMMISSIONS, AND COMMITTEES 


CONSTITUTIONAL COMMITTEES 


deeb. a oe bh HE HH Ee REAR EEE ERS JOHN S. VISHER 
Constitution and By-Laws. > oce 2... re KENT RAVENSCROFT 
Fi saii uS m RUE Eee ae dee ES OBE GS ROBERT A. MOORE 
Mel o oar E ok e mee RR A CHES LAURA E. MORROW 
NOMINARE i. o 9 xx ERLE RS KELKA y SR ALFRED M. FREEDMAN 
BERE. 11d ae Odes Hele UR e OL RS OO ROBERT GIBSON 
Y C e n ig Rk hh AIS IE Be RD DETER AEG EUGENE A. HARGROVE 
COMMISSION ON JUDICIAL ACTION. .........-.--- ALAN A. STONE 


COMMISSION ON STANDARDS OF PRACTICE 


AND THIRD-PARTY PAYMENT ........... DEXTER BULLARD 
JOINT COMMISSION ON LEGISLATION ........ ROBERT J. CAMPBELL 
COUNCIL ON NATIONAL AFFAIRS. ..........- HAROLD M. VISOTSKY 
Black Psyehiaiisis ... oo o BORG BR nn CHARLES B. WILKINSON 
WOME NRI LTS TERT". 11 212 SE HS ELISSA P. BENEDEK 
Asian-American Psychiatrists ........ ee LINDBERGH S. SATA 
Comprehensive Health Planning ....... se ROBERT L. WILLIAMS 
Ecopsychiatric Data Base... . 1... 4 nn JAY SHURLEY 
Indian Affairs ..... eser rn ns + MORTON DEBER 
Mental Health of Spanish-Speaking People in the U.S. ....... ANGEL GOMEZ 
Discrimination Against Persons with Previous 

Psychiatric Treatment... 2. 06 6 eee (TO BE APPOINTED) 


COUNCIL ON PROFESSIONS AND ASSOCIATIONS. . . RUTH I. BARNARD 


Liaison with American College of Physicians. ........ CHARLES P. NEUMANN 
Liaison with American Hospital Association. ........ FRANCIS DE MARNEFFE 
Psychiatry and the Law. ...... es G.J. SARWER-FONER 
Psychiatrie Nurini: uum he RR RERO ts WILLIAM E. STONE 
The Right to Treatment: «22s pe EAS HOES JONAS R. RAPPEPORT 
Linton MH VUES uu cos ERU n oe 3mm mn WALTER E. BARTON 
Religion and Psychiatry. ......... eee ABRAHAM N. FRANZBLAU 


COUNCIL ON RESEARCH AND DEVELOPMENT . . . LOUIS JOLYON WEST 


Dig Ale. nio Kp HRA RS eI CUR RR DANIEL X. FREEDMAN 
Tobak uy ded Rh OR eR EB Ronde MARTIN T. ORNE 
Effects of Television on Mental Health ................ JAMES H. RYAN 
Electro-Convulsive Therapy ......... ees FRED FRANKEL 
Pihis RBar ssi s a a ox o OXUA RA OE on e 3 SAMUEL B. GUZE 
Lühhun THOT). Lies ss Copy ES RO ORES HESS ens IRVIN M. COHEN 
MS ccoo Se SEEKERS ES HOSE oon RSS SHES ES JAMES MORGAN 
Methadone Therapy and Narcotic Antagonists... .... ROGER E. MEYER 
Nomenclature and Statistics... > oee eses ee ee eee ROBERT SPITZER 
Racism in Psychiatric Research... se CLAUDEWELL THOMAS 
Research ON AGING o ios uu num ok RR xc OEE OR ES CARL EISDORFER 

LISSY F. JARVIK 
Poverty and Requirements for Psychiatric Resources. .... . (TO BE APPOINTED) 
Ethical Considerations in Behavior Therapy. .......... (TO BE APPOINTED) 
COUNCIL ON EMERGING ISSUES. ..... «55 ae 5 JERRY M. LEWIS 
Defining Mental Illness and " What Is a Psychiatrisi??”. . .. . . . MORTON REISER 
Piseboliloly 2s dx dex A Rx ae RE DOLLIES S CHARLES K. HOFLING 
PUB. 2 iu p Tk rtg SHS SE cda ok dod JOHN DONNELLY 


COUNCIL ON INTERNAL ORGANIZATION. ..... MILTON GREENBLATT 
Committee on Conventions... W. EDWARD MCGOUGH 
Awards for Scientific Exhibits ......... ee JOHN C. NEMIAH 
Scientific Ebs ius Oe met on RICHARD BARTHEL 
Tubslcil Exhibit S uta x RY Ke he Oe HELE EAS WILLIAM A. PHILLIPS 
PRORA. o so ey ne RRR S EROS REARS fp OR e quA PETER A. MARTIN 
Closed Circuit TV Presentations... oca ie ed ot S MILTON BERGER 
Film Review 1.4 sow x WA ROR Ee REOR REL s EDWARD A. MASON 
Arrangements o cs uon 6 OER Roh de y d W. EDWARD MCGOUGH 


Institute on Hospital and Community Psychiatry Program. . ALYCE C. GULLATTEE 
Hospital and Community Psychiatry Service 


Achievement Awards ......... en LINDBERGH S. SATA 
Grants dl Awards uiu» x pao RO Y €o v JACK WEINBERG 
Manfred S. Guttmacher Award... . se JONAS R. RAPPEPORT 
Hofheinar Pre. use ora xm RE RR ow BF MARVIN STEIN 
hasc Ray AW. o so ee 4 HE OS ES OR EEE NAOMI GOLDSTEIN 
MeGavin Award. ru uo a Kw EA OHS HSER eG a JOSEPH NOSHPITZ 
Poste mali PHA «625 deaa ko OS E RAS OO RR LOUIS A. GOTTSCHALK 
House Comis! , 2222 dao wx Ea | o 4 eh uo ex EDWARD I. KUSHNER 
Member Insurance and Retirement Plans... ..... sse CHESTER TRENT 
Trustees of APA Retirement Plans... . ese WARREN C. JOHNSON 
Public Informallon. , 6 o. uo ko koe o ERIC PLAUT 
Randos i ogo igs & feck eK HRS ORS ER Bagi JOAN ECCLESTON 
Interface Between Industry and Psychiatry. .......... HARVEY J. TOMPKINS 
Manpower Problems. .... 640 86 6 se Rn RICHARD STEINHILBER 
COUNCIL ON INTERNATIONAL AFFAIRS ..... NORMAN ROSENZWEIG 
Liaison with International and Foreign Psychiatric 

Gaan ou ode Sp EWS SE AS NATHAN S. KLINE 
Psychological Aspects of Near Eastern Studies ...... . WILLIAM D. DAVIDSON 


Transcultural Aspects of Ethnocentricity Among Psychiatrists. . . RAMON PARRES 
Transcultural Aspects of Mental Health of Children. . JORGE M. VELASCO-ALZAGA 
Inter-American Council of Psychiatric Associations... ... . REGINALD LOURIE 


COUNCIL ON MEDICAL EDUCATION AND 


CAREER DEVELOPMENT ...46 20082 si nn RICHARD I. SHADER 
Certification in Administrative Psychiatry ............. DEAN K. BROOKS 
TTA E E EC T E NOR CCECT C BT RR EI LIT RLIILADLRS DAVID F. MUSTO 
Medical Education <u 5. xy Rt Ux Rn LARRY SILVER 
Conference on Family Life Education. ..........-.-. ARNOLD M. KALLEN 
Graduiié EdiRallol s s soa sk heed e hE ER ON o BRYCE TEMPLETON 
Foreign Medical Graduates. .....---.-+...-. LEONARDO GARCIA-BUNUEL 
Research TIMMINS: is KR DR He X xxn FREDERICK G. WORDEN 
Continuing Education: .. us soo ROBERT A. SENESCU 
Education’ of Physicians: oot m 9 CAROLYN ROBINOWITZ 
Education of Psychiatrists... «5.2.3 RE DONALD NAFTULIN 
COUNCIL ON MENTAL HEALTH SERVICES....... JAMES C. JOHNSON 
Childhood and Adolescence ............. en VIOLA BERNARD 
Federal Government Health Services... ..... sss STEWART BAKER 
Financing Mental Health Care. ...... sse WILLIAM H. GOLDMAN 
Pup RENEWS et ee Se Gk A ie OR RODD EER DONALD LANGSLEY 
Collaboration of Psychiatrist and Consumer. ........... JUNE CHRISTMAS 
Private Psychiatric Hospitals. .... ce ee eee es JOHN H. HOUCK 
Problem-Oriented Systems ............. a a RICHARD L. GRANT 
Psychiatric Rehabilitation in Correctional Systems ....... . FRANCIS A. TYCE 
Sidius of Nurme MORIAR. ou adeo» SS OBES SEYMOUR J. VIENER 
Suicide PIMVEBEDEE s ss sasadan le dE Rom wo MATHEW ROSS 


AT 


A8 


The December 1975 issue of 


The American Journal of Psychiatry 


will feature 


e John M. Davis on 
Maintenance Therapy in Psychiatry 
I. Schizophrenia 





For single-dose therapy in 
depression when the dosage is 
established. 


e simple enough dosage regimen 
to help avoid missed doses. 


e provides a full range of single 
daily dosage strengths, including 
the 75- and 150-mg. capsules.* 





E 


Tofranil-PM 


imipramine pamoate 


In depression: 
One capsule lasts from 
bedtime to bedtime. 


e as effective as divided daily Please read the prescribing in- 

doses. formation for details of usage, 
precautions, warnings, contra- 

e the 150-mg. capsule may be indications, adverse experiences, 

the most effective daily dose for and dosage recommendations. 

many patients. A summary of this information 


! appears on the back of this page. 
e saves time and cost of dosage 
administration in the hospital. "Also available in capsules of 100 and 
125 mg. Each capsule contains imipra- 
mine pamoate equivalent to 150, 125, 
100 or 75 mg. of imipramine hydro- 
chloride. 


Tofranil-PM 


imipramine pamoate 


Geigy 


Capsules" of 150, 125, 100 and 75 mg. 


In depression: One capsule lasts from 
bedtime to bedtime. 


Tofranil-PM* 
brand of imipramine pamoate 
Tofranil” 


brand of imipramine hydrochloride USP 


Indications: For the relief of symptoms of 
depression. Endogenous depression is more 
likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 

monoamine oxidase inhibiting compounds is 

contraindicated. Hyperpyretic crises or severe 
convulsive seiZures may occur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be serious, or even 
fatal. When it is desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
receiving a monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. 

Initial dosage should be low and increases 

should be gradual and cautiously prescribed. 

The drug is contraindicated during the acute 

recovery period after a myocardial infarction. 

Patients with a known hypersensitivity to this 

compound should not be given the drug. The 

possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of 

imipramine during pregnancy and lactation 

has not been established; therefore, in admin- 
istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazards. Animal repro- 
duction studies have yielded inconclusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

— patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial infarction, 
strokes and tachycardia; 

— patients with increased intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drug s anticholinergic properties; 

—hyperthyroid patients or those on thyroid 
medication because of the possibility of 
cardiovascular toxicity; 

— patients with a history of seizure disorder 
because this drug has been shown to lower 
the seizure threshold; 

— patients receiving guanethidine or similar 
agents since imipramine may block the 
pharmacologic effects of these drugs. 

Usage in Children: Pending evaluation of re- 

sults from clinical trials in children, Tofranil, 

brand of imipramine hydrochloride, is not 
recommended for treatment of depression in 
patients under twelve years of age. 

Tofranil-PM, brand of imipramine pamoate, 

should not be used in children of any age 

because of the increased potential for acute 
overdosage due to the high unit potency 

(75 mg., 100 mg., 125 mg. and 150 mg.). Each 

capsule contains imipramine pamoate equiva- 

lent to 75 mg., 100 mg., 125 mg. or 150 mg. 
imipramine hydrochloride. 

Since imipramine may impair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
operating an automobile or machinery, the 


patient should be cautioned accordingly. 
Precautions: It should be kept in mind that 
the possibility of suicide in seriously de- 
pressed patients is inherent in the illness and 
may persist until significant remission occurs. 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, 
particularly in patients with cyclic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
imipramine hydrochloride, may be resumed in 
lower dosage when these episodes are re- 
lieved. Administration of a tranquilizer may be 
useful in controlling such episodes 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine. 

In occasional susceptible patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents) in addition, the 
atropine-like effects may become more pro- 
nounced (e.g., paralytic ileus). Close super- 
vision and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects 

Both elevation and lowering of blood sugar 
levels have been reported. 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, falls. 
Psychiatric: Confusional states (especially in 
the elderly) with hallucinations; disorienta- 
tion, delusions; anxiety, restlessness, agita- 
tion; insomnia and nightmares; hypomania; 
exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthe- 
sias of extremities; incoordination, ataxia, 
tremors; peripheral neuropathy; extrapyram- 
idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, asso- 
ciated sublingual adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention, 
delayed micturition, dilation of the urinary tract 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive expo- 
sure to sunlight); edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. 

Hematologic: Bone marrow depression includ- 
ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be ciscontinued if 
there is evidence of pathological neutrophil 
depression. 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosege and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil, brand of imipramine nydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only *or starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible. , 

How Supplied: Tofranil, brand of imipramine 
hydrochloride: Round tablets of 25 and 

50 mg ; triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg. in 2 cc. for I.M. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75,100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 


*Each capsule contains imipramine pamoate equivalent to 150, 125, 100 or 75 mg. of imipramine hydrochloride 
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TRAVEL LIGHT 


with a Medcraft Mark Ill EEG 


E LÀ 





The Medcraft Mark III electroencephalograph sets the standard for combining light- 
weight mobility with proven clinical performance. Modular construction offers 
ruggedness and durability allowing it to be kept in continuous use in any part of the 
hospital, clinic or laboratory. A unique Servo Pen System combined with solid state 
electronics provides accuracy and reliability found only in the Mark III. And it’s 


Underwriter's Laboratory Listed to assure you the utmost in operator and patient 
safety. 


TRAVEL RICHI 
Attention all EEG Technologists! 


V You can win a Free trip for two to Mexico City during the week of October 12-19, 1975. 
Attend the IV Pan Araerican Congress of Neurology and the 1975 Annual Meetings 
of the American EEG Society and the American Society of EEG Technologists. The 
award includes round trip first class airfare, deluxe accommodations for 8 days and 
7 nights at the Camino Real —convention headquarters and $500 Fiesta Money. 








« To enter simply send name and address on affiliated Hospital, Clinic, Laboratory, or 
77 Professional letterhead to: “TRAVEL LIGHT", Medcraft, Inc., Box 536, Skippack, 
Penna. 19474. 


All entries must be received before August 15, 1975. Drawing will be held 
on August 20, 1975, and winner will be notified by registered mail. 
Registration is limited to one entry per EEG Technologist employed 

in the Continental USA. No employees or representatives of Hittman- 
Medcraft, its affiliates, or their advertising agencies are eligible. 

Award must be accepted as stated. Offer void where prohibited by law. 





Box 542 
Skippack, Pennsylvania 19474 
(215) 584-6825 


©1975 Medcraft is a Registered Trademark of Medcraft, Inc. 
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in clinically significant depression... 








symptoms 
often interfere 
with therapy 





In clinically significant depression, the patient 
often becomes barricaded behind his own 
symptoms during psychotherapy. Because 
these symptoms can be so sharply defined and 
somatic in expression, he may reject the fact 
that they are psychic in origin. Sleep disturb- 
ance, gastrointestinal complaints, anorexia, 
chronic fatigue, and other psychosomatic 
symptoms may so preoccupy—or overwhelm— 
the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 
Instead of being able to concentrate on 
the core emotional problems of the 
depression itself, he may for ex- 
ample go on at length about how 
broken his sleep is or keep 


p^ 









reiterating (while the therapeutic hour slips 
by) how physically miserable he feels. 


ELAVIL 


(AMITRIPTYLINE HCI, MSD) 
to help 
penetrate the 
symptom barrier 
in depression 
requiring 














medication 





cLAVIL, a highly effective tricyclic antidepres- 
Sant, will often alleviate these symptoms. With 
the help of ELAVIL, sleep disturbance— 
so common in clinically depressed 
patients and often the symptom 
that distresses them most—as 


well as other “barrier symptoms’’ may be 
lessened to the point where they no longer 
come between you and the patient. 





psychotherapy 





takes 
direction 











As these preoccupying complaints are lifted, 
psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 
sume or pursue more efficiently the necessary 
activities in their personal lives. 





meeting 
therapeutic 
goals 








And as the antidepressant activity of ELAVIL 
(Amitriptyline HCl, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
timesonly a minimum of actual psychotherapy 
is required. The patient may experience a 
more rapid recovery—while you conserve valu- 
able time. 


Prescribe ELAVIL then, to help 
lighten the patient's burden 
in depression—and yours 
in its management. 


ELAVIL 








ELAVIL should not be used during the acute 
recovery phase following myocardial infarc- 
tion; in patients hypersensitive to it; in those 
who have received an MAOI within two weeks; 
or in children under 12. Patients with cardio- 
vascular disorders should be watched closely. 
Its safe use during pregnancy and lactation 
has not been established. The drug may im- 
pair mental or physical abilities required in 
the performance of hazardous tasks and may 
enhance the response to alcohol. Since sui- 
cide is a possibility in any depressive illness, 
patients should not have access to large quan- 
tities of the drug. Hospitalize as soon as pos- 
sible any patient suspected of having taken 
an overdose. 


TABLETS: 10 mg, 25 mg, a mg, 75 mg, and 100 mg 
INJECTION: 10 mg per ml 





(AMITRIPTYLINE HCl | MSD) 


an antidepressant 
with an 
anxiety-reducing 
sedative 
component 
to its action 















For a brief summary of prescribing 
information, please see following page. 
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ELAVIL 


(AMITRIPTYLINE HCI | MSD) 


Five tablet strengths for differing 
patient needs. The variety of dosage 
strengths available with ELAVIL 
makes possible great prescribing 
flexibility. 

Once-a-day dosage at bedtime is an 
appropriate way to start—and main- 
tain—many patients on therapy. The 
simplicity of this regimen helps im- 
prove patient compliance. ELAVIL 
may also be prescribed in divided 
daily doses. 

A sedative effect may be apparent 
before the antidepressant effect of 
ELAVIL is noted. An adequate ther- 
apeutic effect may take as long as 
30 days to develop. 


100 mg 
75mg 
50 mg 


These tablets may be advantageous 
when initiating therapy with once- 
daily bedtime dosage in adult out- 
patients. The usual starting dosage 
is 75 mg daily. Therapy may be ini- 
tiated with 50 to 100 mg daily. 
This may be increased by 25 or 
50 mg as necessary in the bedtime 
dose to a total of 150 mg per day. 

These tablets may also be conve- 
nient for many hospitalized patients. 
These patients may need 100 mg a 
day initially which can be increased 
gradually to 200 mg a day if neces- 
sary. A small number of such pa- 
tients may need as much as 300 mg 


a day. 

25 mg 9 

This tablet may prove useful when 
initiating therapy with divided daily 
doses in adult outpatients. Starting 
dosage is usually 75 mg daily. If 
necessary, this dosage may be in- 
creased gradually to a total of 150 mg 
a day. Increases are made prefer- 
ably in the late afternoon or bedtime 


doses. 

10 mg fe) 

Because lower doses are generally 
recommended for adolescents and 
elderly patients, the 10-mg tablets 
may be most serviceable. Ten mg 
three times a day with 20 mg at bed- 
time may be satisfactory in adoles- 
cent and elderly patients who do not 
tolerate higher doses. 








NOTE: The usual maintenance dos- 
age of ELAVIL is 50 to 100 mg per 
day which may be given in a single 
dose preferably at bedtime. In some 
patients 40 mg per day is sufficient. 
This drug is not recommended for 
patients under 12 years of age. 





Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor or within at least 14 days following the discontinuance of 
a monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and 
deaths have occurred. When used to replace a monoamine oxidase inhibitor, initiate 
dosage of amitriptyline HCI cautiously with gradual increase in dosage until optimum 
response is achieved. Not recommended during the acute recovery phase following 
myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or uri- 
nary retention, or with angle-closure glaucoma or increased intraocular pressure; in pa- 
tients with angle-closure glaucoma, even average doses may precipitate an attack. Pa- 
tients with cardiovascular disorders should be watched closely; arrhythmias, sinus 
tachycardia and prolongation of the conduction time have been reported, particularly 
with high doses; myocardial infarction and stroke have been reported with drugs of this 
class. Close supervision is required for hyperthyroid patients or those receiving thyroid 
medication. May impair mental and/or physical abilities required for performance of 
hazardous tasks, such as operating machinery or driving a motor vehicle. Safe use dur- 
ing pregnancy and lactation has not been established; in pregnant patients, nursing 
mothers, or women who may become pregnant, weigh possible benefits against possi- 
ble hazards to mother and child. Not recommended for patients under 12 years of age. 
Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms; 
manic depressive patients may experience a shift to the manic phase. In these circum- 
stances, the dose of amitriptyline HCI may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjustment 
of dosages are required. Use cautiously in patients receiving large doses of ethchlor- 
vynol, since transient delirium has been reported on concurrent administration. May 
enhance the response to alcohol and the effects of barbiturates and other CNS depres- 
sants. The possibility of suicide in depressed patients remains during treatment and un- 
til significant remission occurs; this type of patient should not have access to large 
quantities of the drug. Concurrent electroshock therapy may increase the hazards 
associated with such therapy; such treatment should be limited to patients for whom it 
is essential. When possible, discontinue the drug several days before elective surgery. 
Both elevation and lowering of blood sugar levels have been reported. 

Adverse Reactions: Wote: Included in this listing are a few adverse reactions not re- 
ported with this specific drug. However, pharmacological similarities among the tri- 
cyclic antidepressant drugs require that each reaction be considered when amitriptyline 
is administered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke. CWS and Neuromuscular: Con- 
fusional states; disturbed concentration; disorientation; delusions; hallucinations; ex- 
citement; anxiety; restlessness; insomnia; nightmares; numbness, tingling, and 
paresthesias of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; 
seizures: alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, 
blurred vision, disturbance of accommodation, constipation, paralytic ileus, urinary re- 
tention, dilatation of urinary tract. A//ergic: Skin rash, urticaria, photosensitization, 
edema of face and tongue. Hemato/ogic: Bone marrow depression including 
agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastroin- 
testinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, parotid swelling, black tongue, rarely hepatitis (including altered liver function 
and jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
enlargement and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after prolonged administration 
may produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous admin- 
istration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
tricyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the 
dosage should be repeated as required, particularly if life-threatening signs such as ar- 
rhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitrip- 
tyline HCI, in single-unit packages of 100 and bottles of 100*and 1000; tablets contain- 
ing 75 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 
100: for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 
44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full 
prescribing information. Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486 








ELAVIL ~s 


(AMITRIPTYLINE HCI, MSD) | Bai 


Just published 


1975 APA 
MEMBERSHIP 
DIRECTORY 


The directory contains two major sections: the ALPHABETIC SECTION, containing 
the name, address, membership class, year joined and board certification for each 
member; and the GEOGRAPHIC SECTION, containing name, membership class, 
and board for each member arranged as follows: United States, alphabetically by 


state and city; Canada, alphabetically by province and city; and Foreign, alphabeti- 
cally by country and city. 


In addition, the directory contains a listing of officers, committees, councils and 
historical resumes. 


197 pages members $5.00 ea. 
nonmembers $8.00 ea. 


Please send me.  copy(ies) of 1975 APA Membership Directory 
| | Member rate $5.00 ea., order #151 
| | Nonmember rate $8.00 ea., order #151-1 


(Please Print) | | Bill Me | | Check Enclosed 

Name . — 
Address 

City State | Zip 


Send Coupon to: American Psychiatric Association 
Publications Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
1175AJP 
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The vulnerable 


ages The first epileptic seizure 








is most likely to occur 
during early childhood and 
at the onset of puberty 


About 9 out of 10 epileptics experience their first seizure before the 
age of 20—with the highest incidence between 5 and 7, when chil- 
dren start school, and at the onset of puberty, a time of physiological 
and psychic turmoil.! The most common type, grand mal, occurs 
in approximately 75% of epileptic children, and more than 50% 
of patients who suffer initially from petit mal develop grand mal 
seizures before they reach the age of 16? 





Mysoline (primidone) for 
control of grand mal,psycho- 
motor and focal epilepsy 


At the onset and afterwards — used alone or as concomitant 
therapy, MYSOLINE may reduce the frequency and severity of 
major motor seizures—or even eliminate them. Excellent for con- 
trol of grand mal. Valuable for control of psychomotor!-^4 and 
focal epilepsy as well.> 


Add Mysoline when control with other anticonvul- 
sants is inadequate — As concomitant therapy, MYSOLINE can 

improve seizure control in grand mal and psychomotor epilepsy. 
The combined use of phenobarbital, diphenylhydantoin, and 

MYSOLINE may have additive anticonvulsant effects without addi- 
tive side effects.o 


Change to Mysoline when other anticonvulsants fail — 
A changeover to MYSOLINE is frequently warranted when other 


anticonvulsants must be discontinued because of important side 
effects, or when grand mal seizures are refractory to phenobarbital, 


with or without diphenylhydantoin." 
Ayerst. 


( Tablets 250 mg. 


& * 
rimidone ex 
Suspension 250 mg./5 cc. 


May be the start of a 
better life for the epileptic 


See following page of advertisement for prescribing information. 7538 


® 








Mysoline (primidone} 


may be the start of a better life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 


BRIEF SUMMARY 
(For full prescribing information, 
see package circular. ) 


Ayerst. 


AYERST LABORATORIES 
New York, N.Y. 10017 
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MYSOLINE ' Brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system 
to raise seizure threshold or alter seizure pattern. The mecha- 
nism(s) of action of anticonvulsant drugs is not known. 


Primidone has anticonvulsant activity per se. In addition, its 
two metabolites possess anticonvulsant qualities. The major 
metabolite is phenylethylmalonamide (PEMA); the other is 
phenobarbital. In addition to its own anticonvulsant potential, 
PEMA potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used con- 
comitantly with other anticonvulsants, is indicated in the con- 
trol of grand mal, psychomotor, and focal epileptic seizures. It 
may control grand mal seizures refractory to other anticonvul- 
sant therapy. 


CONTRAINDICATIONS!:! Primidone is contraindicated 


in: 1) patients with porphyria and 2) patients who are hyper- 
sensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 


medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days 
betore it can be assessed. 


Use in pregnancy. Recent reports strongly suggest an asso- 
ciation between the use of anticonvulsant drugs by women with 
epilepsy and an elevated incidence of birth defects in children 
born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other 
anticonvulsants; but its teratogenicity has not been conclusively 
demonstrated. The possibility exists that other factors, e.g.. 
genetic factors or the epileptic condition, may contribute to the 
higher incidence of birth defects. The data also indicate that the 
great majority of mothers receiving anticonvulsant medication 
deliver normal infants. 


Anticonvulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major seizures be 
cause of the strong possibility of precipitating status epilepticus 
with attendant hypoxia and risk to both mother and the unborn 
child. 

When the nature, frequency, and severity of the seizures do not 
pose a clear threat to the patient, good medical practice requires 
that the physician weigh the expected therapeutic benefit of 
anticonvulsant therapy against possible risk on an individual 
basis. 

Neonatal hemorrhage, with a coagulation defect resembling 
vitamin K deficiency, has been described in newborns whose 
mothers were taking primidone and other anticonvulsants. 
Pregnant women under anticonvulsant therapy should receive 
prophylactic vitamin K ; therapy for one month prior to, and 
during, delivery. 


The physician should weigh all of the foregoing considerations 
when treating and counseling epileptic women of childbearing 
potential. 


PRECAUTIONS: The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over pro- 
longed periods, a complete blood count and a sequential mul- 
tiple analysis-12 (SMA-12) test should be made every six 
months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in sub- 
stantial quantities. Since tests for the presence of primidone in 
biological fluids are too complex to be carried out in the average 
clinical laboratory, it is suggested that the presence of undue 
somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that 
nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to dis- 
appear with continued therapy, or with reduction of initial 
dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional dis- 
turbances, sexual impotency, diplopia, nystagmus, drowsiness, 
and morbilliform skin eruptions. Occasionally, persistent or 
severe side effects may necessitate withdrawal of the drug. 
Megaloblastic anemia may occur as a rare idiosyncrasy to 
MYSOLINE and toother anticonvulsants. The anemia responds 


to folic acid, 15 mg. daily, without necessity of discontinuing 
medication. 


DOSAGE AND ADMINISTRATION: The average 
adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 mg. 
Increments of 250 mg. are added, usually at weekly intervals, 
to tolezance, or therapeutic effectiveness, up to daily doses not 
exceeding 2.0 Gm. A typical dosage schedule for the introduc- 
tion of MYSOLINE ( primidone) is as follows: 


Adults and Children Over 8 Years of Age 


2nd Week 
250 mg. b.i.d. 


1st Week 
250 mg. daily at bedtime 


3rd Week 
250 mg. t.i.d. 


4th Week 
250 mg. q.i.d. 





In children under 8 years of age, maintenance levels are es- 
tablished by a similar schedule, but at one-half the adult dosage. 
It 1s best to begin with 125 mg., with gradual weekly increases 
of 125 mg. a day, to a daily total usually between 500 mg. and 
750 mg. 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage of the 
other drug(s) is maintained or gradually decreased. This regi 
men should be continued until satisfactory dosage level is 
achieved for combination, or the other medication is completely 
withdrawn. When therapy with this product alone is 
the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advantage 
when small fractional adjustments (upward or downward) 
may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
* for added protection in periods of stress or stressful situa- 
tions that are likely to precipitate seizures (menstruation, 
allergic episodes, holidays, etc.) 


HOW SUPPLIED: MYSOLINE Tablets — No. 430 — Each 
tablet contains 250 mg. of primidone (scored), in bottles of 
IO0 and 1,000. Alsoin unit dose packageof 100. No. 431 — Each 
tablet contains 50 mg. of primidone ( scored), in bottles of 100 
and 500. MYSOLINE Suspension —No. 3850 —Each 5 cc. (tea 
spoonful) contains 250 mg. of primidone, in bottles of 8 fluid 
ounces. 


References: 1. Livingston, S.: Comprehensive Management 
of Epilepsy in Infancy, Childhood and Adolescence, Springfield, 
I1]., Charles C Thomas, 1972, pp. 6, 7. 584. 2. Grossman. H.J.: 
Ill. Med. J. 135:260 (Mar.) 1969. 3. Scholl, M.L., in Conn, 
H.F.: Current Therapy 1973, Philadelphia, Saunders, 1973, 
pp. 675-7. 4. Metrick, S.: C. M.D. 37:49 Jan.) 1970. 5. Forster. 
F.M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White, 
P.T.: Wis. Med. J. 68:178 ( Apr.) 1969. 7. Millichap, J.G.: 
Drug Ther. 1:15 (Oct.) 1971. 
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Tested by time and experience ii 


Over a decade of controlled studies 
and clinical experience has shown 
the effectiveness of Ritalin in reduc- 
ing the hyperactivity,” distractibil- 
ity, ^" and disorganized behavior '* 
in the MBD child. 


*  ..a considerable decrease By prse rary ae of 

. e 991 motor and attentional disorders, 
of hyp eractivity.... Ritalin can help the MBD 
Knobel, 1962 child to better focus his 


attention on mean- 
ingful stimuli and 





thus can often improve cognition 
and promote learning.” 

And side effects — insomnia a1 
appetite loss — with Ritalin have 
occurred less frequently than with 
dextroamphetamine.'^''! 

Indeed, Ritalin is currently a 
drug of choice in many MBD situa- 
tions," and can prove to be an im 
portant element in many complete 
remedial programs for MBD. 

Therapy with Ritalin should b 
undertaken only after a medical 
diagnosis of MBD has been made. 
Drug treatment is not indicated foi 
all children with MBD. 

Dosage should be periodically 
interrupted. Often, these interrup- 
tions reveal some "stabilization" in 
the child's behavior even without 
medication, permitting a reduction 
in dosage and eventual discontinu- 
ance of drug therapy. 


Ritalin 





methylphenidate) _ 
Only when medication 
Is indicated 












he treatment of MBD 


94 


.an effective agent in the 
‘viation of the hyper- 


etic disorder....’”° 
ffman et al, 1974 








Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as ad- 
junctive therapy to other remedial measures 
(psychological, educational, social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diag- 
nostic test. Adequate diagnosis requires the use 
not only of medical but of special psychological, 
educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, dis- 
tractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neuro- 
logical signs and abnormal EEG. Learning ma 
or may not be impaired. The diagnosis of MB 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these characteristics. 
Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary to 


environmental factors and/ or primary psychiatric 


disorders, including psychosis. Appropriate edu- 
cational placement is essential and psycho- 
social intervention is generally necessary. When 
remedial measures alone are insufficient, the 
decision to prescribe stimulant medication will 
depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also con- 
traindicated in patients known to be hypersensi- 
tive to the drug and in patients with glaucoma. 


WARNINGS 

Ritalin should not be used in children under 

six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on Saroy and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. Although 
a causal relationship has not been established, 
suppression of growth (ie, weight gain and/or 
height) has been reported with long-term use of 
stimulants in children. Therefore, children re- 
quiring long-term therapy should be carefully 
monitored. 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in ab- 
sence of seizures. Safe concomitant use of anti- 
convulsants and Ritalin has not been established. 


If seizures occur, Ritalin should be discontinued. 


Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all ponens taking Ritalin, 
especially those with hypertension. 


Drug Interactions 
Ritalin may decrease the hypotensive effect of 


guanethidine. Use cautiously with pressor agents 


and MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anti- 
convulsants (phenobarbital, diphenylhydantoin, 
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Ritalin 


is indicated 


primidone), phenylbutazone, and tricyclic anti- 
depressants (imipramine, desipramine). Down- 
ward dosage adjustments of these drugs may be 
required when given concomitantly with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to estab- 
lish safe use of Ritalin during pregnancy have 
not been conducted. Therefore, until more infor- 
mation is available, Ritalin should not be pre- 
scribed for women of childbearing age uniess, 
in the opinion of the physician, the potential 
benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or alco- 
holism, because such patients may in- 
crease dosage on their own initiative. 
Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be un- 
masked, Long-term follow-up may be re- 
quired because of the patient’s basic 
personality disturbances. 


PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; ab- 
dominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. Al- 
though a definite causal relationship has not been 
established, the following have been reported 

in patients taking this chp s leukopenia and/or 
anemia; a few instances of scalp hair loss. 

In children, loss of appetite, abdominal pain, . 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over) 

Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 
mg weekly. "eg dosage above 60 mg is not 
recommended. If improvement is not observed 
after appropriate dosage adjustment over a one- 
month period, the drug should be discontinued. 
If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or, if 
necessary, discontinue the drug. 

Ritalin should be periodically discontinued to 
assess the child's condition. Improvement may 
be sustained when the drug is either temporarily 
or permanently discontinued. 


(methylphenidate) 


Only when medication 


Drug treatment should not and need not be 
indefinite and usually may be discontinued afte 
puberty. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak® blister units of 1( 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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SELF-DESTRUCTIVE BEHAVIOR compiled and edited 
by Albert R. Roberts, Coppin State College, Baltimore, 
Maryland. (14 Contributors). New insights concerning 
chronic risk-taking behavior and the heightening of coping 
mechanisms are provided in this book. Social, psycho- 
logical, medical and psychiatric correlates of the most 
prevalent forms of self-destruction are all taken into 
account. Suicidal and subsuicidal behaviors such as the 
one-car accident, drug-related deaths, homicide followed by 
suicide, chronic alcoholism and cirrhosis of the liver, and 
cardiovascular diseases and diabetes mellitus exacerbated by 
compulsive overeating are described. In addition, the 
authors have made reference to the commonalities and 
causal links between many of these self-destructive acts. 
"75, 232 pp., 9 il., 7 tables, $17.50 


THE VARIETIES OF ABNORMALITY: A Phenomenolog- 
ical Analysis by Raymond J. McCall, Marquette Univ., 
Milwaukee, Wisconsin. The author presents the phenomeno- 
logical method in psychopathology, concentrating on the 
data psychopathology presents in clinical experience, and 
describes and interprets these phenomena accurately. He 
begins by discussing his views on the philosophical concep- 
tion of the nature of human abnormality and then discusses 
in depth the concepts of psychological defense, neurotic 
symptoms and neurosis, personality pattern disturbances 
and functional psychoses. Character disorders including 
delinquency, alcoholism, drug abuse and sexual deviation 
are examined in detail. 75, 592 pp., 4 il., cloth-$22.50, 
paper-$16.95 


CONTROVERSIAL ISSUES IN HUMAN RELATIONS 
TRAINING GROUPS edited by Kenneth T. Morris, Central 
Michigan Univ., Mount Pleasant, Michigan, and Kenneth M. 
Cinnamon. Foreword by Mike Kanitz. (7 Contributors) ln 
this volume nationally known contributors in the area of 
human relations training groups have responded to a list of 
ten controversial issues frequently encountered by group 
practitioners. The issues covered deal with such group 
dynamics variables as certification of group leaders, sex 
between members, necessary leader skills, necessary vari- 
ables required for a successful group, the place of physical 
contact and structured experiences, screening of members, 
bias in group orientation and format, and more. 75, 168 
pp., cloth-$9.75, paper-$5.95 


TOWARD SELF-UNDERSTANDING: Group Techniques 
in Self-Confrontation (4th Ptg.) by Daniel 1. Malamud and 
Solomon Machover, both of New York Univ., New York. 
This pioneering work is an exciting penetration into a 
relatively new area which stands between conventional 
mental health education and group psychotherapy. It 
describes a workshop in self-understanding, the versatile 
applicability of which has been tested in effective use with 
university extension students at one extreme and with 
psychiatric patients at the other. Guided by the conviction 
that effective learning about the self requires active 
participation and emotional involvement, the authors have 
developed a large repertoire of ingenious self-confrontation 
experiments. '75, 288 pp., $10.95 





301-327 East Lawrence Avenue 


INVOLUNTARY TREATMENT OF THE MENTALLY 
ILL: The Problem of Autonomy by Michael Alfred Peszke, 
Univ. of Connecticut School of Medicine, Hartford. This 
review puts the problem of involuntary treatment of mental 
illness into historical perspective and looks at it objectively, 
recognizing that mental illness cannot simply be legislated 
out of existence. The author suggests implementation for 
meeting the needs of the mentally ill based on the right of 
everyone to his own autonomy. Suggestions are proposed, 
leading to a situation in which no one in our society will be 
deprived of enlightened and appropriate treatment, while 
no one is deprived of freedom in a thoughtless or arbitrary 
fashion. '75, 176 pp., 1 il., $10.75 


A VIEW INTO A MODERN, STATE-OPERATED, MEN- 
TAL HEALTH FACILITY: The Madden Zone Center 
edited by Robert A. deVito, and Richard P. Tapley, both of 
Madden Zone Center, Hines, Illinois. (47 Contributors) This 
book presents the residential, day care and outpatient 
psychiatric treatment programs provided by the com- 
munity-oriented state mental health facility. Services for 
mentally ill adults and children as well as family-oriented 
behavior modification programs for developmentally dis- 
abled children and adolescents are described. Some of the 
programs include the traveling team which provides after- 
care for patients discharged from the center, the prolixin 
clinic which treats outpatient schizophrenics, communica- 
tion board therapy for autistic children, and the behavior 
modification approach for violent children. 775, 308 pp., 
519.75 


CHILDREN'S SPATIAL DEVELOPMENT compiled and 
edited by John Eliot, Univ. of Maryland, College Park, and 
Neil J. Salkind, Univ. of Kansas, Lawrence. (4 
Contributors ) Comprised of four essays, this book discusses 
a status description of genetic studies of spatial behavior, a 
review of studies of neurological influences, a statement 
describing research on the language of space, and the 
relation of spatial development to the study of child 
development. Different research orientations are given 
along with abstractions of forty experiments involving 
children's spatial behavior. A large, comprehensive bibliog- 
raphy is offered on spatial ability and children's spatial 
development. Psychology, pediatrics and special education 
are a few of the many disciplines which will profit from this 
book. 75, 312 pp., 24 il., 3 tables, $23.50 


MENTAL EXAMINER'S SOURCE BOOK edited by Julian 
C. Davis, Florida State Hospital, Chattahoochee, Florida, 
and John P. Foreyt, Baylor College of Medicine, Houston, 
Texas. (11 Contributors). Authoritative material is provided 
on both traditional mental evaluation instruments and 
recent topics in clinical assessment. Along with chapters on 
the classification of mental retardation, objective and 
projective personality testing, assessment of brain damage, 
intelligence testing and the mental status examination, 
there are chapters on the psychological evaluation of 
coronary heart disease, pain and disability, and the Problem 
Oriented Psychiatric Record. '75, 248 pp., 18 il. (5 in full 
color), 37 tables, $14.50 


Orders with remittance sent, on approval, HH o MAALLL ZO. 


Springfield è Illinois © 62717 


A23 








The TRIAVIL Potential 


in the management of 
moderate to severe anxiety 





When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


with depression 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 
in any depressive illness so patients 
should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 
MSD 
SHARES For a brief summary of prescribing 

OHME information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 





® 
: RIAVIL perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 
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Triavil 4-2 





Each tablet contains 
4 mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HC! 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL* 2-10 (or TRIAVIL* 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe Convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly in high doses, have 
been reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time. Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
DH pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individua! intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazire Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcchol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
iar treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCl. 

Amitriptyline HCI may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
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ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle), altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil- 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
states; disturbed concentration; disorientation; delusions; hallucina- 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb- 
ness, tingling, and paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inap- 
propriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry 
mouth; blurred vision; disturbance of accommodation; constipation; 
paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. Gastrointes- 
tinal: Nausea; epigastric distress; vomiting; anorexia; stomatitis; pecu- 
liar taste; diarrhea; parotid swelling; black tongue. Endocrine: 
Testicular swelling and gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or decreased libido; 
elevated or lowered blood sugar levels. Other: Dizziness, weakness; 
fatigue; headache; weight gain or loss; increased perspiration; uri- 
nary frequency; mydriasis; drowsiness; jaundice; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration 
may produce nausea, headache, and maldise. These are not indica- 
tive of addiction. 
OVERDOSAGE: All patients suspected of having taken an over- 
dosage should be admitted to a hospital as soon as possible. Treat. 
ment is symptomatic and supportive. However, the intravenous 
administration of 1—3 mg of physostigmine salicylate is reported to 
reverse the symptoms of tricyclic antidepressant poisoning. Because 
physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs 
such as arrhythmias, convulsions, and deep coma recur or persist 
after the initial dosage of physostigmine. On this basis, in severe over- 
dosage with perphenazine-amitriptyline combinations, symptomatic 
treatment of central anticholinergic effects with physostigmine salicy- 
late should be considered. 
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For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
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In schizophrenia, symptoms speak for themselve 
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chiatric and behavioral symp- 

s were assessed by the Brief 
chiatric Rating Scale (BPRS) 

the Nurses' Observation Scale 
npatient Evaluation (NOSIE). 
ponse was measured by statis- 

| analysis comparing symptom 
erity before and after treatment. 
controlled studies demonstrated 
efficacy of LOXITANE and the 
reference agents. The graphs 
follow show the substantial 
Jction in schizophrenic symp- 

s achieved by the LOXITANE 
ent group as expressed in terms 
iercent of Maximum Possible 
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Now in schizophrenia — - efficacy that — for itself.. 


SEE LAST PAGE OF THIS ADVERTISEMENT FOR FULL PRESCRIBING INFORMATION. 





Lederle 
Laboratories 
introduces 


Loxitane 


LOXAPINE€&z> 
SUCCINATE 





SUBSTANTIALLY REDUCES 
THE SYMPTOMS OF 
SCHLAOPHREN [A 


In 5 studie | involving 98 acute schizophrenic patients treated for 3 to 6 weeks. 


Patients treated with LOXITANE pesi reached an average of 56% 
of Maximum Possible Improvement in 18 symptoms and symptom clusters 
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In 6 studies involving 123 chronic s nizophrenic patients treated for 8 to 12 weeks... 


PERCENT OF MAXIMUM POSSIBLE IMPROVEMENT 








Severity of schizophrenic symptoms was appreciably reduced despite 
the typically lower responsiveness of the chronic patient 
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rtain favorable trends were exhib- 
d in the LOXITANE side effects 
ofile, but these require further tests 
id broader clinical experience 

r confirmation 


endocrine abnormalities have been reported with LOXITANE. 
)atotoxicity manifested by jaundice or biliary stasis has not 
n observed. Transient liver enzyme changes, however, have 
n reported, but it has not been determined whether they are 
ted to LOXITANE administration. 


Yough a few cases of changes in ECG have been reported, 
ausal relationship to LOXITANE has not been established. 
ical experience with LOXITANE has not demonstrated ocular 
city; however, the possibility of its occurrence cannot be 

d out at this time. Manifestations of adverse effects on the 

tral nervous system other than extrapyramidal symptoms have 
n encountered infrequently, and drowsiness, when it occurs, 
sually mild and subsides with continued therapy. Skin rashes 
ncertain etiology have been observed in a few patients 
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during the hot summer months; therefore the possibility of 
phototoxicity and/or photosensitivity cannot be excluded. 


In general, LOXITANE presents a profile of extrapyramidal side 
effects similar to that of other agents used in the treatment of 
schizophrenia. Parkinson-like symptoms and akathisia are usually 
not severe and can be controlled by reduction in LOXITANE 
dosage or by administration of antiparkinson drugs. Dystonia 

and dyskinetic reactions, while less frequent, may be more 
severe and may require reduction or temporary withdrawal 

of LOXITANE dosage, as well as treatment with anticholinergic 
agents. As with all antipsychotic agents, tardive dyskinesia may 
appear in some patients on long-term therapy or after drug 
therapy has been discontinued. It is suggested that treatment with 
any antipsychotic agent be suspended should this reaction occur 


Cardiovascular effects such as hypotension, hypertension, light- 
headedness and syncope have been reported. Increased pulse 
rate has been reported in a majority of patients receiving anti- 
psychotic doses. Anticholinergic effects seen with LOXITANE 
include dry mouth, nasal congestion, constipation and blurred 
vision. 


see LOXITANE package insert for warnings and precautions and 
for more detailed information concerning side effects. 


Loxitane 
LOXAPINE €22»5 


SUCCINATE 





A range of dosage forms to suit the 


patient's individual needs 


Supplied ———  .— .— — —  — — —  — —  — 
25 mg 
Green Two 
Tone 


50 mg 
Green and 
Blue 





Capsules aih i0ümo 48925ma  — 4i&soma 10 mg 
Green and 
Yellow 


Recommended Daily Dosage 


Initial Dosage MILD MODERATE SEVERE 

10 mg b.i.d. 10 mg t.i.d. or q.i.d 25 mg b.i.d. 
First 7 to Increase dosage until psychotic symptoms are controlled 
10 Days Dosage should not exceed 250 mg/day 


Usual dosage during titration 50 to 150 mg/day 


Maintenance 
Dosage 


Adjust to lowest effective level 
Usual maintenance dosage 60 to 100 mg/day 


Many patients are controlled with dosages as low as 20 
to 60 mg/day 


LAST PAGE OF THIS ADVERTISEMENT FOR FULL PRESCRIBING INFORMATION. 


PRODUCT INFORMATION 

DESCRIPTION 

LOXITANE /oxapine, a dibenzoxazepine compound, 
represents a new subclass of tricyclic antipsychotic 
agent, chemically distinct from the thioxanthenes, 
butyrophenones, and phenothiazines. Chemically, it is 
2 - chloro - 11 - (4 - methyl - 1 - piperazinyl) dibenz [b.f] 
[1,4] oxazepine. It is present in capsules as the succinate 
salt. Each 1.36 mg of loxapine succinate is equivalent to 
1 mg of loxapine. 


ACTIONS 

Pharmacologically, loxapine is a tranquilizer for which 
the exact mode of action has not been established. 
However, changes in the level of excitability of subcorti- 
cal inhibitory areas have been observed in several 
animal species in association with such manifestations 
of tranquilization as calming effects and suppression of 
aggressive behavior. 


In norma! human volunteers, signs of sedation were seen 
within 20 to 30 minutes after administration, were most 
pronounced within 17 to 3 hours, and lasted through 12 
hours. Similar timing of primary pharmacologic effects 
was seen in animals. 


Absorption of loxapine following oral or parenteral 
administration is virtually complete. The drug is removed 
rapidly from the plasma and distributed in tissues. 
Animal studies suggest an initial preferential distribution 
in lungs, brain, spleen, heart, and kidney. Loxapine is 
metabolized extensively and is excreted mainly in the 
first 24 hours. Metabolites are excreted in the urine in the 
form of conjugates and in the feces unconjugated. 


INDICATIONS 
LOXITANE /oxapine succinate is indicated for the 
manifestations of schizophrenia. 


CONTRAINDICATIONS 

LOXITANE is contraindicated in comatose or severe 
drug-induced depressed states (alcohol, barbiturates, 
narcotics, etc.) 


LOXITANE is contraindicated in individuals with known 
hypersensitivity to the drug. 


WARNINGS 

Usage in Pregnancy: Safe use of LOXITANE /oxapine 
succinate during pregnancy or lactation has not been 
established; therefore, its use in pregnancy, in nursing 
mothers, or in women of childbearing potential requires 
that the benefits of treatment be weighed against the 
possible risks to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or 
dogs, although with the exception of one rabbit study, 
the highest dosage was only two times the maximum 
recommended human dose and in some studies they 
were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring of rats treated 
from midpregnancy with doses of 0.6 and 1.8 mg/kg, 
doses which approximate the usual human dose but 
which are considerably below the maximum recom- 
mended human dose. 


Usage in Children: Studies have not been performed in 
children; therefore this drug is not recommended for use 
in children below the age of 16. 


LOXITANE, like other tranquilizers, may impair mental 
and/or physical abilities, especially during the first 
few days of therapy Therefore, ambulatory patients 
should be warned about activities requiring alertness 
(eg, operating vehicles or machinery), and about con- 
comitant use of alcohol and other CNS depressants 


PRECAUTIONS 

LOXITANE loxapine succinate should be used with 
extreme caution in patients with a history of convulsive 
disorders since it lowers the convulsive threshold. Sei- 
zures have been reported in epileptic patients receiving 
LOXITANE at antipsychotic dose levels, and may occur 
even with maintenance of routine anticonvulsant drug 
therapy. 


Loxapine has an antiemetic effect in animals. Since this 
effect may also occur in man, loxapine may mask signs 
of overdosage of toxic drugs and may obscure condi- 
tions such as intestinal obstruction and brain tumor 


cardiovascular disease. Increased pulse rates have been 
reported in the majority of patients receiving anti- 
psychotic doses; transient hypotension has been re- 
ported. In the presence of severe hypotension requiring 
vasopressor therapy, the preferred drugs may be 
norepinephrine or angiotensin. Usual doses of 
epinephrine may be ineffective because of inhibition of 
its vasopressor effect by loxapine. 


The possibility of ocular toxicity from loxapine cannot be 
excluded at this time. Therefore, careful observation 
should be made for pigmentary retinopathy and lenticu- 
lar pigmentation since these have been observed in 
some patients receiving certain other antipsychotic 
drugs for prolonged periods 


Because of possible anticholinergic action, the drug 
should be used cautiously in patients with glaucoma or a 
tendency to urinary retention, particularly with concomi- 
tant administration of anticholinergic-type antiparkinson 
medication. 


ADVERSE REACTIONS 

CNS Effects: Manifestations of adverse effects on the 
central nervous system, other than extrapyramidal 
effects, have been seen infrequently Drowsiness, usually 
mild, may occur at the beginning of therapy or when 
dosage is increased. 


It usually subsides with continued LOXITANE therapy 
The incidence of sedation has been less than that of cer- 
tain aliphatic phenothiazines and slightly more than the 
piperazine phenothiazines. Dizziness, faintness, stagger- 
ing gait, muscle twitching, weakness, and confusional 
states have been reported. 


Extrapyramidal Reactions — Neuromuscular (extra- 
pyramidal) reactions during the administration. of 
LOXITANE /oxapine succinate have been reported 
frequently, often during the first few days of treatment. 
In most patients, these reactions involved Parkinson- 
like symptoms such as tremor, rigidity, excessive 
salivation, and masked facies. Akathisia (motor 
restlessness) also has been reported relatively fre- 
quently These symptoms are usually not severe and 
can be controlled by reduction of LOXITANE dosage 
or by administration of antiparkinson drugs in usual 
dosage. Dystonic and dyskinetic reactions have 
occurred less frequently, but may be more severe. 
Dystonias include spasms of muscles of the neck and 
face, tongue protrusion, and oculogyric movement. 
Dyskinetic reaction has been described in the form of 
choreo-athetoid movements. These reactions 
sometimes require reduction or temporary withdrawal 
of LOXITANE dosage in addition to appropriate coun- 
teractive drugs. 


Persistent Tardive Dyskinesia — As with all antipsychotic 
agents, tardive dyskinesia may appear in some patients 
on long-term therapy or may appear after drug therapy 
has been discontinued. The risk appears to be greater in 


A new chemical entity 
for the manifestations of 
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females. The symptoms are persistent and in some 
patientsappeartobeirreversible. The syndromeischar- 
acterized by rhythmical involuntary movement of the 
tongue, face, mouth, or jaw (eg. protrusion of tongue, 
puffing of cheeks, puckering of mouth. chewing move- 
ments). Sometimes these may be accompanied by 
involuntary movements of extremities 


There is no known effective treatment for tardive 
dyskinesia; antiparkinson agents usually do not 
alleviate the symptoms of this syndrome. It is sug- 
gested that all antipsychotic agents be discontinued 
if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the 
agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an 
early sign of the syndrome, and if the medication is 
stopped at that time the syndrome may not develop 


Cardiovascular Effects: Tachycardia, hypotension, 
hypertension, light-headedness, and syncope have been 
reported. 


A few cases of ECG changes similar to those seen with 
phenothiazines have been reported. It is not known 
whether these were related to loxapine administration. 


Skin: Dermatitis, edema (puffiness of face), pruritus, and 
seborrhea have been reported with loxapine. The 
possibility of photosensitivity and/or phototoxicity occur- 
ring has not been excluded; skin rashes of uncertain 
etiology have been observed in a few patients during hot 
summer months 


Endocrine Effects: No endocrine abnormalities have 
been reported. 


Anticholinergic Effects: Dry mouth, nasal congestion, 
constipation, and blurred vision have occurred; these are 
more likely to occur with concomitant use of antiparkin- 
son agents 


Other Adverse Reactions: Nausea, vomiting, weight 
gain, weight loss, dyspnea, ptosis, hyperpyrexia, flushed 
facies, headache, paresthesia, and polydipsia have been 
reported in some patients. 


DOSAGE AND ADMINISTRATION 

LOXITANE /oxapine succinate is administered orally 
usually in divided doses two to four times a day. Daily 
dosage (in terms of base equivalents) should be ad- 
justed to the individual patient's needs as assessed by 
the severity of symptoms and previous history of 
response to antipsychotic drugs. Initial dosage of 10 mg 
twice daily is recommended, although in severely dis- 
turbed patients initial dosage up to a total of 50 mg daily 
may be desirable. Dosage should then be increased 
fairly rapidly over the first seven to ten days until there is 
effective control of psychotic symptoms. The usual 
therapeutic and maintenance range is 60 mg to 100 mg 
daily. However, as with other antipsychotic drugs, some 
patients respond to lower dosage and others require 
higher dosage for optimal benefit. Daily dosage higher 
than 250 mg is not recommended. For maintenance 
therapy, dosage should be reduced to the lowest level 
compatible with symptom control; many patients have 
been maintained satisfactorily at dosages in the range of 
20 mg to 60 mg daily. 


HOW SUPPLIED 

LOXITANE /oxapine succinate is supplied 

following base equivalent strengths: 

CAPSULES Hard Shell Printed "Lederle" 

10 mg —Green and Yellow; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5360. 

25 mg —Green Two Tone; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5361. 

50 mg —Green and Blue; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5362 

REV. 3/75 
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Theres more 
CO Val ium (diazepam) 
than its 
psychotherapeutic 


effect... 


Valium is more than a psychotherapeutic agent. It also has 
wide clinical applications when used adjunctively as a skeletal 
muscle relaxant and anticonvulsant. As a matter of fact, if a 
newly referred patient is taking Valium, it might have been 
prescribed for something other than psychic tension. So it 
helps to be familiar with all three effects of Valium and its 
uses, especially since phenothiazines, narcotics, barbiturates, 
MAO inhibitors and other antidepressants may potentiate 

its action, calling for appropriate dosage titration. 





Pharmacologic E 
actions Clinical uses 


Psychotherapeutic Tension and anxiety states resulting from 


stressful circumstances; whenever somatic 
complaints are associated with emotional 
factors; psychoneurotic states manifested by 
tension, anxiety, apprehension, fatigue, 
depressive symptoms or agitation. 


Skeletal muscle Adjunct for the relief of skeletal muscle 


spasm due to reflex spasm to local pathology 


relaxant (such as inflammation of muscles or joints 


or secondary to trauma). 


Skeletal muscle spasm associated with low 
back syndrome, lumbar or lumbosacral sprain, 
cervical strain, fibromyositis and osteoarthritis. 


Adjunct for the relief of spasticity caused by 
upper motor neuron disorders: hemiplegia, 
quadriplegia, paraplegia, cerebral palsy; athe- 
tosis; stiff-man syndrome. 





Anticonvulsant Used adjunctively along with other anticon- 
vulsant medication—not proved useful as sole 
therapy. 







al ium (diazepam) 


| 2-mg, 5-mg, 10-mg scored tablets 


the versatile psychotherapeutic, 
anticonvulsant, skeletal muscle relaxant 


Before prescribing, please see complete product information on following page. 
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Valium (diazepam) 
2-mg, 5-mg, 10-mg scored tablets 


can also relieve psychoneurotic anxiety 
and its associated depressive symptoms 


Prompt, effective action. Valium works 
rapidly to relieve pronounced psychic tension 

in patients overreacting to stress and in psycho- 
neurotic patients. 


Wide margin of safety. Valium is 
generally well tolerated and in usual dosages 
rarely produces significant adverse reactions. 


Dosage flexibility. Scored Valium 2-,5 -, 
10-mg tablets give you dosage flexibility no 
tranquilizer capsule can match. 


Before prescribing, please consult complete 
product information, a summary of which follows: 
Indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional fac- 
tors; psychoneurotic states manifested by tension, anxi- 
ety, apprehension, fatigue, depressive symptoms or 
agitation; symptomatic relief of acute agitation, tremor, 
delirium tremens and hallucinosis due to acute alcohol 
withdrawal; adjunctively in skeletal muscle spasm due 
to reflex spasm to local pathology; spasticity caused by 
upper motor neuron disorders; athetosis; stiff-man syn- 
drome; convulsive disorders (not for sole therapy). 
Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute narrow 
angle glaucoma; may be used in patients with open 
angle glaucoma who are receiving appropriate therapy. 
Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations requiring com- 
plete mental alertness. When used adjunctively in con- 


dence. In pregnancy, lactation or women of childbear- 
ing age, weigh potential benefit against possible hazard. 

Precautions: If combined with other psycho- 
tropics or anticonvulsants, consider carefully pharma- 
cology of agents employed; drugs such as phenothiazines, 
narcotics, barbiturates, MAO inhibitors and other anti- 
depressants may potentiate its action. Usual precautions 
indicated in patients severely depressed, or with latent 
depression, or with suicidal tendencies. Observe usual 
precautions in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly and debil- 
itated to preclude ataxia or oversedation. 

Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, depres- 
sion, dysarthria, jaundice, skin rash, ataxia, constipation, 
headache, incontinence, changes in salivation, slurred 
speech, tremor, vertigo, urinary retention, blurred 
vision. Paradoxical reactions such as acute hyperexcited 
states, anxiety, hallucinations, increased muscle spas- 
ticity, insomnia, rage, sleep disturbances, stimulation 
have been reported; should these occur, discontinue 
drug. Isolated reports of neutropenia, jaundice; periodic 
blood counts and liver function tests advisable during 
long-term therapy. 

Dosage: Individualize for maximum beneficial 
effect. Adults: Tension, anxiety and psychoneurotic 
states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. 
or q.i.d. in first 24 hours, then 5 mg t.i.d. or q.i.d. as 
needed; adjunctively in skeletal muscle spasm, 2 to 10 
mg t.i.d. or q.i.d.; adjunctively in convulsive disorders, 2 
to 10 mg b.i.d. to q.i.d. Geriatric or debilitated patients: 
2 to 22 mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) Children: 1 to 


vulsive disorders, possibility of increase in frequency and/ 275 mg t.i.d. or q.i.d. initially, increasing as needed and 


or severity of grand mal seizures may require increased 
dosage of standard anticonvulsant medication; abrupt 
withdrawal may be associated with temporary increase 
in frequency and/or severity of seizures. Advise against 
simultaneous ingestion of alcohol and other CNS de- 
pressants. Withdrawal symptoms (similar to those with 
barbiturates and alcohol) have occurred following 
abrupt discontinuance (convulsions, tremor, abdominal 
and muscle cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful surveillance 


because of their predisposition to habituation and depen- 
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tolerated (not for use under 6 months). 

Supplied: Valium? (diazepam) Tablets, 2 mg, 
5 mg and 10 mg—bottles of 100 and 500; Tel-E-Dose? 
packages of 100, available in trays of 4 reverse-num- 
bered boxes of 25, and in boxes containing 10 strips of 
10; Prescription Paks of 50, available singly and in 
trays of 10. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood’s 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore’s Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children. ... A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psvchiatric Services for Children 
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TABLETS: 0.5 mg, 1 mg, 2 mg INJECTION: 1.0 mg/ml 


COGENTIN © 


(BENZTROPINE MESYLATEI MSD) — 


highly effective against 
phenothiazine-induced 
extrapyramidal symptoms 


often permits needed chemotherapy to continue by controlling 
drug-induced extrapyramidal manifestations such as: 

tremor, akathisia, motor restlessness, muscular rigidity, drooling, 
dystonic reactions. (However, certain extrapyramidal disorders, 
such as tardive dyskinesia, usually do not respond to therapy 

with COGENTIN.) 

In some patients, however, the phenothiazine dosage may have 

to be reduced or discontinued. After one or two weeks, 

COGENTIN should be withdrawn to determine the continued 

need for it. 





Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
weakness and inability to move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients caréfully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptoms. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating, If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 
impaired. Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminie. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or speaking or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness: of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing. dosage, but occa- 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin patients, ‘or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outlook are.usually 
poor candidates: for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. When benztropine mesylate is used with levodopa the usual dose of 
each may need to be reduced. Certain extrapyramidal disorders that develop slowly, such 
as tardive dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 
containing 1.0 mg benztropine mesylate and 9.0 sodium chloride per mi, in, 
2-ml ampuls. 





For more detailed information, consult your MSD representative or see full E 
. prescribing information. Merck Sharp & Dohme, Division of Merck & Co., INC., HA 
` West Point, Pa. 19486 | | -. DOHM 


Facts about dosage 
schedules of 

COGENTIN 

(Benztropine Mesylate|MSD) 
in treating drug-induced 
extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
pherothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 


'« parenterally. Dosage must be 


individualized according to the need 
cf the patient. Some patients require 
more than recommended; others do 
not need as much. The tablet form 
shou:d be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are 


` likely to be transient. One to 2 mg 


COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 


"recur, COGENTIN can be 


reinstituted. 


Certain extrapyramidal disorders 
that cevelop slowly, such as tardive 
dyskinesia, usually do not respond 
to COSENTIN. 

For more detailed information, 

see full prescribing information. 
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NEWLY DISCHARGED 
PATIENT WITH FEELINGS, 











In the psychotic patient, Mellaril reduces excitement, 
hypermotility, abnormal initiative, affective tension, and 
agitation—without euphoria, addiction, or undue sedation. 
(But, warn patients about activities needing complete 
mental alertness, e.g., driving.) And, although extrapyram- 
idal symptoms are characteristic of this class of drug, 

with Mellaril extrapyramidal stimulation—notably 
pseudoparkinsonism—is minimal. 


Tablets: 25 mg, 50 mg, 100 mg, 150 mg, 
and 200 mg, thioridazine HCl, U.S.P. 
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Before prescribing or administering, see Sandoz literature for t 
product information. The following is a brief summary 
Contraindications: Severe central nervous system depressic 
comatose states from any cause, hypertensive or hypotensive he; 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previou: 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundic 
to phenothiazines. Phenothiazines are capable of potentiating ce 
tral nervous system depressants (e.g., anesthetics, opiates, alcoh: 
etc.) as well as atropine and phosphorus insecticides; carefully cC 
Sider benefit versus risk in less severe disorders. During pregnani 
administer only when the potential benefits exceed the possil 
risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopen 
and/or agranulocytosis and convulsive seizures. In epileptic patient 
anticonvulsant medication should also be maintained. Pigmente 
retinopathy, observed primarily in patients receiving larger than re 
ommended doses, is characterized by diminution of visual acui 
brownish coloring of vision, and impairment of night vision; the pc 
sibility of its occurrence may be reduced by remaining within reco! 
mended dosage limits. Administer cautiously to patients participatii 
in activities requiring complete mental alertness (e.g.. driving), al 
increase dosage gradually. Orthostatic hypotension is more comm 
in females than in males. Do not use epinephrine in treating dru 
induced hypotension since phenothiazines may induce a reversi 
epinephrine effect on occasion. Daily doses in excess of 300 m 
should be used only in severe neuropsychiatric conditions. 
Adverse Reactions: Central Nervous System — Drowsiness, esr 
cially with large doses, early in treatment; infrequently, pseuc 
parkinsonism and other extrapyramidal symptoms; rarely, nocturn 
confusion, hyperactivity, lethargy, psychotic reactions, restlessnes 
and headache. Autonomic Nervous System —Dryness of moul 
blurred vision, constipation, nausea, vomiting, diarrhea, nasal stuf 
ness, and pallor. Endocrine System — Galactorrhea, breast engorg 
ment, amenorrhea, inhibition of ejaculation, and peripheral ederr 
Skin — Dermatitis and skin eruptions of the urticarial type, photose 
Sitivity. Cardiovascular System — ECG changes (see Cardiovascul 
Effects below). Other — Rare cases described as parotid swellin 
The following reactions have occurred with phenothiazines al 
should be considered: Autonomic Reactions — Miosis, obstipatic 
anorexia, paralytic ileus. Cutaneous Reactions — Erythema, exfoli 
tive dermatitis, contact dermatitis. Blood Dyscrasias — Agran 
locytosis, leukopenia, eosinophilia, thrombocytopenia, anem 
aplastic anemia, pancytopenia. Allergic Reactions — Fever, larynge 
edema, angioneurotic edema, asthma. Hepatotoxicity — Jaundic 
biliary stasis. Cardiovascular Effects — Changes in terminal porti 
of electrocardiogram, including prolongation of Q-T interval, lowerii 
and inversion of T-wave, and appearance of a wave tentative 
identified as a bifid T or a U wave have been observed with phen 
thiazines, including Mellaril (thioridazine); these appear to be rever 
ible and due to altered repolarization, not myocardial damage. Wh 
there is no evidence of a causal relationship between these chang 
and significant disturbance of cardiac rhythm, several sudden a 
unexpected deaths apparently due to cardiac arrest have occurr 
in patients showing characteristic electrocardiographic chang 
while taking the drug. While proposed, periodic electrocardiograr 
are not regarded as predictive. Hypotension, rarely resulting in cardi 
arrest. Extrapyramidal Symptoms — Akathisia, agitation, motor re: 
lessness, dystonic reactions, trismus, torticollis, opisthotont 
oculogyric crises, tremor, muscular rigidity, and akinesia. Persiste 
Tardive Dyskinesia—Persistent and sometimes irreversible tardi 
dyskinesia, characterized by rhythmical involuntary movements 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing 
cheeks, puckering of mouth, chewing movements) and sometim 
of extremities may occur on long-term therapy or after discontinuati 
of therapy, the risk being greater in elderly patients on high-do 
therapy, especially females; if symptoms appear, discontinue 
antipsychotic agents. Syndrome may be masked if treatment 


A ; E^ reinstituted, dosage is increased, or antipsychotic agent is switcht 
M Fine vermicular movements of tongue may be an early sign, a 
Ss syndrome may not develop if medication is stopped at that tin 


Endocrine Disturbances — Menstrual irregularities, altered libi 
gynecomastia, lactation, weight gain, edema, false positive prt 


2. nancy tests. Urinary Disturbances — Retention, incontinence. Othe 


— Hyperpyrexia; behavioral effects suggestive of a paradoxic 


li reaction, including excitement, bizarre dreams, aggravation of p: 


choses, and toxic confusional states; following long-term treatme 
a peculiar skin-eye syndrome marked by progressive 
pigmentation of skin or conjunctiva and/ or accompanied 

by discoloration of exposed sclera and cornea; stellate or 

irregular opacities of anterior lens and cornea; systemic 

lupus erythematosus-like syndrome. 75.323 SANDO 
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Overview: The Right to Treatment—Comments on the Law and Its Impact 


BY ALAN A. STONE, M.D. 


The constitutional rizht to treatment has now become an 


accepted premise of litigation in the United States. It 
lacks only the imprimatur of the Supreme Court. The 
author presents a brief description of the history of right 
to treatment cases ard comments on the problems and 
possibilities the law kolds for psychiatry. He warns that 
psychiatric institutions must be aware of the costs and 
benefits of such litigation and must obtain skilled legal 
counsel to advise them of their rights and obligations. He 
calls on psychiatry as a profession to participate in right 
to treatment litigation and to attempt to shape legal 

. standards so that future generations of psychiatrists can 
provide appropriate care to patients. 


IF THE DIALOGUE between law and psychiatry in the 
United States during the past century has rarely attained 
the level of mutual understanding, it has achieved effec- 
tive synthesis still less often. Few psychiatrists have un- 
derstood that in a complex system of intermeshing legal 
institutions only interpretation and application can give 
legal constructs meaning. The law is terra incognita to 
the hapless psychiatrist who, in the decade of the 1970s, 
finds himself suddenly trapped in it. 

Ignorance has been matched by ignorance, however. 
Lawyers have rarely understood or appreciated the heter- 
odoxy of psychiatric theories of mind or the chasm be- 
tween "science" and praxis that the clinician must vault 
daily if the task of ministering to the suffering is even to 


be attempted. The rich admixture of science and human- - 


ism that suffuses the discipline and the idiom of psychia- 
try all too often arouses the antipathy of the skeptical, 
tough-minded lawyer who is trained to demand and ex- 
pect precision. 


This paper was written at the invitation of the Editor. 


Dr. Stone is Professor of Law and Psychiatry, Faculty of Law and Fac- 
ulty of Medicine, Harvard University, Cambridge, Mass. Address re- 
print requests to him at Langdell Hall, Cambridge, Mass. 02138. 


Mutual misunderstanding has been a prime cause of 
the failure of psychiatrist and lawyer to collaborate effec- 
tively. This is nowhere more portentous than in the area 
of litigation that has come to be called the " right to treat- 
ment." In this paper I shall at least make an attempt to 
translate the legal meanings of the right to treatment into 
language that can be understood by nonlawyers. This in- 
evitably means the sacrifice of some of the technical 
nuances of the legal arguments. For a more literal trans- 
lation, see Mental Health and Law: A System in Transi- 
tion (1). My second major purpose in this paper is to of- 
fer some thoughts about the impact of the right to 
treatment on the provision of mental health care and on 
the psychiatric profession. 

Unfortunately, the right to treatment is only one 
strand in the rope of litigation and legislation that is 
being knotted around the institutional practice of psychi- 
atry. Examining the right to treatment in isolation would 
be deceptive and misleading, The reader should at least 
be aware of other related strands: 1) the shortened dura- 
tion and increased restraints on all forms of civil com- 
mitment; 2) the rejection of medical judgment and the de- 
velopment of “objective” legal standards as the only 
basis for involuntary confinement; 3) the growth of a 
mental health bar determined to litigate every element of 
"patients' rights" before and after admission to a hospi- 
tal; 4) the development of legislative and judicial man- 
dates for third-party intervention in the doctor-patient 
relationship; 5) administrative and legislative actions 
aimed at widespread “‘deinstitutionalization”; 6) judicial 
and legislative interest in regulating certain "intrusive" 
types of treatment, particularly behavior modification, 
ECT, and psychosurgery; and 7) the extension of poten- 
tial legal liability of psychiatrists. 

No simple formula can characterize these and other 
equally important strands, but one can say that the law 
casts its shadow on every significant decision made by in- 
stitutional psychiatrists. That shadow is now inexorably 
reaching toward the private practice of psychiatry. 
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RIGHT TO TREATMENT 


A BRIEF HISTORICAL EXCURSION 


Neither Congress nor state legislatures have shown a 
desire to include in their budgets the increased ex- 
penditures for the mental health system that would be re- 
quired if statutes spelling out minimum standards for 
state facilities were to be passed. Consequently, the legal 
history of the right to treatment has been one of judicial 
action. This is not unusual when for one reason or anoth- 
er legislators fail to respond adequately to social trou- 
bles. In our context, this means that a review of the histo- 
ry of the right to treatment must examine the progression 
of cases deciding related issues. Later courts use earlier 
courts' decisions as precedents; it is an important fact 
that judges' perceptions of obscure pressures of precedent 
are an indispensable part of the way legal doctrines devel- 
op in the United States. 

The first cases dealing with the right to treatment date 
from 1952. They arose in the area of civil commitment of 
sexual psychopaths and are important mainly because 
they represent the courts' first expression of their willing- 
ness to examine what happens to people after a court has 
decided to confine them in what is alleged to be a hospital 
facility. These postadjudication inquiries presaged recent, 
more far-reaching developments. 

In 1960 Dr. Morton Birnbaum (2) published an article 
arguing that a theretofore unclaimed right to treatment 
existed on the part of the mentally ill who had been com- 
mitted by the state. Dr. Birnbaum, a physician and a 
member of the New York Bar, urged that as a matter of 
policy this right to treatment was an answer to the prob- 
lems created by worsening conditions in mental institu- 
tions across the country. 

The first major legal decision to deal with aspects of 
Dr. Birnbaum's theory was Rouse v. Cameron (3), which 
is often cited as the first case to hold that the right to 
treatment has the force of the U.S. Constitution behind 
it. The case involved a man confined after being found 
not guilty by reason of insanity who claimed that he was 
receiving no treatment. Although Judge Bazelon found 
the right to treatment in his interpretation of the statutes 
of the District of Columbia, he indicated there might be a 
constitutional right as well; he alluded to questions of 
cruel and unusual punishment (Eighth Amendment) and 
of due process and equal protection. of the laws 
(Fourteenth Amendment). Judge Fahy, in a concurring 
opinion, specifically relied on these constitutional argu- 
ments. The Rouse decision not only suggested constitu- 
tional facets to the right to treatment but also extended 
the importance of this right by stating that continued fail- 
ure to provide treatment was not justified by an in- 
sufficiency of resources. General judicial criteria, how- 
ever, were not articulated. The Rouse decision did not 
demand cure, the best possible treatment, or even im- 
provement. It asked only for a bona fide effort to provide 
an individualized treatment program and periodic eval- 
uation. 

The next important legal decision came in 1968, when 
the Supreme Judicial Court of Massachusetts (the high- 
est court of the state) clearly enunciated a constitutional 


1126 Am J Psychiatry 132:11, November 1975 


right to treatment for persons who had been found in- 
competent to stand trial and whose return to competency 
was necessary before they could claim their day in 
court (4). The court cited grounds of due process and 
equal protection and threatened to free the patient-de- 
fendant if treatment was not given. 

These were the ground-breaking cases in the history of 
the legal right to treatment. It is interesting that not one 
of them arose in the context of the more numerous and 
familiar cases of civil commitment of the mentally ill. All 
of the cases involved men who, although diverted from 
the prison system into hospitals, had been originally 
charged with crimes; they therefore had extensive access 
to legal counsel. This perhaps is illustrative of the law- 
yers' contention that without the right to counsel all other 
rights are bootless. 

These cases had little impact on the delivery of mental 
health care, although they articulated the right to treat- 
ment and provided a legal and tentatively constitutional 
rationale for it. Still, no one was discharged from any in- 
stitution for lack of treatment. The courts gave little spe- 
cific guidance to psychiatrists or to legislatures as to the 
general standard of treatment required. At best, Judge 
Bazelon had demanded in Rouse a bona fide effort and 
hinted at a possible requirement of case-by-case review. 

The American Psychiatric Association failed to take 
any initiative in its official reaction to these early right to 
treatment cases (5). Instead, it expressed concern about 
the possibility of courts’ interfering with the doctor- 
patient relationship. Katz (6), a leading forensic psychia- 
trist, dismissed the right to treatment as an “enchanting 
legal fiction" that would have no substantial impact. 
These bureaucratic and pessimistic responses were gain- 
said by Judge Johnson in his decision in the class action 
suit of Wyatt v. Stickney (7), which dealt with conditions 
in the hospitals run by the Alabama Department of Men- 
tal Health: 


To deprive any citizen of his or her liberty upon the altruis- 
tic theory that the confinement is for humane and therapeutic 
reasons and then fail to provide adequate treatment violates 
the very fundamentals of due process. (7 at 785) 


A year later Judge Johnson enforced and implemented 
the constitutional right he had enunciated with a detailed 
order implementing specific standards of minimal treat- 
ment for all patients in the hospitals of Alabama (8). 

A contrary decision from another district court in the 
same federal jurisdiction, the Fifth Circuit (9), caused 
some temporary confusion. That sardonically worded de- 
cision held among other things that there could be no 
right to treatment because psychiatrists are unable to de- 
fine psychiatric treatment with the precision necessary 
for law. Two years later the Court of Appeals for the 
Fifth Circuit resolved this dispute in favor of Wyatt. 


LAW AND CHANGE: FOUR STANDARDS 


Right to treatment cases have by now sprung up in ev- 
ery area of noncriminal confinement (e.g., juveniles, the 


mentally retarded, sexual psychopaths, etc.). If one ex- 
amines the constitutional aspect of these cases in their 
different contexts, one can detect a set of legal cutting 
edges for effecting therapeutic change through the courts. 


Cruel and Unusual Punishment 


The first legal edge for effecting therapeutic change is 
the Eighth Amendment prohibition of cruel and unusual 
punishment. In the absence of a criminal charge, does 
confinement without treatment amount to uncon- 
stitutional punishment? 

This rationale is perhaps the easiest to demonstrate. 
Courts have held that even the most humane in- 
carceration may constitute punishment (10, 11). If con- 
finement without treatment may be regarded as punish- 
ment for a condition over which the patient has virtually 
no control, Supreme Court decisions that a mere status is 
unconstitutional (12,13) may be applicable. Non- 
therapeutic confinement of the nondangerous mentally ill 
may also be regarded as cruel and unusual under the 
standards of "pointless and needless,” “degrading to the 
dignity of human beings," or “unrelated to any valid leg- 
islative purpose" set forth recently by the Justices of the 
Supreme Court in reference to capital punishment (14). 
Finally, and most simply, state mental institutions cannot 
be allowed to perpetuate living conditions like those 
which have already been declared unconstitutionally 
cruel in prisons (15, 16). 

] believe that considerable reform would be accom- 
plished in certain of our state institutions even if the right 
to treatment were constitutionally justified only when the 
conditions of confinement were cruel and unusual by a 
standard developed for prisons. 


Due Process and Equal Protection of the Laws 


Wyatt v. Stickney recognized the Eighth Amendment 
argument but found a higher standard deriving from a 
Fourteenth Amendment right to due process and equal 
protection of the laws. This standard seeks to do more 
than prevent destructive conditions; it would ensure ade- 
quate treatment. This is the second cutting edge, and it 
offers courts the means by which to institute extensive re- 
form. 

Thus Judge Johnson (8) detailed minimum “medical 
and constitutional" requirements to be met with dis- 
patch. His decree set forth standards guaranteeing basic 
patient rights to privacy, presumption of competency to 
handle affairs, communication with outsiders, and so 
forth. Requirements were established governing staff-to- 
patient ratios, floor space, education, sanitation, and nu- 
trition. The court also ordered that individual treatment 
plans be developed, tha: written medication and restraint 
orders be filed, and that these be periodically reviewed. 
Citizens’ committees were appointed to monitor enforce- 
ment of patients’ rights under the order. 

In affirming Judge Johnson's order, however, Judge 
Wisdom in the Court of Appeals for the Fifth Circuit 


found it unnecessary to determine whether the standards | 
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set out by the district court were constitutional mini- 
mums because the state had not challenged the specific 
standards. (To decide as little as is needed to resolve a 
case amounts to a judicial canon.) Thus important ques- 
tions regarding the scope of the constitutional require- 
ments of the right to treatment remained unsettled. 

Observers who conclude that the Wyatt decree was a 
generalized array of commands arbitrarily arrived. at 
would be greatly mistaken. It was formulated from study 
of the testimony of institutional personnel, outside ex- 
perts, and representatives of national mental health orgz- 
nizations appearing as amici curiae, "friends of the 
court," who submitted legal arguments for the judges' 
consideration. Most of the specifics of the order were tak- 
en from a memorandum of agreement signed by the par- 
ties involved. The most critical specifications, the model 
staffing ratios, approximated those last recommended bv 
the American Psychiatric Association (17, 18). Unfortu- 
nately, APA did not participate in Wyatt, and the memo- 
randum of agreement does not reflect the self-interests of 
psychiatry or its special role among the mental health 
professions. 

That a level of minimally adequate care can be ratio- 
nally set is underscored by the congruence between the 
Wyatt standards and, for example, recent standards for 
psychiatric facilities formulated by the U.S. Department 
of Health, Education, and Welfare (19-22). These regu- 
lations require tha- institutions seeking to be eligible for 
Medicaid and other federal compensation programs sat- 
isfy physical safety and sanitary standards (19), staffing 
requirements (20), record-keeping standards (21), and 
procedural and review regimens (22) like those mandated 
by Wyatt. 

This description suggests standards similar to those 
used by the Joint Commission on Accreditation of Hos- 
pitals (23). It has been suggested that the complex prob- 
lem of judicially established standards would be resolved 
if judges limited state-ordered confinement to hospitals 
that are already accredited. Unfortunately, the Accredi- 
tation Council for Psychiatric Facilities has not yet been 
called upon by any court. 


The Promise To Provide Treatment 


The mandated conditions, of course, should be means 
to the end of achieving recovery from illness. The next 
question that suggests itself, therefore, is whether there is 
a legal basis to go beyond Judge Johnson's ruling to de- 
mand effective therapeutic conditions. This cutting edge 
constitutes a third level of the right to treatment. 

The statutes of at least 24 states altruistically make 
broad promises to provide treatment to those who are in 
need of it (24, 25). It might be argued that due process de- 
mands that such promises be honored. In addition, when 
only the need for treatment is invoked to justify com- 
mitment, a due-process notion of fairness is com- 
promised when the state fails to require that such rele- 
vant factors as the amenability of the patient to 
treatment, the capacity of the existing institutions to deal 
with the patient's infrmity, and the appropriate term of 
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confinement be weighed before making the decision to 
commit (26-28). Thus far, no court has held that effective 
treatment is a legal quid pro quo for involuntary con- 
finement. However, tn a recent decision, which I will dis- 
cuss below, Judge Johnson came close to that standard. 


Alternative Treatment 


Beyond the amelioration of destructive conditions, the 
adequacy of treatment, and the efficacy of treatment, 
there is a fourth legal argument concerning treatment: 
that there should be no confinement if alternative treat- 
ment outside the institution would be possible and prefer- 
able (29-31). This is the thrust of an ongoing lawsuit 
brought against Saint Elizabeths Hospital in the District 
of Columbia (32). This “least restrictive alternative” ap- 
proach, although it embodies the community mental 
health model, understandably causes some concern to cli- 
nicians practicing in the community. They recognize that 
treatment resources available in the community are al- 
ready inadequate. They fear that peremptory legal action 
upholding the least restrictive alternative may overwhelm 
these community facilities. If the courts fail to take these 
resource problems into account, this approach is unlikely 
to add much to the quality of mental health care. In fact, 
the legal arguments that have been advanced focus more 
on questions of freedom than on treatment. 

Unfortunately, in litigation on the right to treatment 
the relationship between freedom and treatment under 
law is not necessarily complementary. Indeed, as I have 
come to understand the decisions and their impact, these 
two laudable social goals are usually perceived by judges 
as countervailing principles. Treatment is a quid pro quo 
for loss of liberty, and offering chronic patients their free- 
dom may satisfy the most stringent constitutional deci- 
sion on the right to treatment. The thrust of the Saint 
Elizabeths lawsuit is to go beyond this limited choice and 
require that treatment and care be provided in fact out- 
side the hospital's walls. 

These four approaches are by no means the only legal 
bases for achieving better care for patients. Other strate- 
gies are discussed below. These four do organize the legal 
bases of much of the ongoing litigation, however. 


JUSTICIABILITY 


Even if there is a right to treatment on the basis of the 
arguments and case law sketched above, it has been as- 
serted that courts are not competent to enforce it. In legal 
parlance, the question is whether the right to treatment is 
‘justiciable’ —whether there are judicially ascertainable 
standards by which to measure the rights and duties of 
the parties, whether a judicial decision will transgress the 
proper sphere of another branch of government, and 
whether the court has power to grant adequate relief (33). 
These were the arguments of Burnham, and they were 
also advanced by Governor George Wallace in appealing 
Wyatt. These criticisms of the developing right to treat- 
ment generally run as follows: 

l. Treatment is a term encompassing so many ap- 
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proaches and types of curative efforts that defining its 
adequacy can only be a post hoc judgment made without 
regard for the actual choices faced by the medical 
staff (34). | 

2. Even the formulation of indicia of overall care would 
require weighing of medical data by inexpert judges. 

3. "The only feasible way in which the adequacy of 
treatment could ever be measured is against the needs of 
a particular patient" (9 at 1343). Courts, therefore, could 
not hope to monitor the delivery of “adequate” care to 
each patient—even if general standards of some kind 
could be developed. 

These arguments are not confined to the legal profes- 
sion. Many psychiatrists have added similar views to the 
controversy. APA’s response to the early right to treat- 
ment cases struck this chord. In my judgment, however, 
these objections are overstated and are successfully re- 
butted by the following arguments.! 


Adequate Versus Preferred Treatment 


First, while it is true that opinions vary concerning the 
preferred mode of treatment for a given mental disorder, 
there is considerably more agreement about when no 
treatment of any kind is being afforded. Thus, for ex- 
ample, the court in Wyatt made it quite clear that it was 
not attempting to choose between arguably effective 
forms of therapy; rather, it confined itself to eradicating 
conditions that made effective therapy impossible for any 
patient (8 at 375, 376). Even those courts most friendly to 
the idea of the right to treatment acknowledge that the 
right does not adhere to the single, hypothetically best 
treatment but merely to “adequate treatment" (4 at 913), 
"reasonably suitable and adequate treatment” (35 at 
472), “a bona fide effort” to help the patient (3 at 455), or 
treatments that give the patient a realistic opportunity to 
improve or be cured (8, supra note 27). 


The Role of Judges 


Second, the role of the court in determining whether a 
hospital has made a bona fide effort to cure its patients is 
really no different than its role in reviewing bureaucratic 
agency action in other areas. As Judge Bazelon (36) has 
noted, the court mere:v looks to see whether the hospital 
has made a reasonably convincing effort and whether the 
patient has received an adequate amount of a mode of 
therapy that some reputable segment of the profession 
deems appropriate. While this overall review will not re- 
lieve judges of the difficulties of weighing technical testi- 
mony for adequacy, :hey assume this kind of burden in 
many other fields. 

Few judges are truly expert with respect to micro- 
economics or ecologv, for example, yet they are fre- 
quently called upon to weigh conflicting testimony and 
resolve intricate technical controversies involving these 
subjects in antitrust and environmental suits. It is even 
more apposite to note that judges resolve matters of med- 


These arguments were the basis of the decision in Burnham (9, supra 
note 25), which held that enforcing the right to treatment involved “‘is- 
sues beyond the pale of judicial definition and resolution." 


ical malpractice, the medical aspects of drug-related 
crimes, and the adequacy of medical care afforded pris- 
oners—as well as all of the questions of insanity and psy- 
chiatric diagnosis involved in civil commitment. The con- 
tention that their faculties suddenly atrophy when 
questions of treatment—the purpose of the civil com- 
mitment process—are brought before them is implau- 
sible.? 

Even after a judge has sorted out the various treatment 
approaches and formulated indicia of cverall care, how 
does a court implement and monitor the right to treat- 
ment? When one considers the staggering set of problems 
confronted by Judge Johnson in his efforts to implement 
his specific Wyatt decrees 1t becomes clear that this is a 
Herculean task. Not only did Judge Johnson appoint a 
seven-member Human Rights Committee for each Ala- 
bama institution involved to oversee the implementation 
of his order, he also had to deal at regular intervals with 
the inevitable clashes between these committees and the 
hospital administrations. Furthermore, since Judge John- 
son had focused his efforts on upgrading the existing in- 
stitutions, finances were diverted to them in a manner 
that may be counterproductive as Alabama moves to dis- 
mantle its mega-institutions. Another problem is that 
many of the patients involved were discharged and thus 
fell outside the court's purview and lost their opportunity 
to obtain treatment. 


Difficulties in Implementation 


In addition to these systemic problems, many psychia- 
trists would find some of the legally erected standards 
and procedures unattractive and unworkable. The effort 
to protect all of the rights of patients under the rubric of 
right to treatment leads to restraints on the scope of med- 
ical autonomy and to new legalistic red tape that takes 
time, causes aggravation, and may drive psychiatrists out 
of the public sector. I shall detail specific problems 
created for the psychiatric profession as a result of right 
to treatment litigation below. Here I have attempted to 
touch on some of the difficulties Judge Johnson faced in 
implementing his decree that seemingly were counter- 
productive to the provision of quality mental health care. 
Basically, Judge Johnson took on himself the role of 
Commissioner of Mental Health for Alabama, but his 
court decree locked him into a course of action that be- 
came somewhat maladaptive with the changes that were 
subsequent to and in large measure caused by his decree. 

One might well consider Judge Johnson's efforts at im- 
plementation of Wyatt a polar response in that it involves 
maximal legal intermeddling. At the opposite pole is 
court reliance on national accreditation and restricting 
confinement to accredited institutions. That approach 
provides no system for checking on whether individual 
patients are receiving the benefits of their right to treat- 
ment. Hoffman and Dunn (39) proposed an administra- 


?Donaldson v. O'Connor (37 at 525-527) used precisely these argu- 
ments in rejecting the decision in Burnham v. Department of Public 
Health (9, supra note 26), and the same court subsequently reversed the 
Burnham decision on the same day it decided Wyatt v. Aderholt (38). 
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tive law model that provides a system of review and in- 
cludes a “treatment evaluator” who is a psychiatrist with 
legal expertise. They offered a sensible and effective sys- 
tem that will seem too legalistic to many psychiatrists. A 
less cumbersome alternative is accreditation plus an om- 
budsman to deal with individual complaints. 

There is also the practical problem of how legal stan- 
dards can be implemented in states already struggling 
to survive fiscal crises. This question raises the whole is- 
sue of "comity" and the separation of powers among 
branches of government. In this context the judiciary has 
been accused of imposing its priorities on the executive 
and legislative branches of government. 

There are, of course, alternative viewpoints. When con- 
stitutional rights have been abridged, courts have been 
willing to enter decrees requiring affirmative action by 
state and local administrators of public schools (40), pub- 
lic assistance programs (41), political processes (42), pub- 
lic housing programs (43), and prisons (44, 45). Such re- 
lief is particularly appropriate when legislative and 
administrative bodies have been given an opportunity <o 
choose among aiternative remedial measures and have 
responded in a dilatory or patently insufficient manner. 
Although courts cannot directly order the appropriation 
of funds, they have entered injunctions, compliance with 
which requires expenditures (46, 47). Among the poten- 
tial options open to an institution ordered to raise its 
standards to constitutionally minimal levels are reducing 
the patient population (this 1s the line of least resistance 
and creates problems discussed below) and applyinz for 
new state and federal funding, soliciting funds from fam- 
ilies, and so on (these latter are of course far more diffi- 
cult). 

Although unsuccessful, the recent case of Legion v. 
Weinberger (48) is particularly interesting in this regard. 
Legion, as its pseudonymous title suggests, was a class 
action, brought by medically indigent patients who had 
been involuntarily committed to state mental institutions. 
The American Psychiatric Association, through its newly 
established Commission on Judicial Action, argued in an 
amicus curiae brief (49) that Medicaid violated the equal 
protection rights of involuntarily confined mental 
patients in that ample benefits were conferred on the al- 
ready more fortunate voluntary patients in the psychiat- 
ric wards of general hospitals, while only limited benefits 
were provided for the involuntary patients of state and 
county mental hospitals where the poor and minority 
groups are overrepresented. The Supreme Court summa- 
rily affirmed the lower court's dismissal of the suit (50), 
although Justice Blackmun disagreed with this result. 
Had the suit succeeded, the federal government would 
have been obliged to pump millions more into state and 
local facilities. 

The federal government, through the Department of 
Justice, has brought its own right to treatment suits in 
several jurisdictions. This is ironic because the federal 
government has attempted to impound funds essential to 
accomplishing what such suits demand. It must be obvi- 
ous that the real question is how adequate resources can 
be found to make the right to treatment a reality. 
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OTHER DEVELOPMENTS IN THE RIGHT TO TREATMENT 


O’Connor v. Donaldson 


As recently as three years ago there existed only one 
unequivocal holding of a constitutional right to treatment 
(Wyatt), a few cases implying it, one case rejecting it 
(Burnham), and one case, New York State Association 
for Retarded Children v. Rockefeller (51), gainsaying it 
while enforcing it under the rubric of right to protection 
from harm. The constitutional right to treatment has now 
become an accepted part of our legal order, but it lacks 
the imprimatur of the Supreme Court. That imprimatur 
was specifically withheld by a seemingly cautious Su- 
preme Court in O'Connor v. Donaldson in June 
1975 (52). 

O'Connor v. Donaldson is the most publicized, and 
consequently the best known, of the right to treatmen: 
cases. It is also the least typical. Most important is the 
fact that it was not a class action on behalf of a group of 
patients seeking to upgrade conditions and treatment but 
an individual suit for money damages against psychia- 
trists for failure to discharge a patient who was not being 
treated. Furthermore, the plaintiff was a professed Chris- 
tian Scientist who had at times refused appropriate medi- 
cation. These peculiarities make it a unique case. 

The American Psychiatric Association, acting again 
through its Commission on Judicial Action, prepared an 
amicus curiae brief urging that the Supreme Court affirm 
the principle of the right to treatment but set aside the 
monetary verdict against the state hospital superinten- 
dent, Dr. O'Connor. The Supreme Court actually dealt 
with the case in a manner that leaves all the important 
right to treatment questions unanswered. Justice Stewart, 
writing for a unanimous court, held that the posture of 
the case required the court to deal only with a narrow but 
important issue: Does a mental patient who is not dan- 
gerous to himself or others and who is not getting treat- 
ment have a constitutional right to be discharged from 
custodial care if he can survive safely in freedom? The 
unanimous answer was yes. The court, however, did fol- 
low the APA brief in vacating the award of damages to 
the patient and against the doctor. The case was sent 
back to the Fifth Circuit to reconsider whether Dr. 
O'Connor's defense was adequate. He had argued that he 
was attempting to comply with state statutes that sanc- 
tioned custodial care of the mentally ill. That defense is 
to be considered in the context of whether he could have 
known that there was a constitutional right for the 
patient to be discharged if not treated. 

The Supreme Court included a footnote in its decision 
that specifically rejects the value of the Fifth Circuit's de- 
cision in Donaldson v. O'Connor (37) as legal precedent 
for the right to treatment. The Fifth Circuit had already 
used its Donaldson decision as precedent for Wyatt (38). 
The Wyatt decision itself is secure under the legal doc- 
trine of res judicata, but the Supreme Court's footnote to 
O'Connor v. Donaldson (52) has put its value as prece- 
dent for other courts in doubt. The Fifth Circuit had af- 
firmed every ruling of the lower court in Wyatt and corre- 
spondingly reversed the holdings of Burnham v. 
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Department of Public Health (9, 53) by holding that. 
there is a right to treatment, that a class action seeking a 
mandatory injunction is a proper method of enforcing the 
right because of the absence of other adequate legal rem- 
edies, and that the court has the power to order specific 
changes requiring the expenditure of funds by the state. 

In one important respect the Court of Appeals had 
gone beyond the District Court. The lower court had pro- 
vided little analysis of why there is a right to treatment 
and had implicitly relied on a theory that treatment is the 
quid pro quo for society's right to confine those from 
whom it seeks to be protected, even if they have not com- 
mitted crimes. The Court of Appeals went farther and 
said that the right to treatment exists even when the mo- 
tive for commitment is to relieve families of the burden of 
caring for chronically disturbed members: 


We find it impossible to accept the Governor's underlying 
premise that the “need to care" for the mentally ill—and to 
relieve their families, friends, or guardians of the burdens of 
doing so—can supply a constitutional justification for civil 
commitment.... The state interest thus asserted may be, 
strictly speaking, a “rational” state interest. But we find it so 
trivial beside the major personal interests against which it is 
to be weighed, that we cannot possibly accept it as a justifica- 
tion for the deprivations of liberty involved. (38 at 1313) 


This broad formulation of the right to treatment en- 
counters difficulty, however, if there are cases in which no 
treatment exists that is capable of "curing or improving" 
a person's mental condition. Does this mean that under 
the theory of a constitutional requirement of a quid pro 
quo justifying involuntary civil commitment a chronical- 
ly ill, incurable patient may not be involuntarily confined 
in a hospital? In the passage quoted above, Judge Wis- 
dom sidestepped rather than confronted the problem. 
What will be the role of the state in caring for those 
patients who suffer from chronic and intractable mental 
illness or mental retardation, patients for whom the state 
may be able to do no more than reduce the burden of the 
family in exactly the sense suggested by Governor Wal- 
lace? 

This snag in the quid pro quo theory revealed itself in a 
case decided last December (22) that found Alabama's 
statutes providing for emergency detention to be in viola- 
tion of Fourteenth Amendment guarantees. Judge John- 
son—the same who decided Wyatt—held that one of the 
findings necessary for a valid order of involuntary com- 
mitment is that,"'there is treatment available for the ill- 
ness diagnosed" and that a program of such treatment 
must be available for the person committed, subject only 
to an exception for "seriously dangerous"! persons whose 
confinement is "necessary for the safety and well-being of 
the community and of the person to be committed" (28 at 
391, 392). 

This holding provoked a dissent by Judge Varner, who 
set his sights somewhat lower: 


There must be a quid pro quo extended by the government 
to justify confinement. And the quid pro quo most commonly 


recognized is the provision of rehabilitative treatment, or 
where rehabilitation is impossible, minimally adequate habil- 
itation and care, beyond the subsistence level custodial care 
that would be provided in a penitentiary. (37 at 522, cited in 
28 at 401) 


The Supreme Court has made a small first step toward 
dealing with these issues in the recent decision of 
O'Connor v. Donaldson (52). Although the unanimous 
decision indicates that nondangerous mental patients 
who are not receiving treatment cannot be confined if 
they can "survive safely" outside of the hospital, the 
court abstained from commenting on the rights of those 
patients who cannot so adapt. Justice Burger, in a con- 
curring opinion, made it clear that he rejected every as- 
pect of the quid pro quo analysis of the Fifth Circuit and 
Judge Johnson, thus pointedly rejecting their concept of a 
right to treatment. It is, of course, uncertain what sup- 
port his views enjoy among his fellow Justices. Nonethe- 
less, the fact that the Supreme Court vacated the prece- 
dential impact of Donaldson and by logical extension the 
Fifth Circuit's right to treatment decision in Wyatt will 
surely cause some cooling of judicial enthusiasm for the 
right to treatment. However, as the following cases illus- 
trate, there is already an avalanche of decisions in every 
area of noncriminal confinement. 


Mental Retardation 


Perhaps the most important current litigation of the 
nght to treatment concerns the Willowbrook State 
School in New York State, the nation's largest institu- 
tion for the mentally impaired. In the first trial of New 
York State Association for Retarded Children v. Rock- 
efeller (51), the court held that it did not need to decide 
the issue of the right to treatment. Instead, it held that 
there is a right to protection from harm and proceeded to 
enforce it in detail. In a second Willowbrook trial the 
plaintiffs sought to bring additional relief within the ru- 
bric of protection from harm in the form of improved 
conditions and procedures. Their argument was that a 
positively therapeutic environment is necessary to pre- 
vent harm---harm in the sense of deterioration and loss of 
potential for physical, intellectual, emotional, and social 
development. 

Discussions concerning the possibility of a consent de- 
cree in the Willowbrook case took place between the 
plaintiffs! attorneys and the staffs of then-Governor Wil- 
son and Governor Carey, although the trial was con- 
cluded and submitted to Judge Judd for decision. Promi- 
nent both in the settlement negotiations and the judge’s 
consideration was a joint request for relief submitted by 
the plaintiffs and by the United States Department of 
Justice. This was an 80-page document covering 30 cate- 
gories of reforms in staffing, services, conditions, and 
procedures. Whatever the outcome of the Willowbrook 
case, this type of broad-gauged demand for change will 
likely characterize future right to treatment litigation, as 
plaintiffs seek to convince both courts and administrators 
that the right can be specifically enforced and monitored. 

In Welsch v. Likins (54), another class action case 
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brought by mentally retarded residents of state institu- 
tions, a Minnesota federal court reviewed the right to 
treatment cases and concluded that there is an enforce- 


able constitutional right to treatment. It found the quid. 


pro quo theory inapplicable because of the unusually 
ample procedural safeguards of the new Minnesota civil 
commitment law, but it went on to state the following: 


But the second major rationale does strike a responsive 
chord in this case. Simply put, it is that because plaintiffs 
have not been guilty of any criminal offenses against society, 
treatment is the only constitutionally permissible purpose of 
their confinement, regardless of procedural protections under 
the governing civil commitment statute. 


The court in Welsch indicated that a right to treatment 
claim can validly be grounded on the Eighth Amendment 
and Robinson v. California (12), on the due process 
clause and Jackson v. Indiana (26), or on the least re- 
strictive alternative doctrine. 

Regarding the possibility of treatment, Judge Larson 
cited evidence that “everyone, no matter the degree or se- 
verity of retardation, is capable of growth and devel- 
opment if given adequate and suitable treatment (54 at 
495). Many physicians would agree with this judgment, 
but it is clear that the accomplishment of these goals re- 
quires increments of funds and personnel that are stag- 
gering to contemplate. 

In Renelli v. Department of Mental Hygiene (55), a 
suit brought on behalf of a retarded child, the cour: said, 


[When] someone in the Willowbrook bureaucracy decided 
twelve years ago that Adrienne was, in effect, a hopeless case, 
and no meaningful attempt was ever made to improve her 
condition ... [the state violated] the duties imposed on it by 
both the Constitution and the Mental Hygiene Law. 


There are a number of other cases involving the mea- 
tally ill or mentally retarded that have also recognized 
and begun to define the contours of the right to treat- 
ment, for example, Ricci v. Greenblatt (56), Davis v. 
Watkins (57), and Kesselbrenner v. Anonymous (58). All 
of these decisions essentially agree with Judge Larson; 
they also portend enormous reallocations of resources. 
The Supreme Court must have had some inkling of these 
monetary considerations when it backed away from de- 
ciding the right to treatment issue in O'Connor v. Don- 
aldson. 


Juvenile Detention 


Recent cases have also found that juvenile delinquents, 
"persons in need of supervision," state school residents, 
and other juveniles have a right to rehabilitative treat- 
ment. Right to treatment litigation in this area seems 
aimed at alleviating abuse rather than formulating treat- 
ment. All of these cases subscribe to the view of Marta- 
rella v. Kelley (55, citing Kittrie [60]): 


However benign the purposes for which members of the 
plaintiff class are held in custody, and whatever the sad ne- 
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cessities which prompt their detention, they are held in penal 
condition. Where the state, as parens patriae, imposes such 
detention, it can meet the Constitution’s requirement of due 
process and prohibition of cruel and unusual punishment if, 
and only if, it furnishes adequate treatment to the de- 
tainee.... Effective treatment must be the quid pro quo for 
society’s right to exercise its parens patriae controls. Wheth- 
er specifically recognized by statutory enactment or implicit- 
ly derived from the constitutional requirements of due proc- 
ess, the right to treatment exists. 


In his thorough and learned opinion in Martarella, 
Judge Lasker affirmed the right to treatment for all non- 
temporary juvenile detainees. In a supplemental order he 
set out specific mandatory standards, including numbers 
and qualifications of staff; a definition of adequate treat- 
ment; and provisions for education, individual treatment 
plans, periodic review, record keeping, and appointment 
of an ombudsman. 

In Nelson v. Heyne (61) the court recognized the right 
to treatment; established strict procedures for corporal 
punishment, solitary confinement, and administration of 
drugs; and required the development of individual treat- 
ment plans.? 

In Morales v. Turman (63) the court found that the 
brutal practices and degrading conditions in Texas juve- 
nile facilities violated both the Eighth Amendment and 
the juveniles’ "statutory and ... federal constitutional 
‘right to treatment.’ " The court entered a detailed order 
regulating the challenged practices and appointed an om- 
budsman. 


Mentally Ill Offenders 


A number of recent cases have concerned those who 
have been charged with criminal acts, returning full circle 
to the earliest right to treatment cases. In Daly v. Sulli- 
van (64) the court held that Alabama’s Sexual Psycho- 
path Law was unconstitutional for (among other failings) 
not making a credible promise of treatment for offenders. 
In Reynolds v. Neill (65) a Texas federal court found that 
differences in treatment provided for criminally and civ- 
illy committed persons were a denial of Fourteenth 
Amendment rights to the disfavored group. In a case re- 
vealing a judge’s frustration in attempting to find a place 
for a dangerous mentally ill offender (66), a court threat- 
ened to release the defendant rather than abandon his 
right to treatment because of a lack of facilities offering 
appropriate services. 


IMPACT OF LITIGATION ON PSYCHIATRISTS 


It is no coincidence that many of the right to treatment 
cases name as defendants psychiatrists who are former 
state commissioners of mental health. Thus the names of 
Stickney, Greenblatt, Miller, etc., are familiar to those 
conversant with the literature. The public controversy 
and media coverage accompanying these lawsuits is often 


3See, also, Collins v. Bensinger (62). 
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damaging to the very psychiatrists who are working 
hardest to improve the provision of mental health care. 
They may become scapegoats when society at last con- 
fronts and recognizes the quality of life and of treatment 
afforded to mental patients. Indeed, it is reasonable to 
conclude that the litigation described in this article is 
driving many of the nation’s best psychiatrists out of the 
public sector. There is no easy solution to this cost of the 
right to treatment litigation. At the very least the public 
should be made aware of this problem. Further, it is my 
view that psychiatrists would do better to cooperate and 
support sensible litigation rather than become defensive 
and appear to be trying to justify substandard treatment. 

If psychiatrists can survive the public controversy and 
the impact on their reputations of being named in such 
lawsuits, they must run the risk of being sued for dam- 
ages for violating the civil rights of their patients. The Su- 
preme Court’s decision in O’Connor v. Donaldson does 
provide some comfort to those worried by this risk. How- 
ever, psychiatrists are now finding that their malpractice 
insurance may cover neither the costs of preparing a legal 
defense to a complex civil rights suit nor any damage 
award resulting from it.* Psychiatrists in the public sector 
can expect to be defended by the state attorney general, 
whose assistance may or may not be adequate. If they 
lose, they, rather than the state, may well be liable. Psy- 
chiatrists practicing in private facilities may have to deal 
with the cost of litigation without help from their in- 
surance company or the hospital, the latter because of 
conflicts of interest between hospital and doctor caused 
by the suit. These developments make it mandatory that 
every public and private psychiatric facility have skilled 
legal counsel to advise the psychiatric staff and ensure 
that the patients’ civil rights are respected. On the other 
hand, sweeping efforts at self-protection against potential 
lawsuits can obviously compromise psychiatric care. | 
know of no remedy for this increasingly painful dilemma. 

Psychiatrists will face risks under the right to treat- 
ment even if they are not named in a lawsuit or sued for 
damages. Some of the physicians working at the hospi- 
tals that came under the Wyatt decree apparently failed 
to comply with “Standard 9," in which Judge Johnson es- 
tablished a consent procedure for ECT. These physicians 
were charged with criminal and civil contempt for treat- 
ing seven patients with ECT in violation of the court-or- 
dered consent procedures. The APA Commission on Ju- 
dicial Action reviewed the relevant medical decisions and 
found no evidence of bad clinical judgment, but the doc- 
tors had clearly failed to assimilate their new legal re- 
sponsibilities. 

Judge Johnson found that the physicians lacked the in- 
tent necessary for criminal contempt and also dropped 
the civil contempt charge because there had been no evi- 
dence that anyone had sustained damages. Despite that 
fortunate outcome, this points up quite clearly the impor- 
tance of having legal counsel available to assist hospital 


*APA's malpractice insurance policy provides $10,000 for such legal de- 
fense. I have suggested to the insurance committee that they consider 
the possibility of increasing that amount. 





staff in ensuring that legal restraints are respected. The 
consent procedure erected in the name of the right to 
treatment was designed to respect the right to refuse 
treatment. This important and complex problem deserves 
an overview of its own, and I cannot deal with it here. 
However, it is worth noting that procedures protecting 
the right to refuse treatment are being considered in 
many state legislatures, and these will certainly have im- 
portant implications for the private practice of psychiatry 
and medicine (67). 

Psychiatrists practicing outside institutions may also 
be affected in other important ways. Legislatures often 
create statutes based on language and analysis found in 
court opinions. Thus Judge Johnson, in establishing the 
responsibilities of the various mental health professions 
in providing mental health care, held that “qualified men- 
tal health professionals trained in particular disciplines 
may in appropriate situations perform services or func- 
tions traditionally performed by members of other dis- 
ciplines" (8 at 383, Standard 24). If that standard is in- 
cluded in subsequent statutes regulating third-party 
payment for mental health care, psychiatrists may be 
profoundly affected. 

I have painted a stark picture of the risks facing the 
profession of psychiatry, but I do not believe my account 
is exaggerated. The risks are real and substantial. The 
only prudent course for psychiatric institutions is to be 
aware of the risks and to retain skilled legal counsel who 
can collaborate in developing procedures that respect le- 
gal constraints. The only prudent course for the psychiat- 
ric profession is to participate in litigation and to attempt 
to shape the standards so that future generations of psy- 
chiatrists can live with them and still serve their patients. 


IMMEDIATE PROSPECTS 


The announcement of O'Connor v. Donaldson on June 
26, 1975, elicited enthusiastic pronouncements from a 
number of civil libertarians. It is certainly true that what 
began as a right to treatment case became in the Supreme 
Court a right to freedom case. Other right to treatment 
lawsuits—including Wyatt-type class actions—together 
with the revolving-door policies favored by many state 
departments of mental health, will combine to bring sim- 
ilar freedom in the name of the right to treatment. Thus 
invocation and implementation of right to treatment has 
followed the path of least resistance, 1.e., reduction of the 
inpatient population. It is difficult then to balance the so- 
cial benefits: new freedoms and substantial improvement 
of in-hospital conditions must be weighed against lost 
souls “‘shuffling to oblivion." 

A familiar pattern is emerging all over the United 
States: the chronically mentally ill are being discharged 
from “‘total institutions" and left without satisfactory al- 
ternatives, while further commitments are refused be- 
cause of stringent new legal standards. An intolerable 
burden on the welfare system results. Equally unfortu- 
nate is that the few available community-based alterna- 
tives in the mental health system are unable to cope with 
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the seriously mentally ill. Thus the adequacy of treatment 
deteriorates in instances in which it was once available, 
and large numbers of patients get no treatment—all in 
the name of civil rights and the right to treatment. 

There are, for example, an estimated 25,000 former 
mental patients living on welfare in New York City (63). 
The run-down inner-city hotels where ex-patients enjoy 
their new freedom—unsupervised, unmedicated, and un- 
cared for—have replaced the back wards of the state hos- 
pital. One horrifying indictment of the New York situ- 
ation (68) includes the following charges: 

1. Ambulatory mentally ill ex-patients are housed in 
nursing homes geared to the physically handicapped. 

2. The Bowery's population of alcoholics has been 
joined by the mentally ill, many of whom have been dis- 
charged from state hospitals. Ninety-four of the first 100 
such patients examined by a hospital team in 1972 were 
overtly psychotic. 

3. Many of the mentally ill are in nursing homes in 
which the cost per patient is $1,000 per month, and yet 
the treatment is not designed for their needs. 

4. Nursing homes for the care of the aged have taken 
in mentally ill young adults. Often the only tolerable so- 
lution for combining these disparate groups is massive 
medication of the mentally ill. 

A similar pattern in California has been described in a 
report called To the Lowest Bidder (69). It documents in 
particular the way community facilities in the mental 
health system have deteriorated in the face of large num- 
bers of patients, including those who are so disturbed that 
the facilities cannot assimilate them. 

The response of local communities to this new problem 
is reminiscent of times gone by, when the mentally ill 
were set adrift in the legendary “ship of fools." **Any- 
where but here" is all too often a locality's response to 
the creation of a halfway house, foster home, or sheltered 
setting. This reluctance to accept responsibility for caring 
for the mentally ill in the community may be implement- 
ed by zoning ordinances or harassment by local officials. 
Recently in Long Beach, N.Y., an ordinance was passed 
specifically to prevent the mentally ill from moving into 
hotels in that community, but it was struck down by the 
courts (70). 

At the outset of this account I noted that the judiciary 
is often called upon to deal with social problems that the 
legislative and executive branches of government ignore. 
Will our cost-conscious society be satisfied with fine 
words alone? Will we choose in the name of freedom to 
move from warehousing to abandonmen?? In the face of 
such a response, the action of courts alone will plainly be 
insufficient. In the end the real solution to the problems 
addressed by the right to treatment cannot come from 
complicated jucicial discourse about civil rights and civil 
liberties. It must come in the form of a system of national 
health insurance that includes adequate mental health 
coverage for inpatient as well as outpatient treatment and 
for chronic as well as acute mental illness. To some, this 
will seem unrealistic or too expensive or too much like 
socialized medicine. But is there a humane alternative 
that psychiatrists can endorse? 
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The Phasing Out of Mental Hospitals in the United States 


BY MILTON GREENBLATT, M.D., AND ELIZABETH GLAZIER, M.P.H. 





The authors view the current wave of closing state mental 
hospitals against the background of trends in mental 
health services during the past 20 years. Although a small 
number of hospitals has been totally closed, the overall 
number of institutions has remained stable due to the 
opening of new hospitals, and many states will be forced 
to consider phasing out additional hospitals in the 
immediate future. The closing of hospitals is a social 
phenomenon that involves the lives and welfare of 
patients, personnel, families, and the community and 
poses a substantial political and logistical challenge. The 
authors make a few suggestions for those who are 
contemplating closing hospitals in the future. 


IN CONSIDERING THE CHANGING ROLE Of state hospitals 
in the United States, it is apparent that the question to 
close or not to close our large state institutions must be 
approached not only as a sociopolitical issue but also ob- 
jectively, by a review of cold facts. Only then can we ob- 
viate the criticism that psychiatry lacks scientific objec- 
tivity and rational planning and can we. enhance 
government support of national mental health program- 
ming. 

Within this framework we address two issues: 1) a con- 
sideration of statistical trends in mental health services 
during the past 20 years and 2) a brief report of our re- 
search into the phasing out of mental hospitals in the 
United States. 


BACKGROUND AND SECULAR TRENDS 


In the mid 1950s two major therapeutic trends con- 
verged to hasten changes in psychiatry in the United 
States dramatically. These were the wide application of 
highly effective psychoactive drugs and the development 
of social psychiatry, popularized chiefly under the slogan 
of the therapeutic community. These two trends led to a 
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major policy shift away from the institutional-basec care 
model to a regional- or community-based care model. 
The aim of this shift in policy has been to reiurn to the 
community long-term patients who are likely to make a 
better adaptation in the new setting, to reduce the length 
of stay of newly admitted patients, and to prevent the ad- 
mission and readmission of patients by providing alterna- 
tive services in their communities. 

It seems particularly appropriate in 1975 to assess the 
current national role of the state hospital because this 
year marks the 20th anniversary of the national peak in 
the mental hospital population: there were 560,000 resi- 
dents in institutions across the nation at the end of 1955. 
Despite increases in the general population, the total 
number of mental hospital residents declined 56 percent 
between 1955 and 1973: there were only 248,562 persons 
in such institutions in the United States in 1973. 

The downward trend in the state hospital population is 
largely the result of a decrease in average length of stav. 
This decrease actually began in the 1930s with the in- 
troduction of the first effective somatic therapies. The 
trend has been accelerated over the ensuing years through 
discharge of long-term chronic patients. This, in turn, has 
improved staff-patient ratios considerably, leading to 
more intensive treatment, earlier discharge, and a further 
decline in the resident population. 

However, despite a dramatically falling census, the 
overall rate of first admissions to state mental hospi- 
tals—that is, the number of first admissions per unit af 
population—showed a slight increase, from 75.3 per 
100,000 in 1955 to 82.1 per 100,000 in 1969. Only the 65- 
year-old and older age group experienced a decrease dur- 
ing that interval. This upward trend in first admissions re- 
versed between 1969 and 1972, the latest period for which 
statistics are available. In 1972 the overall first admission 
rate was down to 68.2 per 100,000, and the greatest de- 
cline was again in the older age groups. The readmission 
rate, on the other hand, increased from 54.4 percent of all 
admissions in 1969 to 65.1 percent of all admissions in 
1972 (1).! 

The rate of outpatient care episodes? almost doubled 
between 1965 and 1971. Can we cite this as evidence that 
the goals of the community-based care model are being 


"This increase is partlv an artifact of changes in methods of reporting. 
The current policy of many states is to discharge patients rather than to 
classify them as on convalescent leave. When these patients return to 
the hospital they are therefore classified as readmissions rather than re- 
turns. 


“Patient care episodes" are defined as the number of mental hospital 
residents (or persons enrolled in care) at the beginning of a year plus the 
total number of additions to facilities during that year. 
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fulfilled? Falling hospital censuses combined with in- 
creased rates of admission have kept the inpatient care 
episode rate approximately steady during the same peri- 
od (2, 3) (see table 1). 

Since it appears that approximately the same number 
of persons is being treated in hospitals despite the growth 
of community outpatient programs, we must ask what 
patient population is being served by our outpatient pro- 
grams. Has there been an increase in services to a rela- 
tively stable mentally ill population, has there been an ex- 
tension of services to a new population of patients, is this 
apparent increase in number of patients an artifact of the 
reporting system, or are there multiple causes? 

We are inclined to view the change as primarily an ex- 
pansion of services to include a new group of patients in 
the community who are not primarily ex-hospital- 
patients. 

With the continued release of long-term patients, what 
data do we have to judge whether these patients are re- 
ceiving adequate care and treatment in the community? 

An NIMH survey of patients discharged from state 
mental hospitals in 1969 (4) confirmed that community- 
based psychiatric facilities are playing a relatively minor 
role in the care of the aged mentally ill but that nursing 
homes and homes for the aged appear to be assuming a 
greater part of the burden of caring for this population. 
Between 1963 and 1969 the proportion of mentally ill pa- 
tients residing in nursing homes increased more than 
threefold (4). 

Data concerning community care of other groups of 
ex-patients are hard to obtain, but in California, for ex- 
ample, the rapid increase in the number of board and 
care establishments following the closing of state hospi- 
tals is more striking than the increase in the number of 
outpatient services (5). Indications are that, for the most 
part, residents of board and care facilities are not receiv- 
ing psychiatric care through community outpatient facili- 
ties (5, 6). 

Thus, during the past two decades, two important 
changes have occurred simultaneously: 

]. There has been a change in the careers of chronically 
mentally ill patients, from more or less stable long-term 
residence in mental hospitals to chronically remitting 
clinical courses marked by frequent rehospitalizations 
and redischarges to the community. 


TABLE | 
Patient Care Episodes per 100,000 Population of the United States, 
1955, 1965, and 1971* 


Inpatient Episodes Outpatient Episodes Total Number of 
Number per 100,000 Number per 100,000 Episodes per 100,000 


Year U.S. Population U.S. Population U.S. Population 
1955 195 237 1,032 
1965 Sil 563 1,374 
1971 846 1,122 1,968 


* Data were provided by the Biometry Branch, National Institute of Mental 
Health. 
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2. The base of mental illness care has broadened to in- 
clude less severe forms of personal and social disabilities. 
The illness threshhold, so to speak, for care and treat- 
ment has been substantially lowered. 


CLOSING OF STATE HOSPITALS 


The closing of state hospitals, which has received so 
much attention, must be viewed against the background 
described above. What are the facts regarding the closing 
of state mental hospitals? Is there a true national phas- 
ing-out movement or only a partial trend? How will this 
affect hospital, community, and patient service systems? 

In 1973 we conducted a survey to determine which 
states were closing or planning to close their mental hos- 
pitals; in 1974 we began a follow-up study to assess the 
current status of plans regarding future provision of men- 
tal health services at the state level. 

Since 1970 there have been 12 hospital closings in 8 
states (see appendix 1). Evaluation was attempted for at 
least 6 of these closings. We have reviewed these eval- 
uations and talked to many of the persons involved in the 
research. The major findings and issues fall into the four 
categories of effects on patients, staff, and the commu- 
nity, and political issues. 


Effects on Patients 


Long-term community follow-up of discharged 
patients has been limited. A 5-year follow-up of chroni- 
cally ill patients discharged during the phasing out of 
Saskatchewan Hospital in Canada, which was finalized in 
1971, is the most complete (7-9). When that hospital first 
began to phase down, plans were made to evaluate the 
impact on patients of transfer to a community setting; ex- 
ceptionally good follow-up was achieved. Forty-five per- 
cent of the Saskatchewan patients required one or more 
readmissions to mental hospitals; about one-half of these 
required readmission within | year after discharge. A fol- 
low-up study on mostly short-stay patients discharged 
from Boston State Hospital in the 1960s (10) during that 
hospital’s rapid phasing down showed similar readmis- 
sion rates—53 percent of the sample of Boston State pa- 
tients were readmitted to hospitals within 13 months 
(10). 

Studies dealing with survival and/or adjustment of 
geriatric patients were conducted following the phasing 
out of Grafton State Hospital in. Massachusetts (11), 
Modesto State Hospital in California (12), Peoria State 
Hospital in Illinois (13), and Suffolk Psychiatric Hospital 
in New York State (14). "Placement in the community" 
for these patients usually meant placement in nursing 
homes. At Grafton State Hospital, for instance, approxi- 
mately 40 percent of the chronically ill geriatric patients 
were successfully placed in various community settings; 
of these, 42 percent were placed in nursing homes (see 
table 2). 

Follow-up of the Grafton State patients revealed a 
generally positive response on the part of the patients to 
the new locations, even when they were considered inferi- 
or to the hospital setting by professionals. 


TABLE 2 
Community Placements of 306 Former Grafton State Hospital Patients* 


Number of Percent of 

Placement Patients Patients 
Nursing home 131 42.8 
Rest home 57 18.6 
Boston Cooperative Apartment** 23 7.5 
Other group residence 26 8.4 
Foster care in a private home I 0.3 
Independent living situation 59 19.2 
Salvation Army rooming house and 

supervision l 0.3 
Unknown*** 8 2.6 


* Data from Community Mental Health and the Mental Hospital (15). 
** The Boston Cooperative Apartments are landlord-supervised apartments 
for groups of ex-patients sponsored by the Boston State Hospital (16). 
*** These patients had moved out of state. 


It has been suggested that the chronically disabled and 
the elderly are at excessive risk of dying when they are 
transferred from the care of mental institutions to com- 
munity settings, even when the move seems to be an ob- 
jective change for the better (17-19). The mortality rate 
of patients after their release from Grafton State (11) and 
from Suffolk Psychiatric (14), however, was not sub- 
stantially different from that of similar continually hospi- 
talized patients. The Modesto State follow-up (12) in- 
dicated some increase in the mortality rate, but the risk 
of dying was found to be directly related to the patient's 
general physical and mental condition. This rate ranged 
from a high of 47 percent among the group requiring to- 
tal care to a low of 4 to 6 percent among the “elite” and 
"normal" groups (12).? 

These studies suggest that the excessive mortality rate 
reported by earlier investigators may be due to other fac- 
tors, such as preexisting poor physical health and mental 
confusion, rather than to “transfer trauma." 

Among the geriatric patients released from Modesto 
State Hospital, only 1 patient out of 429 remained out- 
side of an institution for as long as 1 year. Nearly half of 
the ex-patients in the study group were placed in some 
kind of community residential facility for the aged— 
nursing homes (60 percent), convalescent hospitals (19 
percent), and rest homes or board and care homes (21 
percent). The other half was transferred to other hospi- 
tals within the state system (12). 

Although large numbers of Modesto State’s younger 
patients were released to the care of relatives or dis- 
charged directly into the community, only 2 of the elderly 
ex-patients in the study group were initially returned to 
their families. 

Within | year only 3 persons from Modesto State were 
returned to hospitals from the community, whereas 39 


“Elite” patients were described as highly sociable and responsive, inde- 
pendent in self-care, and physically healthy but manifesting a relatively 
large number of psychiatric symptoms. "Normal" patients were de- 
scribed as not debilitated in any sphere, as alert, responsive, physically 
healthy, and without psychiatric symptoms. 
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percent of patients released in New York State had re- 
turned to hospitals within an average period of less than | 
year. The likelihood of rehospitalization was found to be 
related to the patient’s physical health and ability for 
self-care (14). 

For geriatric patients, closings of state hospitals have 
meant movement from one institution (the hospital) to 
another (the nursing home); however, for many other 
patients, closing the hospital may have provided a special 
opportunity to be discharged to more active community 
living. The actual fate of these ex-patients in the commu- 
nity is difficult to assess. Segal (5) and the Wolperts (6) 
have concerned themselves with community living ar- 
rangements in California and have documented the fact 
that large numbers of ex-patients are not living in their 
communities of origin but tend to be clustered into low- 
income areas in poor housing, suggesting a “ghettoiza- 
tion” of ex-patients. 

Reintegration of the mentally ill into community set- 
tings continues to be a major problem. Local neighbor- 
hoods resist the intrusion of patients discharged from 
state hospitals. In the absence of follow-up care and con- 
tacts with vocational and social agencies, former hospital 
patients may lead even more isolated existences in the 
community then they did in the hospital. 

Without appropriate standards and monitoring proce- 
dures, the chronically mentally ill may be prey to in- 
competent or mercenary caregivers. In Los Angeles there 
are approximately 11,000 ex-state-hospital patients living 
in board and care facilities (20). These board and care 
homes are not required to be licensed or inspected. For 
the most part, patients residing in these homes are sup- 
ported by welfare funds, and in some respects the nature 
of the welfare system is antithetical to therapy: it tends to 
penalize patients who work and who try to be self-sup- 
porting. 

In summary, for California at least, the community 
mental health programs do not appear to be serving the 
increasing population of ex-patients. The chronically 
mentally disordered and disabled have primarily been 
relocated— shifted to local board and care homes or to 
nursing homes within the various counties. Therefore, 
they are now welfare clients rather than long-term mental 
patients. 


Effects on Staff 


A study was undertaken to assess the impact of the 
closing of Dewitt State Hospital in California on tha: 
hospital's employees (21, 22). Approximately two-thirds 
of the employees were transferred within the state's de- 
partment of mental health. Morale was low throughout 
the phasing down of the hospital. This dissatisfaction was 
thought to be communicated to patients, adding to the 
administrative burdens of orderly transfer of both staff 
and patients. The most pronounced effects were seen 
among psychiatric technicians, for whom reemployment 
opportunities were the most limited. 

In Ohio, also, approximately two-thirds of the employ- 
ees of Cleveland State Hospital were transferred within 
the state system (23). In Illinois only 35 percent of the 
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employees from Peoria State Hospital were successfully 
transferred to other state facilities (24). At Grafton State 
Hospital a longitudinal follow-up of personnel was envi- 
sioned at the beginning of the phasing-out process, and 
data were collected. Although complete data on final lo- 
cation and job satisfaction are not yet available, 75 per- 
cent of the employees were reassigned (11). 


Effects on the Community 


The state hospital ts often the major employer in a ru- 
ral community. Plans must be made to ease the financial 
impact of phasing out the hospital. Gradually phasing 
out the hospital or converting it to other uses may ease 
this strain. Maintenance of empty plants can be a heavy 
financial burden. In Oklahoma, Taft State Hospital was 
turned over to the state department of welfare for use as a 
school for delinquent children. In California two facilities 
were turned over to community colleges, and another was 
converted to a county center (see appendix 2). 


Political Issues 


Since state legislatures control the state mental health 
budgets, the issues of the effects of closing state hospitals 
on patients, employees, and communities are ultimately 
dependent on political considerations. 

Politicians are loath to see the heavy investment in 
state institutions abandoned, particularly if it affects the 
equilibrium and happiness of their constituents: the em- 
ployees of the institutions, who will be relocated, and the 
tradesmen of the community, who partly depend on the 
hospital for their economic livelihood. Politicians also 
consider it an affront that only "yesterday" the lobbyists 
for mental health wanted more and better institutions 
and now they want to evacuate these institutions and shift 
their service base extramurally—all in the space of a 
couple of decades. Relatives of patients complain of the 
psychological stress of patient transfers; they especially 
fear the possible early death of family members. Further, 
many legislators are not convinced that community care 
is either better or more economical than hospital care. 
They are also concerned that the citizens of a community 
will not tolerate chronically mentally ill patients in their 
midst, fearing sexual or physical aggression. They fear 
that patients will either be neglected or lean upon welfare 
for their survival or both. It is a small wonder, therefore, 
that there is a backlash of pressure to keep state hospitals 
open and to slow the tidal wave of depopulation. 


GUIDELINES 


From our analysis have emerged certain principles that 
we feel are fundamental to the successful phasing out of 
state mental hospitals. 


For Proper Care of Patients 


1. Early planning must include the input of and consid- 
eration for patients and families. 

2. Community alternatives must be provided in suf- 
ficient numbers and quality to make placements smooth 
and effective. 
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3. Closings should be accompanied by assurance of 
linked services for continued care of discharged patients. 

4. Patients and staff should be properly prepared both 
psychologically and materially for the transfer to avoid 
"transfer trauma." 

5. Provisions should be made for setting standards for 
community care facilities and for regular inspections of 
these facilities. 

6. Follow-up procedures to clarify patterns of patient 
care, to evaluate progress of patients, and to assess the 
adequacy of service programs should be mandatory. 


For Proper Care of Employees 


l. Continuity of employment by transfer within mental 
health systems and maintenance of seniority rights 
should be assured. Employees and labor organizations 
should therefore be invclved in early planning. 

2. Relocation allowances should be provided for em- 
ployees to ease the hardship of moving. 

3. Opportunities for retraining should be provided 
whenever satisfactory relocation in a homologous job is 
not possible. 

We recommend a relatively gradual phasing-down pe- 
riod preceding any hospital closing, combined with si- 
multaneous phasing up of community services. This was 
the model followed in Saskatchewan Hospital, which 
shifted from an institution-based program to a regional 
community mental health service model over a period of 
years (9). The Saskatchewan model is important because 
it represents the only successful conversion of services for 
a total geographical-political area to date. We must re- 
member, however, that Saskatchewan is a Canadian 
province with less than | million persons and has a feder- 
al-provincial health insurance system. In contrast, Cali- 
fornia, for instance, has a population of over 18 million 
persons and many diverse political and geographic units 
to be coordinated in any statewide plans. 


Planning 


It is apparent from tke available survey data that many 
states are in the process of drawing up long-range plans 
that will gradually phase out more state hospitals. Some 
states have already initiated programs to reorganize their 
state hospital systems in a way that will bring the hospi- 
tals much more into the community—or, rather, to make 
the hospital an integral part of the total community net- 
work of mental health facilities. 

Despite the number of closings, the total number of 
state and county mental hospitals has remained fairly 
stable during the past two decades (approximately 320) 
because new hospitals nave been opened during the past 
few years. For example, since 1973 New York State, 
which has had a large decrease in the number of in- 
patients, has opened 4 new inpatient facilities, with a to- 
tal of approximately 1,200 beds. Georgia had only 1 men- 
tal hospital in 1955 and more than 9,000 inpatient 
residents. Today Georgia has 8 regional state hospitals 
with 4,800 inpatients and has more than tripled the num- 
ber of inpatient admissions over the past decade. 

Generally, the national goal is not to close all state 


hospitals but, rather, to develop a system of linked serv- 
ices integrating existing hospitals into the community- 
service model. However, as hospitals phase down radical- 
ly and project outreach services into the community, the 
opportunity for a true metamorphosis in quality of care 
appears. This may actually be the most important change 
of the last few decades, and we desperately need a method 
of assessing the outcome. 


CONCLUSIONS 


The issue of phasing out state mental hospitals in the 
United States is beginning to take a backseat to the more 
- pressing issues of planning for integrated services within 
each state. The approaches to planning differ markedly 
among states because of their historical, geographic, and 
sociopolitical differences. 

Involvement in delivery of mental health services at the 
state level does not appear to be diminishing but to be 
moving in the direction of responsible integration of serv- 
ices. 

There is no doubt that the role of the state mental hos- 
pital is changing. However, it remains a vital link in the 
chain of mental health services. It is not likely that our 
state hospitals will cease to exist entirely because, al- 
though there is some indication that rates of new admis- 
sions may be diminishing nationally, readmission rates 
appear to be increasing. There is every indication that the 
state hospital is now qualitatively different from what it 
was two decades ago; a great many hospitals have gone 
eagerly into the community care business. 

The paucity of available data on trends in incidence 
and prevalence of the various psychiatric disorders seri- 
ously cripples objective evaluation of care and rational 
approaches to planning. The lack of information on the 
fate of patients discharged from state hospitals, including 
phased-out state hospitals, is most regrettable. We must 
provide for permanent, well-staffed statistical divisions to 
bolster our long-range planning efforts, not as an after- 
thought to satisfy federal requirements but as a practical 
and basic necessity for future assessment of service sys- 
tems. We need accurate, standardized information re- 
garding our present systems of care in order to make just 
and rational decisions regarding future allocations of 
scarce mental health resources. 
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APPENDIX 1 
State Mental Hospitals in the United States That Have Closed 
Since 1970 


CALIFORNIA 

Modesto State Hospital, 1970 

Agnews State Hospital, 1972 

Dewitt State Hospital, 1972 

Mendocino State Hospital, 1972 
ILLINOIS 

Peoria State Hospital, 1973 
MASSACHUSETTS 

Grafton State Hospital, 1973 
NEW YORK 

Suffolk Psychiatric Hospital, 1972 
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OHIO 
Cleveland State Hospital, 1970 
OKLAHOMA 
Taft State Hospital, 1970 
Lexington Annex, 1971 


" WASHINGTON 


Northern State Hospital, 1973 
WISCONSIN 
Iowa County Hospital, 1973 


APPENDIX 2 
Current Uses of State Hospital Buildings 


CALIFORNIA 

Stockton State Hospital: not completely closed; this hospital 
consisted of two units—one unit now used by Delta Junior Col- 
lege; remaining unit serves one county’s programs for the men- 
tally ill and the developmentally disadvantaged 

Modesto State Hospital: now used by Yosemite Junior Col- 
lege 

Agnews State Hospital: east campus facilities now used for 
programs for the developmentally disadvantaged (about 700 
beds); west campus facility (approximately 4 5 miles away) 
still used for laundry, storage, etc.; several wards maintained 
available for lease—Santa Clara County and Hope for the Re- 
tarded now hold leases 
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Dewitt State Hospital: given to Placer County; used for a va- 
riety of county programs and services 

Mendocino State Hospital: sold to private interest in 1974 

Patton State Hospital: not completely closed; converted to 
serve mentally retarded and mentally ill offenders in 1972 


ILLINOIS 
Peoria State Hospital: unoccupied as of January 1975 


MASSACHUSETTS 
Grafton State Hospital: unoccupied as of January 1975 


NEW YORK 
Suffolk Psychiatric Hospital: now used by Central Islip State 
Hospital; both institutions were on same grounds | 


OHIO i 
Cleveland State Hospital: unoccupied as of January 1975; 
plans are to use the newer buildings for a mental retardation 
program 


OKLAHOMA 

Taft State Hospital: transferred to the state’s department of 
welfare; now used for programs for indigent children 

Lexington Annex: transferred to the state’s department of 
corrections in 1971 


WASHINGTON 
Northern State Hospital: unoccupied as of January 1975 


Diagnostic Subgroups of Affective Disorders and Their Urinary Excretion of 


Catecholamine Metabolites 


BY FRANK DELEON-JONES, M.D., JAMES W. MAAS, M.D., HAROUTUNE DEKIRMENJIAN, PH.D., 


AND JESUS SANCHEZ, M.D. 


Previous reports have indicated that some depressed 
patients excrete less than normal quantities of 3- 
methoxy-4-hydroxyphenyl glycol (M HPG). The 

authors present data indicating that a subgroup of 
depressed patients who excrete less than normal 
quantities of MHPG may be identified by the application 
of explicit clinical criteria. They found no significant 
difference in the excretion of normetanephrine {NM}, 
metanephrine (M), and 3-methoxy-4-hydroxymandelic 
acid (VM A) among any of the diagnostic subgroups or 
between each patient group and a healthy comparison 
group. However, depressed patients diagnosed as having 
primary affective disorder and bipolar illness excreted 
significantly less M HPG than did the healthy comparison 


group. 


3- METHOXY-4-HYDROXYPHENYL GLYCOL (MHPG) is a 
naturally occurring catecholamine metabolite initially 
discovered by Axelrod and associates (1) in 1959. A 
number of subsequent reports (2-8) have shown that 
MHPG is the major metabolite of brain norepinephrine 
(NE). In addition, it has been shown (9-11) that either 
stress or direct stimulation of the locus coeruleus pro- 
duces an increased turnover of NE and an increase in the 
sulfate conjugate of MHPG in the rat cerebrum and that 
these effects are abolished by ablation of the locus coe- 
ruleus, suggesting that MHPG in brain may reflect func- 
tional activity of central noradrenergic neurons. Finally, 
there is evidence (3, 5, 12-15) suggesting that a signifi- 
cant fraction of urinary MHPG has its origins in the me- 
tabolism of NE within brain, whereas urinary NE, nor- 
metanephrine (NM), metanephrine (M), and perbaps 3- 
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methoxy-4-hvdroxymandelic acid (VMA) originate in 
pools of catechclamines outside of the central nervous 
system. 

It should be noted, however, that although there is gen- 
eral agreement that MHPG is the major metabolite of 
brain NE, definitive information is not available as to the 
exact amount of MHPG excreted in urine that is derived 
from brain (16). Despite this uncertainty, there is a possi- 
bility that urinary MHPG may directly or indirectly re- 
flect NE metabolism in brain. For this reascn, assaying 
urinary MHPG along with other catecholamine metabo- 
lites that have their origins outside of the central nervous 
system might be a reasonable strategy for clinical studies 
of the catecholamine hypothesis of affective dis- 
orders (17-19). 

Using this approach, Maas and associates (20) found 
in an initial pilot study that a diagnostically hetero- 
geneous group of hospitalized depressed patients ex- 
creted significantly less MHPG than did healthy subjec:s, 
although urinary NM and M levels for the two groups 
were the same. Subsequently, Greenspan and asso- 
clates (21), Bond and associates (22), and DeLeon-Jones 
and associates (23) published data indicating that bipolar 
patients excreted significantly less MHPG during periods 
of depression than they did during episodes of euthymia 
or mania. Moreover, Schildkraut and associates (24) re- 
cently showed that patients with a bipolar depressive dis- 
order represent a clinically identifiable subgroup of de- 
pressed patients who excrete less than normal quantities 
of MHPG. There thus seems to be agreement among sep- 
arate groups of researchers that some depressed patients 
excrete less than normal quantities of MHPG. 

Inspection of the data presented in the initial report by 
Maas and associates (20) as well as in other reports (24— 
26) indicates that not every depressed patient excretes 
less than normal quantities of urinary MHPG. There are 
also disparate findings (27-30) as to the levels of MHPG 
present in the cerebrospinal fluid of depressed patients. 
However, it has been found (31) that patients who excrete 
less MHPG can be identified by their behavioral re- 
sponses to desimipramine or imipramine; i.e., a low pre- 
treatment urinary MHPG predicts a favorable response 
to desimipramine or imipramine, but pretreatment values 
for NM, M, or VMA are not significantly related to 
treatment response. 

It has also been shown (32) that patients who excrete 
less than normal quantities of MHPG respond with an 
elevation of mood when given d-amphetamine, whereas 
patients who excrete normal or greater than normal 
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quantities of MHPG either do not respond or respond 
with a worsening of mood when given d-amphetamine. 
Schildkraut (33) found that patients who excrete normal 
or greater than normal quantities of MHPG are the best 
responders to amitriptyline. These findings (32, 33), as 
well as those of Maas and associates (31), have been con- 
firmed by a recent report of Beckmann and Good- 
win (34). 

More precisely, Beckmann and Goodwin measured the 
urinary excretion of MHPG in a group of unipolar de- 
pressed patients who met the criteria for primary affec- 
tive disorder of Feighner and associates (35). They mea- 
sured MHPG excretion before and during the fourth 
week of treatment with either imipramine hydrochloride 
or amitriptyline hydrochloride. In the group given 
imipramine the mean pretreatment MHPG was signifi- 
cantly lower in the 9 responders than in the 7 non- 
responders; the converse was found with the group given 
amitriptyline. 

Maas and associates (31, 32) also showed that patients 
who respond to amphetamine, desimipramine, or imipra- 
mine with an elevation of mood have modest increments 
or no change in MHPG excretion during treatment, 
whereas patients who do not respond to these drugs have 
decrements in MHPG excretion during treatment. How- 
ever, the Beckmann and Goodwin study (34) showed that 
although responders to imipramine appeared to have a 
smaller decrease in MHPG excretion than non- 
responders, there was no increase in MHPG excretion 
during response to imipramine. Therefore, this study did 
not confirm the findings of Maas and associates (31, 32). 

- While the cited pharmacological-behavioral methods 


_of identifying patients who excrete less than normal 


amounts of MHPG are of particular interest in terms of 
the biochemical genesis of depressive illness, they are 
time-consuming, do not readily lend themselves to use by 
other investigators, and make studies of large numbers of 
subjects difficult if not impossible. For these reasons we 
decided to place major emphasis upon investigation of 
the possibility that patients who excrete less than normal 
amounts of MHPG may be easily and quickly identified 
by the application of explicit clinical criteria. In this pa- 
per we will present data bearing upon the clinical identifi- 
cation of depressed patients who excrete less than normal 
quantities of urinary MHPG, and we will note the impli- 
cations of these data in regard to the genesis and im- 
proved treatment of human depressive states. A prelimi- 
nary report bearing upon this issue has been presented 
elsewhere (36). 


METHOD 
Clinical Procedure 


The patients selected for study were 33 severely de- 
pressed women hospitalized in twin research units at the 
Illinois State Psychiatric Institute. The criterion for ad- 
mission to these research units is clinical, i.e., the pres- 
ence of depressive symptoms of sufficient severity to war- 
rant hospitalization. Severity of depression was 
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determined for each patient according to the Hamilton 
Depression Rating Scale (37), the Brief Psychiatric Rat- 
ing Scale (BPRS) (38), and the daily ratings of a nursing 
research team that had been trained to rate a variety of 
behavior including depression on a 15-point scale (39). 

The following diagnostic schemes were used in this 
study: 1) the primary, secondary or undiagnosed affective 
disorder paradigm, 2) the bipolar-unipolar grouping, 3) 
the agitated-retarded dichotomy, and 4) the psychotic- 
neurotic dimension. The format for classifying patients 
was as follows: 7 

A form listing all of the symptoms presented by the 
patient, time of onset and duration of symptoms, pré- 
vious medications, etc., was compiled for each patient. 
This information was discussed by two psychiatrists 
(F.D-J. and J.S.) with respect to each diagnostic sub-. 
group. If a consensus was reached, the patient was as- 
signed to the appropriate subgroup; if agreement was not 
obtained as to placement in a given subgroup, the patient 
was assigned to the undiagnosed category. The diagnostic 
classifications were made before the biochemical deter- 
minations, and urine specimens were sent to the laborato- 
ry with code numbers. The code was not broken until ail 
biochemical assays were complete. Decisions as to the 
completeness of any given 24-hour urine specimen were 
made on the basis of urine volume, nursing observations, 
and creatinine content. 

Patients were designated as having primary, second- 
ary, or undiagnosed affective disorder according to the 
explicit criteria developed by another group of investiga- 
tors (35, 40-42). These may be summarized as follows: : 

The presence of an affective cluster was established if 
the current depressive episode had a duration of at least 
one month and was characterized by a dysphoric dis- 
position, including complaints of feeling depressed, sad, 
despondent, blue, low, or gloomy, plus at least five of the 
following symptoms for a diagnosis of definite and four 
for a diagnosis of probable affective disorder: anorexia or 
weight loss, difficulty in sleeping (too much or too little), 
loss of energy, agitation or retardation, loss of interest in 
usual activities or decrease in sexual drive, feelings of 
self-reproach or guilt, complaints of or actual diminished 
ability to think or concentrate (slowed thinking or mixed- 
up thoughts), and recurrent thoughts of death or suicide, 
including thoughts of wishing to be dead. 

Given the presence of affective disorder, the diagnosis 
of primary affective disorder was given to patients whose 
history showed they had been well or had had episodes of 
mania or depression only. A diagnosis of secondary af- 
fective disorder was given to patients whose history re- 
vealed a diagnosable preexisting nonaffective psychiatric 
illness, e.g., alcoholism, schizo-affective schizophrenia, 
sociopathy, and anxiety neurosis. A patient was classified 
as having undiagnosed affective disorder when there was 
serious question as to whether or not diagnosable psychi- 
atric illness other than affective illness could have been 
present at any time during the patient's life. As used here, 
the category of undiagnosed affective disorder refers to 
patients about whom there were serious doubts as to 
whether they should be placed in the category of primary 


or secondary affective disorder. As such, these patients 
probably comprised a diagnostically heterogeneous 
group. 

Patients were classified as having bipolar, single-epi- 
sode unipolar, or recurrent unipolar illness as follows: 

A documented history of spontaneous mania or a his- 

tory of an antidepressant-drug-induced hypomania 
placed the patient in the bipolar category (43). If the cur- 
rent hospitalization for depression was the patient’s first 
and there was no history of mania, the patient was desig- 
nated as single-episode unipolar. If there were one or 
more previous hospitalizations for depression and no his- 
tory of mania, the patient was classified as recurrent uni- 
polar. : 
Patients who exhibited marked and persistent pacing 
and hand wringing were classified as agitated, and 
patients who showed a minimum amount of motor activi- 
ty were classified as retarded. If the agitation or retarda- 
tion was minimal or not persistent or if the behaviors 
were mixed, the patient was not classified. 

Depressed patients who exhibited persistent hallucina- 
tions and/or delusions were classified as psychotic, and 
patients who did not have these symptoms were classified 
as nonpsychotic depressive. 


Analytical Procedure 


The 33 female patients selected for study were main- 
tained on a diet free of coffee, tea, cola, vanilla, bananas, 
cheese, oranges, and chocolate. No drugs, including hyp- 
notics, were given during a three-week baseline period. 
Two or more 24-hour urine specimens were collected 
from each patient between the third and fourth week of 
hospitalization. These were assayed for MHPG by the 
method of Dekirmenjian and Maas (44), for NM and M 
by the method of Taniguchi and associates (45), for 
VMA by the method of Dekirmenjian and Maas (46), 
and for creatinine by a modification of the method of 
Bonsnes and Taussky (47). Urine specimens sent to the 
laboratory were identified only by a code number; there- 
fore, the biochemical assays were performed without 
knowledge of the patient’s clinical state, diagnosis, etc. 


Comparison Group 


For a comparison group, 21 women who were free of 
major psychopathology and depression (as determined by 
a clinical interview, the Beck Self-Rating Depression 
Scale, and the Hamilton scale) were chosen for study. 
The mean age and age range of this group was similar to 
those of the patient group. The women in the comparison 
group were asked to follow a diet similar to that of the 
depressed patients for five days. Urine specimens were 
collected on the fourth and fifth day of the diet and as- 
sayed for MHPG and creatinine. All of the women in the 
comparison group were free of medication for a mini- 
mum of three weeks before the collection of urine speci- 
mens. 


Statistical Analysis of the Data 


Methods for statistical analysis of the data included 
Student’s t test for comparisons between two distinct 
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groups, e.g., for comparing the excretion of MHPG by 
the total number of patients with that by the comparison 
group, the excretion of MHPG by patients with psychotic 
depression with that by the comparison group, the excre- 
tion of MHPG by patients with bipolar illness with that 
by the comparison group, and the excretion of MHPG by 
patients with primary affective disorder with that by the 
comparison group. In cases in which the excretions of the 
metabolites of the several diagnostic subgroups were 
compared with those of each other and with that of the 
comparison group, analysis of variance and the test for 
heterogeneity of variance were used. In cases in which the 
test for heterogeneity indicated that the variances were 
heterogeneous, a test for equality of means with hetero- 
geneous variances (48) was used. 


RESULTS 


Excretion Rates by Group and by Diagnosis 


The 33 depressed women excreted an average of 
1137+76 ug of MHPG per 24-hour urine, and the 21 
healthy women selected for comparison excreted 
1348+65 ug of MHPG per 24-hour urine. The difference 
between the two groups is statistically significant, but just 
at the limits of the usually accepted criterion (p<.05, one- 
tailed t test). There were no significant differences be- 
tween groups in the excretion of VMA, NM, or M. The 
finding that depressed patients excreted less MHPG than 
did healthy subjects 1s in agreement with a previous re- 
port (20) as well as with more recent studies of < large, 
diagnostically heterogeneous group of depressed 
patients (25). 

Data on the excretion of catecholamine metabolites by 
agitated, retarded, and undiagnosed patients and by the 
healthy comparison group are shown in table 1. The dif- 
ferences in excretion of MHPG, VMA, NM, and M be- 
tween the agitated and retarded patients and between ei- 
ther of these two groups and healthy subjects were not 
significant by analysis of variance. 

Of the 33 depressed patients selected for study, 11 were 
classified as psychotic, 15 as nonpsychotic, and 7 as un- 
diagnosed. Data on the catecholamine metabolite excre- 
tion by these groups and the comparison group are shown 
in table 2. The excretion of MHPG by the psychotic de- 
pressed patients was significantly less than that by the 
comparison group (see table 2). The excretion of MHPG 
by the nonpsychotic and undiagnosed depressed patients 
was not significantly different from that by the healthy 
subjects. Analysis of variance of the data for VMA, NM, 
and M excretion by these patients showed no significant 
differences among any groups. 

Except for 1 patient, those classified as psychotic were 
also classified as having primary affective disorder. The 
mean MHPG excretion per 24-hour urine by the patients 
with primary affective disorder who were not classified as 
psychotic was 978-92 ug. The difference between 
patients with primary affective disorder without psycho- 
sis and those with psychosis was not statistically signifi- 
cant. Therefore, the diagnosis of psychotic depression 
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TABLE 1 
Excretion of Catecholamine Metabolites* by Agitated, Retarded, and Undiagnosed Depressed Patients and by a Healthy Comparison Group 





Excretion per 24-Hour Urine ( ug) 





MHPG VMA NM M 
Group Number Mean SEM Mean SEM Mean SEM Mean SEM 
Agitated patients 8 1124 138 3650 428 176 28 75 10 
Retarded patients 11 1167 194 4734 557 194 29 93 10 
Undiagnosed patients 14 1121 77 4314 344 201 22 99 6 
Healthy subjects 21 1348 65 4361 435 207 27 75 6 





* MHPG -3-methoxy-4-hydroxyphenyl glycol, VMA -3-methoxy-4-hydroxymandelic acid, NM =normetanephrine, and M =metanephrine. 


TABLE 2 
Excretion of Catecholamine Metabolites* by Psychotic, Nonpsychotic, and Undiagnosed Depressed Patients and by a Healthy Comparison Group 


Excretion per 24- Hour Urine ( ug) 


MHPG VMA NM M 
Group Number Mean SEM Mean SEM Mean SEM Mean SEM 
Psychotic patients [1 1011 73 3762 342 156 20 82 lI 
Nonpsychotic patients 15 1218 153°" 4803 432 220 20 96 6 
Undiagnosed patients 7 1161 103 4034 527 193 40 94 11 
Healthy subjects 21 1348 65 4631 435 207 27 75 9 


*MHPG z3-methoxy-4-hydroxyphenyl glycol, VMA =3-methoxy-4-hydroxymandelic acid, NM - normetanephrine, and M = metanephrine. 
** Psychotic depressed patients excreted significantly less MHPG than the comparison subjects (p «.005, one-tailed t test). 


does not account for the low MHPG excretion by 
patients with primary affective disorder. Moreover, since 
not all of the patients with primary affective disorder 
seemed to meet the criteria for psychotic depression, this 
classification system is not the most helpful in identifying 
patients who excrete less than normal amounts of 
MHPG. 

Five patients were classified as having bipolar illness, 
14 as single-episode unipolar, 13 as recurrent unipolar, 
and 1 as undiagnosed. As shown in table 3, the MHPG 
excretion by the bipolar group was significantly less than 
that by the comparison group, and the two unipolar 
groups showed only a trend toward a lower excretion of 
MHPG. These data suggest that although the designa- 
tion of bipolar illness identifies patients who excrete less 
amounts of MHPG, the other designations, such as sin- 
gle-episode unipolar and recurrent unipolar, are not 
particularly helpful. The excretion of VMA, NM, and M 
by these subgroups of depressed patients was not sig- 
nificantly different from the healthy comparison group. 

Of the 33 depressed patients, 21 were classified as hav- 
ing primary affective disorder, 11 as having undiagnosed 
affective disorder, and 1 as having secondary affective 
disorder. Data on the catecholamine metabolite excretion 
by these patients are presented in table 4, which shows 
that the difference in MHPG excretion between de- 


pressed patients diagnosed as having primary affective . 


disorder and the comparison subjects is highly signifi- 
cant. There were no significant differences among groups 
in the excretion of VMA, NM, or M. 
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Reinspection of the data, however, indicated that all 5 
of the bipolar depressed patients had also been classified 
as having primary affective disorder; it therefore seemed 
possible that this subgroup might account for the differ-, 
ences in MHPG excretion (see table 3). For this reason. 
patients with primary affective disorder were further sub- 
classified as bipolar, single-episode unipolar, or recurrent 
unipolar. As shown in table 5, patients with primary af- 
fective disorder excreted significantly less MHPG than 
the comparison group, regardless of whether they had 
been classified as bipolar, single-episode unipolar, or re- 
current unipolar; that is, bipolar, single-episode unipolar, 
or recurrent unipolar depressed patients were not signifi- 
cantly different from each other in terms of MHPG ex- 
cretion, but each of these subgroups differed significantly 
from the comparison group. 


Excretion Rates by Other Variables 


The finding that patients with primary affective dis- 
order excreted less MHPG than healthy subjects was fur- 
ther examined in relationship to such variables as severity 
of iliness, age, and differences in motor activity. 

The possibility that the severity of the depression was 
greater for patients diagnosed as having primary affec- 
tive disorder, accounting for the low excretion of MHPG 
by these patients, was examined by comparing the de- 
pression ratings obtained for the primary and the undiag- 
nosed groups. Using Student's t test, there were no sig- 
nificant differences in severity of depression between these 
two groups according to the nurses’ ratings, the BPRS 
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TABLE 3 
Excretion of Catecholamine Metabolites* by Bipolar, Single-Episode Unipolar, Recurrent Unipolar, and Undiagnosed Depressed Patients and by a 
Healthy Comparison Group 





Excretion per 24-Hour Urine ( ug) 





MHPG VMA NM | M . 

Group Number Mean SEM Mean SEM Mean SEM Mean SEM 
Bipolar patients 5 916 15377 3929 TT] 187 30 85 16 
Single-episode unipolar 

patients 14 1161 142 4679 508 207 25 92 7 
Recurrent-episode 

unipolar patients 13 1207 113 4122 320 182 27 90 9 
Undiagnosed patients l 788 2940 166 130 
Healthy subjects 21 1348 65 4631 435 207 27 75 9 





*MHPG =3-methoxy-4-hydroxypheny! glycol, VMA = 3-methoxy-4-hydroxymandelic acid, NM =normetanephrine, and M = metanephrine. 
** Bipolar depressed patients excreted significantly less MHPG than the comparison subjects (p< .025, one-tailed t test). 


TABLE 4 
Excretion of Catecholamine Metabolites* by Depressed Patients with Primary, Secondary, and Undiagnosed Affective Disorder and by a 
Healthy Comparison Group 


Excretion per 24-Hour Urine ( ug) 


MHPG VMA NM M 

Group Number Mean SEM Mean SEM Mean SEM Mean SEM 
Primary affective 

disorder patients** 21 1032 64 4447 364 178 16 87 7 
Secondary affective 

disorder patients*** l 1776 — — — 
Undiagnosed affective 

disorder patients 11 1280 185 4024 393 218 32 99 8 
Healthy subjects 21 [348 65 4631 435 207 27 75 9 


* MHPG = 3-methoxy-4-hydroxyphenyl glycol, VMA =3-methoxy-4-hydroxymandelic acid, NM =normetanephrine, and M =metanephrine. 
** Depressed patients with primary affective disorder excreted significantly less MHPG than the comparison subjects (p< .0005, one-tailed t test). 
**The | depressed patient with secondary affective disorder was included in the undiagnosed group of depressed patients for statistical analysis. 


TABLE 5 
Excretion of MH PG* by Depressed Patients with Primary Affective Disorder and by a Healthy Comparison Group** 


Excretior of MHPG per 24-Hour Urine ( ug) 
Group Number Mean SEM 


Primary affective disorder patients 


Bipolar patients 5 911 154 
Recurrent unipolar patients 9 1066 86 
Single-episode unipolar patients 7 1073 140 
Healthy subjects 2] 1348 67 


* 3-Methoxy-4-hydroxyphenyl glycol. 
** An analysis of variance indicated significant differences between groups, and each of the patient groups dirfered significantly from the comparison group (p<.05, 
Duncan's Multiple Range Test). 


item on depression, or the Hamilton scale. Further, cor- The variable of motor activity was examined by com- 
relation coefficients relating the MHPG excretion by paring the MHPG excretion by patients with primary af- 
patients with primary affective disorder, undiagnosed af- ^ fective disorder who showed extreme agitation with that 
fective disorder, and the total patient group to each ofthe by those who showed extreme retardation and with that 
three different measures of depression indicated that by the comparison group. The 7 agitated patients with 
there was no relationship between the severity of depres- primary affective disorder excreted 1030+108 ug of 
sion and the excretion of the metabolite by these hospital. | MHPG per 24-hour urine, and the 10 retarded patients 
ized patients. with primary affective disorder excreted 9862-65 yg of 
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MHPG per 24-hour urine. An analysis of variance and 


Hi Duncan's Multiple Range Test indicated that there were 
< significant differences among these groups, that the agi- 
` tated and retarded groups were not significantly different 


from each other, and that both patient groups excreted 


"* significantly less MHPG than the comparison subjects 


(p«.025). These findings, in agreement with previous re- 
ports (23, 36, 49, 50), suggest that differences in activity 


‘cd are not the primary cause of differences in MHPG excre- 


tion and, further, that the lower excretion of MHPG by 
the patients with primary affective disorder is not a func- 
tion of their agitation or retardation. 

Finally, the age range and mean age of patients with 
primary affective disorder were 24-62 years and 4823, 
respectively; the age range and mean age of the healthy 


women were 21-59 years and 42+2, respectively. It isap- | 


parent from these data that, as for the total sample, the 
subgroup of patients with primary affective disorder and 
the healthy subjects were age matched. Moreover, a re- 
cent report (25) indicated that the excretion of MHPG 
does not correlate significantly with age in either de- 
pressed patients or healthy control subjects. 


DISCUSSION 


The data presented in this and other studies indicate 
that some depressed patients have decrements in MHPG 
excretion during periods of depression. Therefore, the 
question of whether the demonstrated decrement in 
MHPG excretion by depressed patients is intrinsic to the 
illness or a consequence of a particular state variable 
merits careful consideration. No correlations are demon- 
strable between the excretion of MHPG and age, smok- 
ing, 24-hour urine volume, educational status, height, 
weight, body surface area, or creatinine in either normal 
subjects or depressed patients (25). Therefore, it appears 
unlikely that differences in these variables between nor- 
mal and depressed subjects would account for the ob- 
served differences in urinary MHPG. However, it has 
been shown (20) that women excrete significantly less 
MHPG than do men. This variable does not apply in our 
study because our patients and our comparison subjects 
were all women. 

In this study, no relationship was found between sever- 
ity of depression and MHPG excretion. However, it 
should be noted that all of our patients were hospitalized; 
this finding may not necessarily hold if generalized to 
outpatients. 

Changes in activity are almost by definition an integral 
part of the development of depressive states. The possi- 
bility that decreased activity per se is the cause of the 
decrement in MHPG must therefore be considered. It 
has been shown (51) that depressed subjects who excrete 
low levels of NM have increments in the excretion of this 
metabolite during their period of clinical improvement. 
Other studies have reported increased MHPG excretion 
by depressed patients required to perform moderate 
physical activity (52) and a trend toward increased levels 
of MHPG in the central nervous systems of depressed 
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unipolar and bipolar patients requested to simulate 
mania (53). However, several studies suggest that this 
variable alone cannot account for the decreased MHPG 
excretion by depressed patients. In fact, it has been 
shown (50) that healthy subjects who exercised using 
standardized isometric and isotonic procedures did not 
show any significant effects of exercise on urinary 
MHPG. 

A recent report (23) indicated that increases in MHPG 
and possibly NM excretion precede the switch from re- 
tarded depression to hyperactive manic states and that 
changes in the excretion of these metabolites do not 
merely reflect a change in motor activity in naturally oc- 
curring manic-depressive cycles. Moreover, urinary 
MHPG excretion is increased during amphetamine-in- 
duced hypomania and decreased during the depression 
that follows amphetamine withdrawal; the changes in 
MHPG appear to precede the behavioral shifts (54). The 
cited studies are in agreement with previous reports in- 
dicating that the excretion of MHPG and the other NE 
metabolites is not significantly different in depressed 
patients with severe agitation or retardation (49) and 
with the data reported in this paper. 

Another variable that must be considered is the effect 
of stress upon MHPG excretion. However, this factor ap- 
pears to produce an increment rather than a decrement in 
the excretion of MHPG and the other NE metabolites. 
MHPG levels have been found (55) to be significantly 
elevated in normal aviators who were stressed by flight 
procedures. Furthermore, the stress in depressed patients 
subjected to infusion procedures produced significant in- 
crements in the excretion of MHPG, NM, and perhaps 
VMA with respect to pre-infusion baseline levels (56). 

Finally, it should be noted that the urinary concentra- 
tions of MHPG in the depressed group of patients were 
significantly smaller than those found in the comparison 
subjects, whereas the values for M, NM, and VMA were - 
similar to those found in normal subjects. The similaritiés 
in the M, NM, and VMA urinary concentrations in 
patients and control subjects argue against the possibility 
that the decreased urinary MHPG concentration in the 
depressed group is caused solely by a decrease in activity 
of noradrenergic systems in peripheral body pools. 

The data presented in this paper suggest that the psy- 
chotic versus nonpsychotic classification scheme may be 
helpful in identifying some patients who excrete relatively 
less MHPG than normal. However, the results show that, 
except for 1 patient, subjects classified as psychotic were 
also classified as having primary affective disorder; since 
the low MHPG excretion by the subgroup of patients 
with primary affective disorder was not accounted for by 
the psychotic subgroup, it follows that the latter classifi- 
cation scheme is not the most helpful in identifying de- 
pressed subjects who excrete less than normal amounts of 
MHPG. 

The data presented here indicate that depressed bipo- 
lar patients excrete significantly less MHPG than do 
healthy subjects, which is consistent with a growing body 
of data indicating that manic-depressive subjects have 
low adrenergic function during periods of depression and 





high adrenergic function during mania. Greenspan and 
associates (21) found that excretion of NE, MHPG, and 
NM was greater during hypomania than during normo- 
thymic periods or periods of agitated depression in 
patients with bipolar illness. Bunney and associates (53) 
measured urinary catecholamines daily in a group of 
patients NM and dopamine were elevated before and 
during the manic episode. Bond and associates (22) and 
DeLeon-Jones and associates (23) reported that patients 
excreted significantly less MHPG during periods of de- 
pression than during periods of euthymia or mania. 
Schildkraut and associates (24) reported that bipolar de- 
pressed patients excreted significantly less MHPG than 
. patients who had characterological depression. 

Thus there is agreement between the findings reported 
in the literature and those reported in this paper with re- 
spect to bipolar depressed patients, suggesting that this 
classification is helpful in identifying depressed patients 
‘who excrete less MHPG. However, it should be noted 
that the classification system that appears to be most 
helpful on the basis of the present study is that of primary 
affective disorder: patients classified as bipolar were also 
classified as having primary affective disorder, but, as in- 
dicated in the results, this bipolar subgroup does not ac- 
count for the low MHPG excretion by the whole group of 
patients with primary affective disorder. Moreover, it is 
likely, although not certain, that patients classified by 
Schildkraut and associates (24) as bipolar would also be 
categorized as having primary affective disorder. There is 
therefore a possibility that their data and those presented 
in this report are in essential agreement. 

However, since the diagnosis of primary affective dis- 
order requires that affective illness be the only diagnos- 
able psychiatric disease present, it is necessary to note 
that bipolar patients who have concomitant alcoholism, 
sociopathy, or other diagnosable psychiatric disturbances 
should be diagnosed as having secondary affective illness. 
Therefore, not all bipolar subjects are likely to warrant 
the diagnosis of primary affective disorder. 

Finally, although the data reported by Beckmann and 
Goodwin (34) suggest that unipolar depressed subjects 
who meet the criteria of Feighner and associates (35) can 
- be either high or low MHPG excretors, the mean M HPG 
excretion of the 16 female subjects in Beckmann and 
Goodwin’s study was 14744113 ug per 24-hour urine, 
which is at the upper limit of the 95 percent confidence in- 
terval for normal women, while the mean MHPG excre- 
tion obtained in our study of 21 depressed women was 
1032+64 ug per 24-hour urine. The difference between 
these values is significant (p>.0025, one-tailed t test). 
Given the fact that MHPG was assayed by the same 
method (46) in both studies, the discrepancies are likely 
to correspond to the selection criteria. Perhaps the differ- 
ences can be accounted for by the fact that Beckmann 
and Goodwin included moderately and severely de- 
pressed patients in their study, while all of the subjects in 
our study were severely depressed patients who were con- 
sidered treatment failures. It would be of interest to de- 
termine whether subjects who were moderately depressed 
were the higher MHPG excretors. 
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In conclusion, the data presented in this study confirm 
previous findings indicating that MHPG excretion in 
urine is low in some depressed patients. Moreover, these 
data suggest that depressed patients with relatively low 
levels of MHPG excretion may be identified clinically if 
they meet the criteria for bipolar illness and/or primary 
affective disorder. However, these data are in conflict 
with the study of Beckmann and Goodwin (34), which 
shows that depressed patients with primary affective dis- 
order may excrete normal or high amounts of MHPG. 
Thus further studies will be necessary to clarify whether 
the diagnosis of primary affective disorder is the most 
helpful way to identify depressed patients who may have 
an abnormality in the metabolism and/or disposition of 
NE that is reflected by a decrement in the excretion of 
MHPG in urine and may therefore predict favorable re- 
sponses to treatment with desimipramine or imipramine. 
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Growth Hormone and Catecholamines in Affective Disease 


| BY DAVID L. GARVER, M.D., GHANSHYAM N. PANDEY, PH.D., HAROUTUNE DEKIRMENJIAN, PH.D., 


AND FRANK DELEON-JONES, M.D. 


The authors studied growth hormone (GH) release after 
insulin-induced hypoglycemia ( HI) in relation to urinary 
M HPG, the major metabolite of central norepinephrine. 
There was a significant linear correlation of urinary 

M HP3G levels and GH peaks after HI in unipolar 
depressed patients and in manic patients; however, GH 
peaks in manic patients shifted downward on the GH axis 
in comparison to the unipolar depressive patients. The 
authors suggest that such shifts in the GH response may 
occur as a result of abnormalities of other 
neurotransmitter systems also known to facilitate GH 
release. 


IN RECENT YEARS several groups of investigators have 
gathered evidence of altered central norepinephrine (NE) 
turnover in certain patients with affective disease by 
quantifying 3-methoxy-4-hydroxyphenyl glycol (MHPG) 
in cerebrospinal fluid or urine (1-4). Other groups of in- 
vestigators have found a hyporesponsiveness of the hu- 
man growth hormone (GH) system following the provoc- 
ative stimulus of hypoglycemia induced by insulin (HI) in 
other patients with affective disease (5-8). 

The purpose of this investigation is twofold. First, we 
will examine whether alterations in urinary MHPG levels 
in patients with affective disease are accompanied by sim- 
ilar alterations in the GH response to HI. Second, in the 
context of our knowledge of central nervous system mod- 
ulation of the activity of the GH system, we will explore 
whether the neuroendocrine strategy using GH and HI 
can suggest or support hypotheses of regulatory system 
abnormalities in diagnostic subgroups of affective dis- 
ease. 
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HI is a provocative tool often used to test the function- 
al capacity of the GH system (9). Knowledge abcut the 
modulation of the GH system has grown considerably 
during the past few years. The receptor that senses 
changes in glucose is probably located in the area of the 
ventromedial nucleus of the hypothalamus (10). When 
glucose levels fall in this area, the receptor induces the 
growth hormone-releasing factor (GHRF) cell, whose 
cell body is located in the nearby arcuate nucleus, to re- 
lease GHRF from the median eminence into the hypo- 
physeal-portal system. The GHRF is carried to the 
somatotropes of the anterior pituitary that release GH to 
the peripheral circulation (11). In our hypothetical model 
(figure 1), neurons from the glucoreceptor terminate on 
the GHRF cell at a facilitatory synapse (1.e., a synapse 
that, when activated, brings the membrane potertial of 
the GHRF cell to or nearer to threshold). 

There is reason to believe that the GH response to HI 
may be modulated in humans by the activity of noradre- 
nergic systems. The a-adrenergic receptor blocker phen- 
tolamine has been shown to diminish the GH response to 
HI (12). Moreover, the a-adrenergic receptor agonist 
clonidine has recently been reported to cause a brisk GH 
response (13). In our hypothetical model, we can con- 
ceive of this noradrenergic modulation of the GHRF cell 
membrane potential through a facilitatory a-adrenergic 
synapse. When NE is reduced at such a synaptic cleft and 
also when the receptor is blocked (as by phentolamine), 
there is a fall in the sensitivity of the GHRF cell =o such 
other facilitatory input as the glucoreceptor. This fall re- 
sults in less GHRF being released following the provoca- 
tive stimulus of HI. 

Serotonin — 5-hydroxytryptamine (5-HT) — systems 
appear to have a role similar to the effect of NE in the 
modulation of the GH system. Such 5-HT antagonists as 
methysergide and cyproheptadine cause a similar atten- 
uation of the hypoglycemic-induced response (14), while 
5-hydroxytryptophan (5-HTP), a precursor of 5-HT, 
causes release (15). 

A dopamine (DA) system, with cell bodies located in 
the arcuate nucleus, also facilitates the release of GH, as 
occasioned by the rise in GH following administration of 
L-dopa (16) or apomorphine (17). Since all of these hu- 
man studies we have reviewed report changes in GH, not 
GHRF, our model is only inferential. It is conceiveble 
that one or more of these substances may act through in- 
hibition of the growth hormone-inhibiting factor (GHIF, 
somatostatin). 

Stress, both psychological and physiological and of a 
variety of types, causes release of GH (18). Some types of 
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FIGURE | 


Hypothetical Model of the Growth Hormone System: Cross-Section of the Hypothalamus and Pituitary* 
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*The modulation of the activity of the GHIF cell is poorly understood at this time. 


stress-induced GH release have been blocked by adrener- 
gic blocking agents (19). Activity, especially in women, 
also causes release (20). Estrogens appear to sensitize the 
system to a variety of stimuli (20, 21). Amino acids such 
as arginine (21—23)—and perhaps 5-HTP (15)— facilitate 
or cause release. Free fatty acids appear to inhibit GH re- 
lease (24). Exogenous GH itself (25) and long-term 
glucocorticoid administration (26) appear to inhibit sub- 
sequent GH release. 

Since GH regulation appears to be modulated in part 
by specific neurotransmitter systems, it is of interest to 
explore what information can be gleaned from the GH 
system concerning abnormalities of central nervous sys- 
tem neurotransmission. Perhaps lowered GH response 
following HI is indicative of lower NE turnover in de- 
pressed subjects. Alternately, attenuated GH responsive- 
ness may be related to another neurotransmitter abnor- 
mality. It is to study these possibilities that we have 
examined the effects of HI on the GH system in patients 
with affective disease. 
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METHOD 


Patients with affective disease were hospitalized on the 
inpatient unit of the Illinois State Psychiatric Institute, 
where the diagnostic workup included classification ac- 
cording to the research diagnostic criteria of Spitzer and 
associates (27). After a two-week drug-free period, 24 
urine samples were collected from each of the patients. 
These samples were preserved in metabisulfite and were 
frozen prior to assay for MHPG by a modification of the 
method of Wilk and associates (28). Completeness of the 
collection was estimated from nurses' observations, urine 
volume, and urinary creatinine levels. After an overnight 
fast, with limitation of morning activity to bathroom 
privileges, consenting patients were confined to bed dur- 
ing the induction of hypoglycemia with 0.1 U/kg of glu- 
cagon-free insulin. Blood samples were drawn for GH 
determination through an indwelling venous catheter at 
—60, —30, 0, 20, 40, 60, 80, 100, 140, and 180 minutes sur- 
rounding the insulin provocation. Samples for blood glu- 


cose were taken at 0, 10, 20, 30, 40, 50, 60, and 100 min- 
utes after the administration of insulin. Patency of the 
catheter was maintained by a slow saline-heparin (1 
U/ml) drip. GH was quantified in the plasma drawn in 
heparinized tubes by radioimmunoassay using the dou- 
ble antibody technique modified from Odell and asso- 
clates (29). Blood glucose was determined by the o-tolu- 
idine condensation techniques of Frings and asso- 
ciates (30). 

Two criteria for excluding patients from the report 
were 1) failure of serum glucose to fall below 50 mg/100 
ml after insulin administration, and 2) plasma GH level 
greater than 3 ng/ml at the time of insulin administration 
(although data on two subjects with preinsulin GH peaks 
at —60 or -30 minutes are noted in table 1). Two patients 
who experienced considerable overt psychologic stress as 
a result of the confinement of the catheter study were also 
excluded. 

Since previous data from this laboratory show that 
men and women excrete significantly different mean 
quantities of MHPG in the urine each 24 hours (1674 
ug/24 hours for men and 1348 yg/24 hours for women 
[31], baseline urinary MHPG values were transformed 
into z scores to normalize data for men and women. The 
Z score represents the number of standard deviation units 
above or below the sex-related expected MHPG values 
per 24 hours. Pearson product moment correlation 
coefficients and significance levels were computed for 
GH-MHPG relationships. Mean slopes and plots of 
these relationships were derived from least squares linear 
regression. 


RESULTS 
Unipolar Depression 


Table 1 shows the data collected on eight unipolar de- 
pressed subjects: five met the criteria for unipolar major 
depressive disease and three for dysphoric states with 
depression. The correlation coefficient of GH peaks 
and z scores for the entire unipolar group was .854 
(p«.01). Limiting the correlation only to those patients 
who met the criteria for major affective illness (N =5) 
yields a correlation of .955 (p « .02). The least squares 
linear regression plot of the GH peak and MHPG z 
scores for the entire unipolar group (figure 2) shows a 
slope of .176 and demonstrates graphically the linear 
relationship of GH peaks and MHPG levels in these 
patients. 


Bipolar Mania/Hypomania 


Similar data on four bipolar patients who were studied 
during the course of manic/hypomanic episodes are also 
presented in table 1. The .903 correlation coefficient re- 
lating GH peak and z scores for MHPG, although high, 
failed to reach significance because of the small number 
of bipolar patients (N=4). The plot of the GH peak and 
MHPG z score from least squares linear regression for 
the four bipolar manic/hypomanic patients shows a slope 
of .180 and graphically suggests a linear relationship of 
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GH and MHPG in these bipolar manic/hypomanic pa- 
tients (see figure 2). 

The GH peak-MHPG z plot for the bipolar manic/ 
hypomanic patients, although parallel to the plot for 
patients with unipolar depression, has shifted downward 
on the GH axis bv approximately 12 ng/ml. Such a shift, 
if substantiated by additional cases, may imply specific 
abnormalities of modulators of the GH system during the 
course of a manic/hypomanic episode. 


DISCUSSION 
Variability of GH Response to HI in Normal Adults 


The potential of the GH system for delivering mean- 
ingful data about the biochemical and neurophysiological 
milieu of the central nervous system is dependent on a 
minimum of uncontrolled variability both from subject to 
subject and within the same subject on repeat testing. The 
literature on normal adults gives little reason to suppose 
that such variability can be adequately controlled. Green- 
wood and associates (32) have shown that variations in 
the GH response are as wide as 22-64 ng/ml on repeat 
testing in five control subjects whose sex and menstrual 
history was unspecified. Estrogens appear to sensitize the 
GH system to a variety of stimuli (20, 21). Considerable 
variation of the GH response has been shown in normal 
women to be related to phases of the menstrual cycle. 
Merimee and Fineberg(21) have shown that pre- 
ovulatory women (high estrogen phase) have GH peaks 
after HI 2.5 times those found during the menstrual peri- 
od (low estrogen phase) when hypoglycemia reaches 40- 
50 mg/100 ml and the glucose has fallen 20-30 mg as a 
result of the insulin. It is only when hypoglycemia is be- 
low 30 mg/100 ml and glucose drop is more than 40 mg/ 
100 ml that the differences of GH peak during the various 
phases of the menstrual cycle disappear. All of the wom- 
en in our study but one (patient 5) had glucose drop fol- 
lowing insulin of greater than 40 mg/100 ml. But only 
two (patients 5 and 6) had minimum glucose levels docu- 
mented below 30 mg/100 ml. The effect of cyclic estrogen 
may then be an additional confounding variable in some 
of the depressed women who maintain such periodicity. 
Postmenopausal women (patients 8 and 12), presumably 
with low estrogen, were among the lowest GH responders 
to HI. 

The degree of hypoglycemia is also related to the peak 
GH response. Although drops in glucose as much as 20- 
30 mg/100 ml will trigger GH response (33), Greenwood 
and associates (32) have also shown that the GH response 
in normal controls increases relative to the hypoglycemia 
until depths of 30 mg/100 ml are reached (21). This 
raises a question about the adequacy and the relative 
comparability of the hypoglycemia stimulus in our 
patients whose glucose depths ranged from 21 to 4€ mg/ 
100 ml. 

It is difficult to quantify variations in GH response in- 
duced by stress because of the multitude of psvchological 
variables in various subjects! reactions to a given siimu- 
lus. Thus, it would be unreasonable to think in terms of a 
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TABLE 1 


GH Response to Insulin and 24-Hour Urinary MH PG Levels in Unipolar and Bipolar Disease 


Age 
Item (years) Sex Diagnosis* 
Unipolar major depression 
Patient | 48 M P,R, Ic, E, Rt 
Patient 2 25 M PB,R,IcE, Rt 
Patient 3 21 F P, R, Ic, E, Rt 
Patient 4 24 F P, R, Ic, E, Dys 
Patient 5 20 F S, Psy, Ic, E, Rt, DrAb 
Unipolar dysphoric states 
Patient 6 3l F AnxSt 
Patient 7 38 M Dys 
Patient 8 - 57 F M Dys 
Bipolar mania/hypomania 
Patient 9 64 M  BP-I,M 
Patient 10 49 M — BP-L, M-D 
Patient 11 22 F BP-II, Hypo 
Patient 12 6i F BP-I, M-D 


Serum Glucose Levels 


(mg/100 ml) 

rereana GH Peak MHPG Levels** z Score 
Minimum After HI (ng/ml) (ug/24 hours) for MHPG 

3l 65 26.0 2361 +1.38 

43 44 20.4*** 1728 -0.11 

36 41 22.0 1176 -0.59 

27 56 15.8 848 -1.72 

48 32 13.2 811 -1.85 

21 55 21.21 1583 +0.81 

46 28 25.5 1845 +0.34 

40 57 11.7 1077 -0.93 

48 62 11.5 1981 -+0.64 

39 71 9.2 1740 4-0.13 

36 60 10.1 1286 -0.21 

35 50 4.8 1131 -0.75 


*P, primary; S, secondary; R, recurrent; Psy, psychotic; Ic, incapacitating; E, endogenous; Rt, retarded; Dys, dysphoric personality; DrAb, drug abuse; Anx St, 
anxiety state; MDys, minor dysphoric illness; BP-I, bipolar I; BP-II, bipolar II; M, Mania; Hypo, hypomania; M-D, mixed mania and depression. 
** [n patients 1, 3, and 10, MHPG values were determined from one urine sample; in patient 11, three urine samples were used; in all other patients, two urine samples 


were used. 
*Preinsulin peak of 10 ng/ml. 
TPreinsulin peak of 5 ng/ml. 


FIGURE 2 
Growth Hormone Peak and M H PG Levels in Affective Disease 
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standardized stress to which GH could be related. None- 


theless, it is clear from studies reviewed by Brown and 
Reichlin (18) that psychological stress can play a major 
role in GH release. 


GH Peak and MHPG Level 


In spite of the cautions concerning variability of GH 
response in normal adults, the clear correlation of GH 
peaks and urinary MHPG levels in unipolar depressed 
patients appears to indicate that the GH-HI tool does 
provide useful information concerning GH response and 
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its relationship to NE turnover in unipolar depressed 
patients. In our data the linear relationship appears to 
hold across unipolar diagnostic categories and does not 
appear to be adversely.affected by age, sex, or rather wide 
variations in glucose as long as the hypoglycemia is under 
50 mg/100 ml. Overt psychological stress, induced by 
confinement to bed during the catheter procedure, was 
readily apparent in two subjects whose GH responses 
were therefore excluded from our statistical data. Their 
stressed GH peaks following HI were in excess of 55 ng/ 
ml. Such severe psychological stress appears to be the 
only variable disrupting the linear relationship of GH 
peaks and MHPG values in our patients. 


Bipolar Manic/ Hypomanic Patients 


While the same linear relationship of GH peaks and 
MHPG levels found in unipolar depressed patients is also 
suggested by the data on bipolar manic/hypomanic 
patients, the data further suggest that there may be a shift 
downward on the GH axis of approximately 12 ng/ml in 
relationship to urinary MHPG levels during the manic 
phase of bipolar illness. Such a shift downward would be 
expected from analysis of our model if one or more of the 
facilitatory inputs to the GH system is hypofunctional 
during manic/hypomanic phases. The abnormality could 
conceivably consist of a hyposensitive receptor (e.g., a 
hyposensitive a-adrenergic receptor, a 5-HT receptor, or 
a DA receptor), or could consist of insufficient supply of 
a neurotransmitter (such as 5-HT, DA, or one or more of 
a host of other as yet undefined neurotransmitter systems 
that modulate the GH system). 

Being more speculative, the shift of the GH- MHPG Z 
plot downward in mania/hypomania, suggested by oùr 


preliminary data, is not inconsistent with a permissive 
hypothesis of mania related to low 5-HT function. Sev- 
eral groups of investigators (34, 35) have reported dimin- 
ished concentrations of S-hydroxyindoleacetic acid (5- 
HIAA), the end product of 5-HT metabolism, in the 
cerebrospinal fluid of manic patients, although one 
group (36) subsequently was able to find this only after 
probenecid loading. Moreover, Prange and associ- 
ates (37), using a precursor-loading strategy, found that 
L-tryptophan, a precursor of 5-HT, may function as a rel- 
atively good antimanic agent. Although Dunner and 
Goodwin (38) found L-tryptophan to be ineffective in de- 
pression, they discovered that with the probenecid test L- 
tryptophan did raise the accumulation of 5-HIAA in the 
cerebrospinal fluid two- to threefold. This finding is con- 
sistent generally with a hypofunctional 5-HT system dur- 
ing mania and specifically with the downward shift of GH 
response noted in our four manic/hypomanic patients 
who could have had an abnormality of their GH system 
related to diminished 5-HT function, which ordinarily 
would facilitate higher GH response. 


CONCLUSIONS 


We have demonstrated a significant linear correlation 
between urinary MHPG levels and GH peaks after HI. 
Such findings support the concept that central NE activi- 
ty is important in the modulation of the GH system. The 
downward shift of GH responsiveness following HI in 
bipolar manic patients compared with unipolar depres- 
sive patients needs further substantiation. Such prelimi- 
nary findings, however, attest to the potential usefulness 
of the neuroendocrine strategy in developing or support- 
ing hypotheses of central nervous system abnormalities 
in psychopathological states. 
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A Hierarchy of Drug Use in Adolescence: Behavioral and Attitudinal 


Correlates of Substantial Drug Use 


BY BEATRIX A. HAMBURG, M.D., HELENA C. KRAEMER, PH.D., AND WILLIAM JAHNKE 





The authors studied drug use in a representative sample 
of suburban junior and senior high school students. They 
found high levels of drug use overall and a substantial 
amount of drug involvement among junior high school 
students. They also found that drugs were used in 
clusters, that there was a distinctive age-related pattern 
of drug use, and that the progressive-step theory of drug 
use was not confirmed. A number of behavioral and 
attitudinal variables correlated with a tendency toward a 
high level of drug use. The implications of these findings 
include the need for targeted drug education and 
prevention programs and a differentiated approach to the 
study of drug use among adolescents. 


THE WIDESPREAD IMPRESSION that drug abuse among 
young people has declined during the 1970s and is being 
replaced by alcohol use needs to be examined. Some evi- 
dence (1-6) indicates that the use of both drugs and alco- 
hol may be increasing among young people of both sexes. 
Drug use statistics for the total secondary school popü- 
lation of San Mateo County, Calif. (7), have been collect- 
ed in annual surveys since 1968. Since 1969, junior high 
school students have been included in these surveys, 
which show that drug and alcohol use among younger 
students is substantial and increasing. San Mateo County 
is similar in size and composition to Santa Clara County, 
Calif., where our study was conducted. 

There are four general areas of weakness in the avail- 
able research on drug use among adolescents. First, most 
of the information available is limited to reports of the 
extent of drug use. It is essential to understand what fac- 
tors lead to and sustain drug use among adolescents, 
particularly if the results are to be usefully applied to 
counseling students. There is a need for reliable, compre- 
hensive data on a wide range of attitudes and behaviors 
of adolescents of both sexes and of various ages, ethnic- 
ity, and competence, not only with respect to alcohol 
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and drug use per se but also with regard to general atti- 
tudes about such areas as school, religion, morality, 
politics, and relationships with parents and peers. The 
importance of peer influence in relation to drinking and 
drug use has been emphasized and needs to be ex- 
plored (8-10). 

The second weakness in the available data on drug use 
is the fact that the period covered by junior high school, 
which is probably of crucial importance, has been ne- 
glected in most research. The San Mateo data (7) show 
that there is a substantial amount of drug use among jun- 
ior high school students. For those who believe that 
stress is influential in the use of drugs, the high degree of 
distress of the junior high school period in relation to 
drug use deserves further study. 

Third, in studies of drug use among high school stu- 
dents, attention has often been directed at such special 
groups as juvenile delinquents and psychiatric popu- 
lations (11). This may lead to the mistaken impression 
that drug use is inevitably associated with overt patholo- 
gy. We need to learn more about the “hidden” drug-using 
adolescents who are not known to be troubled or deviant. 

Finally, the results of questionnaires on sensitive topics 
may be biased by the attitudes of the respondents. Pres- 
sure to give a socially acceptable response, particularly 
among adolescents, may lead to skewed reporting of -he 
issues under study. In an effort to promote candor, :he 
survey technique has often depended on anonymous 
questionnaires. This technique precludes the possibility 
of verification cf the accuracy of the responses through 
data from other sources. It would clearly be helpful if a 
technique could be found by which known subjects were 
highly likely to give candid, valid responses and the valid- 
ity of these responses was also susceptible to independent 
check. 

In our study we make use of the unique opportunity 
provided by our involvement with the Stanford-Palo Alto 
Peer Counseling Program. There are established atti- 
tudes of trust and self-disclosure on the part of the stu- 
dents in this program. We have had the opportunity over 
the past three years to participate in small group sessions 
with a large number of typical students in which the spec- 
trum of topics relevant to adolescents has been freely dis- 
cussed. 

We used this unique opportunity for open communica- 
tion with adolescents to study the correlates of drug use 
in a normal population of adolescents in junior as well as 
senior high school. To capture the essence of the dis- 
cussions in a more systematic way, an in-depth personal 
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interview was devised and administered to the students 
involved in the peer counseling program of the Palo Alto 
School District as well as to a number of students not in- 
volved in the program. We have demographic and school 
information for all of the students in the school district. 
We also have comprehensive interview data for the par- 
ents of a large number of the students studied regarding 
their general values and behaviors with respect to drink- 
ing and other drug use. Data for these parents were in- 
cluded to gain some understanding of similarities, con- 
trasts, and "gaps" between parent and child attitudes and 
behaviors as they might influence drug taking by the ado- 
lescent (8, 12, 13). These data will be reported in a sepa- 
rate paper. 


MATERIALS AND METHOD 


Subjects were drawn from all of the secondary schools 
(three junior and three senior high schools) in an affluent 
residential community during the summer of 1972. The 
school population is predominantly white. About 5 per- 
cent of the school population is black, and there is a 
sprinkling of Mexican-Americans and Asians. 

A total of 199 students was interviewed. At least a 
portion of the information on drug use was obtained 
from these students. We had substantially complete 
school records and interview information, including data 
on drug use, for 193 of these students. Seventy-three of 
these adolescents were involved in the peer counseling 
program; 120 were not. The 120 students not involved in 
the peer counseling program were matched in age, grade, 
and sex with the students who were involved in the pro- 
gram. The general demographic characteristics of the 193 
students are shown in tables 1 and 2. 

There were more girls than boys in the peer counseling 
program: 53 of these 73 students were girls. To assure 
that the sample was representative of the overall school 
population with respect to sex ratio, male students not in 
the counseling program were sampled more heavily. 

All of the students studied were informed of the meth- 
od and purposes of the project. Informed consent was ob- 
tained from the students. Parents of all of the subjects 
were also informed, and parental consent on behalf of 
each student was obtained. 

The two-hour interviews were conducted in the stu- 
dents’ homes by six trained interviewers, Three inter- 
viewers were men and three were women to offset the 
possibility of bias due to sex of the interviewer. Each in- 
terviewer had approximately equal numbers of male and 
female interviewees. Special care was taken to ensure 
that black students were interviewed by one of the black 
interviewers (one man and one woman) to offset possible 
distortions due to racial differences. All of the inter- 
viewers were young: two were college students, one was a 
medical student, and three were graduate students. 

In a pretest, the interview was presented in its standard 
form and also with the order of questions reversed to test 
for effects due to order of presentation. Because no order 
effects were noted, the interviews were carried out in a 
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TABLE 1 
Demographic Characteristics of 193 Junior and Senior High School 
Students 


White Students. Black Students 


(N = 163) (N = 30) 
—€————— — (ue: eet 
Item Number Percent Number Percent Number 
Sex 
Male 69 42 16 53 85 
Female 94 58 14 47 108 
Participating in 
counseling program 
Senior high school 37 23 0 — 3. 
Junior high school 36 22 Q — 36 
Not participating in 
counseling program 
Senior high school 70 43 12 40 82 
Junior high school — 20 12 18 60 38 , 
Family status 
Intact 138 85 17 57 155 ' 
Nonintact 25 15 13 43 38 ; 


Parents divorced, 
living with one 
parent 10 6 10 33 20 

Parents separated, 
living with one 
parent 2 l 0 — 2 

Parent widowed, 
living with one 
parent 4 2 l 3 5 

Parents divorced, 
living with one 
parent and 
stepparent 

Parent widowed, 
living with one 
parent and 
stepparent 4 2 0 — 4 

Living with 
guardian 





standard fashion. Items found to be confusing in the pre- 
test were discarded, and new items were added on the 
basis of spontaneous comments offered by the inter- 
viewees. The results of the pretest interviews of students 
are not included in the data analysis. The interviewers 
were trained in administration of the test and in uniform- 
ity of scoring during the pretest; tape-recorded interviews 
were used in this process. 

The interview was designed to be a semistructured two- 
hour interview that could be presented in a friendly, 
seemingly spontaneous fashion. Through our previous 
discussions with students in the peer counseling program 
and from our pretest we had impressions about the range 
of questions to be included and the range of possible re- 
sponses. The possible responses were listed under each 
question on the interviewer’s form so that he or she could 
check off appropriate qualitative and quantitative re- 
sponses when they spontaneously appeared. The form 
also contained a space under each question to write in an 


TABLE 2 
Social Class* of 347 Parents of Junior and Senior High School Students 


HAMBURG, KRAEMER, AND JAHNKE 
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Fathers (N = 152) 


Social Class N 


I: higher executives, major professionals 91 
Il: business managers, proprietors of medium-sized 
businesses, lesser professionals 28 
HI: administrative personnel, small independent business 
owners, minor professionals 16 
clerical and sales workers, technicians, skilled manual 
workers i2 
IV: semiskilled workers 3 
V: unskilled workers | 2 
housewives . 0 


Black Parents 


Fathers (N 225) Mothers (N = 24) 


White Parents 
Mothers (N = 146) 


Percent N Percent N Percent N Percent 
60 Lk 8 5 20 0 — 
18 19 "3 5 20 8 33 
li 2 l 3 i2 5 2] 
8 8 S 5 20 Q — 
2 8 5 1 4 i 4 
l l i 6 24 3 12 
— 97 66 0 — 7 29 





* According to the Hollingshead-Redlich Scale (14). 


unforeseen response. The phrasing of the questions was 
standard. 

The validity of responses for the group involved in the 
peer counseling program was spot-checked by several 
leaders in the program's discussions. These leaders knew 
the personal values, attitudes, and behavior of the stu- 
dents and were independent of the rest of the study group. 
This method of spot-checking provided a unique oppor- 
tunity to validate the interview responses of the students 
in the counseling program. Except for this validity check, 
all information was strictly confidential. Records were 
maintained by code numbers for each student. The inter- 
view time was divided between a general interview and a 
drug interview. 


General Interview 


The general interview contained 92 items divided into 5 
subgroups: 1) general attitudes and personal character- 
Istics— 19 items, 2) family attitudes— 18 items, 3) peers— 
23 items, 4) personal problems—4 items, and 5) drug atti- 
tudes—28 items. To describe these subgroups, examples 
of typical questions and possible responses have been se- 
lected from items that our data analysis has shown to 
have relevance for substantial drug use. These are 
presented in appendix 1. 

General attitudes and personal characteristics. Nine 
items on the meaning and relevance of school, the per- 
ceived climate of the school and classrooms, and the stu- 
dents' relationships with teachers and classmates; 3 items 
on the importance of religion to the students and their 
parents; and 7 items on political party identity, prejudice, 
school busing, Viet Nam, and law and order were includ- 
ed in this subgroup of questions. 

Family attitudes. Eighteen items on communication 
and closeness with parents, discipline and family rules, 
and autonomy were included in this subgroup. 

Peers. T wenty-three items on solitary versus group ac- 
tivities, kinds of activities, number and types of friends, 
shared activities, length of friendships. whether friends 
were of the same or the opposite sex, meeting places, sat- 
isfaction with friends, and bases of friendships were in- 


cluded in this subgroup. 

Personal problems. Four items on the students’ per- 
ceptions of feeling troubled and sources of help sought 
were included in this subgroup. 

Drug attitudes. Twenty-eight items on attitudes toward 
use of medication and drugs in general, assessment of 
drug education programs in the schools, sources of drug 
information, attitudes toward legalization of drugs, im- 
portance of peers in relation to initiation or discontin- 
uation of drug use, and motivations for using drugs were 
included in this subgroup. 


Drug Interview 


Information on the following drugs was obtained in the 
drug interview: coffee or tea, tobacco, wine or beer, hard 
liquor, marijuana, stimulants, depressants, hallucinogens, 
narcotics, and inhalants or "miscellaneous intoxicants” 
(e.g., glue, gasoline, hairspray, cough syrups). The ques- 
tions asked concerning illegal drugs are listed in appendix 
2. It should be noted that wine and beer were separated 
from the category of hard liquor. This distinction proved 
fruitful. The drug interview provided detailed informa- 
tion on the age at first use of drugs, influences on the deci- 
sion to use drugs, the social context in which drugs were 
taken, and the extent of drug use. 


RESULTS 


We first determined the extent of drug use in the total 
sample of 199 students. These data are shown in table 3. 
In the course of analyzing these data it became apparent 
that there is a hierarchy of drug use. We found that the 13 
students who had used narcotics had also used hallucino- 
gens, stumulants, or depressants and were using mari- 
juana, hard liquor, and wine or beer. Of the 38 students 
who had never used narcotics but had used hallucinogens, 
stimulants, or depressants without a prescription, all 
were using marijuana, hard liquor, and wine or beer. Of 
those who had used marijuana, only 2 had not used Fard 
liquor, wine, or beer. 
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TABLE 3 


Use of Coffee, Tea, Tobacco, Alcohol, and Other Drugs Among Junior and Senior High School Students 








Never Used Used Formerly, Not Currently Use Currently 
Number of 
Item : SÓtuden:s Number Percent Number Percent Number Percent 
Coffee or tea 198 13 6 70 35 145 58 
Tobacco 196 32 16 106 54 58 29 
Wine 197 18 9 54 27 125 63 
Beer 194 19 9 68 35 107 55 
Hard liquor 194 47° 24 75 38 72 37 
Marijuana 184 82 42 29 l4 82 42 
Hallucinogens 197 155 78 27 15 12 6 
Stimulants 197 156 79 27 13 14 7 
Depressants 199 H7 88 16 8 6 3 
Narcotics 197 184 93 12 6 l — 
Miscellaneous* 196 186 94 10 6 0 — 


* Includes glue, cough syrup, etc. 


On this basis, a sample of 189 students was divided into 
the hierarchically defined subgroups shown in table 4. 
(Four students could not be classified because of unusual 
drug use patterns.) 

. As would be anticipated, there 1s a close association 
between age and level of drug use, as shown in table 5. To 
what extent age at first use of a drug explains this appar- 
ent association between age and drug use is of particular 
interest. 

For each white subject who furnished complete infor- 
mation on age at first use for each drug (N = 142), we or- 
dered wine or beer; hard liquor; marijuana; hallucino- 
gens, stimulants, or depressants; and narcotics according 
to the age reported by the student at his first use of each 
of these drug groups. The drug first used was scored 1, the 
second drug used 2, etc. All drugs reported as not having 
been used were given the average of remaining ranks. For 
example, a student who reported having used wine or 
beer, hard liquor, and marijuana in that order, but never 


TABLE 4 
Hierarchy of Drug Use Among 169 Junior and Senior High School 
Students 


Number of 
Level of Students at 
Drug Use Level Symbol Description of Drug Use 
6 13 N Have used narcotics 
5 38 HSD Notin N; have used hallucinogens, 
stimulants, or depressants other than 
prescribed drugs 
4 36 MJ2 Notin N or HSD; currently use 
marijuana 
3 26 MJ!  Notin N, HSD, or MJ2; have used 
raarijuana 
2 45 12 Not in N, HSD, MD, or Mil; have 
used hard liquor 
i 18 Li Not in N, HSD, MJ2, Mil, or L2; 
have used wine or beer 
0 13 0 Have not used wine, beer, hard 


liquor, marijuana, hallucinogens, 
stimulants, depressants, or narcotics 
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hallucinogens, stimulants, or depressants or narcotics, 
would have wine or beer ranked 1; hard liquor 2; mari- 
juana 3; hallucinogens, stimulants, or depressants 4.5; 
and narcotics 4.5. The Kendall’s coefficient of con- 
cordance among these rankings is W=.40 (p<.05, x’= 
227.2, df=4). The implication is that drugs are usually 
taken in the following order: wine or beer (average rank = 
1.6); hard liquor (2.5); marijuana (2.8); hallucinogens, 
stimulants, or depressants (3.9); and narcotics (4.2). Of 
all of these subjects (N = 142), 111 (78.2 percent) reported 
age ordering consistent with this order. 

Using the Turnbull method of obtaining lifetime with 
right and left censoring (15), we computed the distribu- 
tion of age at first use of wine or beer (W/B); hard liquor 
(HL); marijuana or hashish (M/H); hallucinogens, stim- 
ulants, or depressants (H/S/D); and narcotics (N) and, in 
addition, that of coffee/or tea (C/T) and tobacco (T) for 
the white students (N=163). The last two substances 
were not used in the definition of drug use groups. By this 
method we estimated the following median ages at first 
use of the drugs listed: coffee or tea=7.8 years; wine or 
beer= 10.6 years; tobacco=11.0 years; hard liquor = 13.1 
years; marijuana= 13.8 years; and hallucinogens, stimu- 
lants, depressants, and narcotics=over 17 years but can- 
not be estimated. Figure 1 shows the results of this com- 
putation. | 

Within the white senior high school group there were 
no differences in level of drug use associated with sex or 
with involvement in the peer counseling program (H = 
4.11, df=3, Kruskal-Wallis test); there were also no sig- 
nificant differences in drug use associated with these vari- 
ables within the white junior high school group (H —- 2.23, 
df=3, Kruskal-Wallis test). There was no significant dif- 
ference between the white and black senior high school 
students in level of drug use (Mann-Whitney test), but a 
highly significant difference between white and black stu- 
dents at the junior high level (Z 25.63, p«.001, Mann- 
Whitney test). Of the 13 students in the group of 74 who 
reported no drug use, 11 were black; 10 of these were 
girls. 

Drug use among the black students in this suburban 


TABLE 5 


HAMBURG, KRAEMER, AND JAHNKE 


Distribution of Levels of Drug Use Among 193 Junior and Senior High School Students, by Age Group 


Age Groups, in Yeers 


12-13 (N = 15) 14 (N = 34) 15 (N = 52) 16 (N 235) 17-19 (N 2 57) Total 
Level of Drug Use* N Percent N Percent N Percent N Percent N Percent N Percent 
0 4 26.6 5 14.7 2 3.8 I 2.9 I 1.8 13 6.7 
L1 I 6.7 6 17.6 9 17.3 2 ae | 0 — 18 9.3 
L2 4 26.7 8 23.5 15 28.8 5 14.3 13 22.8 45 23.3 
MJ1 3 20.0 6 17.6 6 11.5 3 8.6 8 14.0 26 13.5 
MJ2 l 6.7 7 20.6 13 25.0 8 22.9 7 12.3 36 18.7 
HSD 2 13.3 2 5.9 4 71 10 28.6 20 35.1 38 19.7 
N 0 — 0 — 2 3.8 5 14,3 6 10.5 13 6.7 
Not classified 0 = 0 — I 1:9 ] 2.9 2 3.5 4 2.1 


* See table 4 for list of symbols. 


FIGURE | 


Distribution of Age at First Use of Drugs* for 163 White Junior and 
Senior High School Students 
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*C/T - coffee or tea; W/B= wine or beer; HL - hard liquor; T «tobacco; M [H= 
marijuana or hashish; H/S/D =hallucionogens, stimulants, or depressants; 
and N= narcotics. 


community appears to be of a different character from 
that among whites and probably from that of urban 
blacks as well. Because of this fact, and because of the 
limited size of the black subsample, this subgroup was 
not included in the further analysis of factors associated 
with drug use. Analysis of the black group separately 
would be weak because of the small sample size (N =30). 
To include this group in the general analysis we would 
have to assume that the factors influencing drug use 
among the black students are the same as those among 
the white students. In view of the differential use of drugs 
in these groups, such an assumption may well be unwar- 
ranted. 


Using a multiple regression technique with level of 
drug use as the dependent variable and sex and age as in- 
dependent variables, we obtained for each white student 
an age-sex corrected drug score. This was devised in such 
a way that a score of zero indicated that the individual 
was about average in his drug use when compared with 
others of the same sex and age. The more positive a stu- 
dent’s score, the farther into the drug hierarchy he had 
progressed; the more negative a score, the lower his level 
of drug use. Comparison is always done with students of 
the same age and sex. The purpose of seeking this score is 
to allow us to interrelate drug use with the responses ob- 
tained on a wide variety of questions pertaining to family 
structure and interrelationships and to personal attitudes 
in an effort to profile actual and potential heavy drug 
users. 

As a result of this effort we obtained a differential pro- 
file of the high drug user as opposed to the low drug user 
(always relative to his or her own age and sex group). 
When the measure was quantitative, the correlation 
coefficient was computed between the measure and the 
student’s age-sex corrected drug score and tested for sig- 
nificance. When the measure was. categorical (qualita- 
tive), a one-way analysis of variance was used. Each com- 
parison was significant (p<.05). The data shown in table 
6 indicate the direction of our results. 


DISCUSSION 


The results show that despite the equal availability of a 
variety of crug substances, there is a stable and non- 
random pattern of drug use by groups of adolescents. 
There is a clustering of associated drugs and an age-re- 
lated hierarchy of drug use. There is also a wide spacing 
of time between each stage of the hierarchy. The clusters 
found were: coffee or tea; wine or beer and tobacco; mari- 
juana and hard liquor; hallucinogens, depressants, and 
stimulants; anc narcotics. 

These data tend to disprove the contention that there is 
a "progressive-step" mechanism in which the use of one 
drug leads to another. The time intervals between each 
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TABLE 6 


Responses to General Interview Items of 163 White Junior and Senior High School Students, by Level of Drug Use 





Interview Item 


Low Level 


Responses, by Level of Drug Use 


Substantial Level 





Relationship with parents 
How well does your mother understand you? 


always, usually 


seldom, never 


Do your parents know your friends? yes no 
Do your parents judge your friends on the basis of looks, 
race, or reputation? no yes 
Self and peers 
Do you spend much time alone? yes no 
What do you do with friends? sports, homework rap, parties, dances, concerts 
Have you a boyfriend or a girlfriend? no yes 
Does one or the other of your parents disapprove of 
your boyfriend or girlfriend? no yes 
What qualities are unique in a friend? known for a long time understands and knows me 
Are your close friends of the same or the opposite sex? same opposite, both 
What are your future goals? vocation, college undecided, college, work 
Are you active in religious activities? yes no 
Have you dated anyone of another race? no yes 
Drug knowledge and attitudes 
Are you satisfied with the information received in 
school drug education? yes no 
Are you satisfied with the quality of school 
drug education? yes no 
Should marijuana be legalized? no yes 


Why do people use drugs? 


How many drugs can you name? 
What drugs are named? 


Attitudes toward school 
Do you like your classes? yes 
Where are your teachers more friendly? 
What is the importance of school? 


seven or less 
only common ones 


in class, no difference 
as an intellectual environment, as the 


rebellion, to escape personal problems to have an aesthetic experience, 


excitement, self-exploration 
more than seven 
some uncommon ones 


no 
out of class 
as a center of organized activities 


place for sports 


What are your teachers' attitudes? warm 


Grade point average (taken from school record) high 


stage of the hierarchy would suggest the opposite. The 
adolescent has an opportunity at each step of the hierar- 
chy for new decision making. Adolescents who were the 
same age when they first used drugs and who have had 
experience with the same drug substances may or may 
not proceed up the drug hierarchy. It is not possible to 
predict, simply on the basis of previous experience with 
drugs, which adolescents will proceed up the hierarchy 
and, for example, go on to the use of narcotics. Most ado- 
lescents do not reach this final stage. This finding tends to 
negate the progressive-step hypothesis of drug use. 

It is our impression that the understanding of patterns 
of adolescent drug use depends on knowledge of the de- 
velopmental stage, social context, and personal attributes 
of the adolescent. Furthermore, the stable clustering of 
drug substances leads us to believe that the drugs within a 
particular cluster are perceived by the adolescent as hav- 
ing common features. This would suggest that the essen- 
tial ingredients of decision making are similar for each 
drug within the cluster. We need to know more about 
these perceptions and the variables that influence drug- 
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cold, hostile 


low 


using decisions. For example, in what ways are hard li- 
quor and marijuana perceived as comparable? Our re- 
sults also emphasize the importance of studying alcohol 
use in a differentiated way. Clearly, the use of wine and 
beer do not have the same patterning or meaning as the 
use of hard liquor. 

The time lag between adoption of succeeding clusters 
of drugs in the hierarchy offers an opportunity for tar- 
geted, specific drug education or intervention at a critical 
time. Efforts should be directed at the drugs most likely 
to be under consideration for next use by the adolescent 
at risk. Also, the timing of the preventive efforts can be 
more appropriate. For example, the median age at first 
use of marijuana and hard liquor is 13 years. Critical de- 
cisions about the use of these substances are being made 
before this age. Our interview data reveal that alcohol 
was not included in the drug education programs of the 
junior high school students. Students report that alcohol, 
including hard liquor, is perceived as being quite safe le- 
gally, in terms of bodily effects, and in terms of likelihood 
of addiction. Furthermore, the data from our interviews 


with parents confirm the student reports that many par- 
ents are legitimizing and even encouraging the use of al- 
cohol by offering it to their young adolescents in the 
home. Parents usually express the hope that this tactic 
will divert the adolescent from using other drugs. 


CONCLUSIONS 


The preliminary studies reported here point to the need 
to use our knowledge of drug clusters and the age-related 
hierarchy of drug use to design new studies that will more 
sharply focus on differentiated cohorts of adolescents. 
The perceived attributes of specific drugs need to be un- 
derstood in relation to adolescent decisions about drug 
use. When new drugs of abuse appear as fads (cocaine, 
pop wines, methaqualone) it appears likely that they, too, 
would not be used randomly by the adolescent popu- 
lation. A quick survey could establish the place of new 
drugs on the hierarchy, and the adolescent age group par- 
ticularly at risk could be given more intensive education 
about the drugs. 

Developmental stage cannot be assumed to be uniform 
for all of adolescence. It is our firm impression from our 
extensive contacts with junior and senior high school stu- 
dents in the peer counseling program that most junior 
high school students operate at a level of concrete think- 
ing in psychosocial contexts (16). It has not been general- 
ly appreciated that they do not operate at the same level 
of introspection and abstraction that characterizes most 
senior high school students. Thus information processing 
and decision making for these two groups of adolescents 
have quite different bases. 

Our in-depth interview findings of the extent and pat- 
tern of drug use in the suburban adolescents studied 
confirm the findings of the San Mateo County survey 
questionnaire studies(7). As we stated earlier, these 
populations are very similar in demographic character- 
istics. However, we feel that patterns of drug use are 
probably notably different for differing sociocultural 
populations. The pattern of very little drug use among the 
black suburban subgroup in our study is distinctive from 
the pattern of drug use among their suburban white class- 
mates and from the reportedly high level of drug use 
among black urban young people (17). There would ap- 
pear to be a need to derive the characteristic drug hierar- 
chies and patterns for a number of ecologically distinct 
subgroups. 

Our results also indicate that the students with a pre- 
disposition to more rapidly ascend the hierarchy of drug 
use are not a random subsample of the student popu- 
lation. This group tends to be differentiated by their de- 
gree of social or peer orientation. Those who are higher 
in the drug hierarchy tend to date earlier and to spend 
much time with friends in raps or parties rather than in 
more organized activities, such as sports or homework. 
They tend to be more gregarious even when their friends 
are not ones they would prefer to have. They tend to per- 
ceive social institutions as more inimical, and they report 
a lack of understanding by parents and teachers of them- 
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selves and their friends more frequently. They are not ac- 
tive in religious activities, and they perceive the social as- 
pects of school as more important than the intellectual 
aspects. Finally, this group, for whom drug education 
programs would be most particularly pertinent, is very 
critical of existing drug education programs. At the same 
time, they are the most desirous of additional informa- 
tion. 

The black students in our sample came from families 
that were judged high in discipline, religious involvement, 
and parental interest in and knowledge about friends. 
The black students, particularly at the junior high school 
level, expressed approval of these values. This sample of 
suburban blacks showed a high percentage oi one-parent 
families but had relatively high socioeconomic status and 
strong traditional family values. 

Our preliminary studies thus suggest that three factors 
should be taken into consideration in seeking to under- 
stand drug use among adolescents and in developing drug 
education or drug counseling programs. First, there may 
be "classes" of drugs in the perception of adolescents. 
Second, these classes of drugs are age specific. Finally, 
there may be differential susceptibilities to drug use 
among adolescents that are associated with psychosocial 
variables. This means that one should identify the target 
group, the target age, and the target substance in the 
epidemiology of drug use as the first step in attempting to 
mount a remedial or preventive program for adolescent 
drug abuse. 
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APPENDIX 1 
Typical Questions and Possible Answers for General Interview 


GENERAL ATTITUDE AND PERSONALITY CHARACTERISTICS 
(19 ITEMS) 
School (9 Items) 
In what ways is school important to you? 
as the place where my friends are 
as a center for sports 
as an intellectual environment 
as a means to another end, e.g., as useful in obtaining a 
diploma 
How would you describe the teachers? 
warm, friendly, genuinely interested in me 
congenial 
generally indifferent 
cold, hostile, not interested in teaching other than get- 
ting paid 
hostile on the basis of race, appearance, or reputation 
other 
Religion (3 Items) 
How important is religion in your life? 
it's a central issue; I am involved daily in religious activi- 
ties 
it's important; I sincerely believe in it and am involved 
weekly in religious activities 
it’s important, but I am not involved in any religious ac- 
tivities 
it’s not important, but I participate in religious activities 
because my parents insist on it 
it’s not important; I do not participate in any religious 
activities 
Political Beliefs (7 Items) 
How would you feel about dating a person who is of anoth- 
er race, another religion, or another ethnic group? 
Have you ever done this? 
yes or no 


FAMILY ATTITUDES (18 ITEMS) 
Do your parents know your friends? 
yes or no 
Do your parents judge your friends on the basis of looks, 
race, or reputation? 
yes or no 
How well does your mother (or father) understand you? 
always understands me; knows me well 
usually understands me 
sometimes understands me 
seldom understands me 
never understands me 
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PEERS (23 ITEMS) 

Are you with the group of friends you want to be with? 
yes or no 

What do you do with your friends? 
rap together 
go to parties 
participate in sports 
go to dances, concerts, and movies 
do homework 
other 


i 


PERSONAL PROBLEMS (4 ITEMS) 
Have you ever had a personal problem that made you seek 
help from someone or wish there were someone to seek 
help from? 
yes or no 
What was the nature of the problem? 
personal—within myself 
romantic 
family 
school 
drugs 
other 
To whom did you go for help? 
no one 
parent 
sibling 
friend (peer) 
other 


DRUG ATTITUDES (28 ITEMS) 

What are the most important motives for the use of drugs 

illegally? 
rebellion against authority 
to have a religious experience 
to have an aesthetic experience 
excitement, kicks 
self-exploration and discovery 
curiosity 
to resolve personal problems 
other 


APPENDIX 2 
Questions on Illegal Drugs for Drug Interview 


The following items comprised the section on illegal drugs of 
the drug interview. The students were asked these questions 
with regard to marijuana, hallucinogens, stimulants, depres- 
sants, narcotics, and "miscellaneous intoxicants.” The inter- 
viewers used a form providing space under each of these drugs ' 
to insert the answers. 


. Is the drug easy to obtain? 

. Where can it be obtained? 

. How much does it cost? 

. Do you have the opportunity to obtain it? 

. Is it used by your parents, siblings, or friends; how many 
friends? 

. Do you approve of the use of the drug by parents, siblings, 
or friends? Would you approve of its use by your children? 

. What type of person do you think tends to use the drug? 

. In what social contexts is the drug used? 

. Do you use this drug in combination with others? 
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10. How much do you know about the drug? When a question was answered yes, the interviewer asked the 
11. Is the drug harmful? following additional questions: 
12. What is the maximum dose you have ever taken? a 

aw? 


13. What are your sources of information about the drug? 
14. Do you think you need more information about it? 
15. When was your first opportunity to take the drug? 


Was it a good or a bad trip? 
Did taking one drug influence your attitude toward other 


A as drugs? 
| 16. In what social context did this occur? How much of the drug do you use now? 
17. Did you have any foreknowledge of the drug’s effects? 
18. What decision did you make at this time? When a question was answered no, the interviewer asked, 
19. What decision did you make later? Why did you stop? One possible answer was that it was a bad 
20. Have you used the drug since? experience. 


Prompt Publication Policy 


The Journal would like to remind authors who are particularly interested in early publication 
(whether to establish priority of an idea, reveal innovative results of new research, or for other 
pressing reasons) of its prompt publication policy. Under this policy, short (maximum of six 
double-spaced pages) manuscripts will be considered for publication in the Brief Communica- 
tions section of the first available issue. These manuscripts must still undergo expert scrutiny 
before being accepted, and two months must be allowed for the printing process. However, the 
time required for publication of these short articles can be lessened considerably. 


Authors who would like to have their manuscripts considered under this policy should indicate 
this desire, as well as the reasons for it, when they submit their manuscripts. 


Am J Psychiatry 132:11, November 1975 1163 


CERE EESRIRCTPRENREHPRCONESTEE TET ee lg ee 


History and Analysis of a Leaderless Group of Professional Therapists 


BY WINSLOW HUNT, M.D., AND AMNON ISSACHAROFF, M.D. 


The authors describe the experiences of a group of 11 
psychiatrists and psychologists who met for 3 years with 
the initial purpose of providing peer supervision in group 
therapy. The group became a basic assumption 
dependency group in which all members had both 
realistic and magical expectations for help with their 
personal lives, and a resulting attempted transformation 
into a leaderless therapy group was a failure. The authors 
indicate that the experiences of this group illustrate some 
of the functions of group-leader interaction in allowing 
group and individual growth. 


IN THIS PAPER, we will report and attempt to understand 
the experiences of a group of 11 psychotherapists, includ- 
ing ourselves, who met weekly or biweekly for 3 years. 
The group might be described as a peer supervision group 
that attempted to evolve into a therapy group, but this 
characterization is given only for purposes of initial ori- 
entation. 

Our perspective on this experience is inevitably influ- 
enced by our own position regarding the various polariza- 
tions and conflicts within the group. The opinions and 
emphases herein are our own, and we in no way speak for 
the group as a whole or for any of its other members. 


COMPOSITION OF THE GROUP 


The group was created by 11 professionals, all either 
colleagues or friends, to discuss their experiences and 
problems in group therapy work, in which all members 
were engaged to some extent. All members but | were en- 
gaged in full-time professional work, with the private 
practice of individual psychoanalysis or psycho- 
analytically oriented therapy being the predominant ac- 
tivity. 

During the first few months of the group's existence 
membership was open, with various potential members 
dropping in from time to time, but the group soon de- 
cided to create more solid boundaries. The 11-member 
group was thus formed, with the agreement that any new 
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members would be admitted only after discussion and 
unanimous consent. No new members were added for 2 
years. The group met in the evening for 2 to 27; hours at 
the homes of members in loose rotation. Meetings were 
biweekly for 2 years and then became weekly. In early 
discussions there was an awkwardness in distinguishing 
this group from the various other groups in which the 
members were therapists or teachers, but the members 
soon started to call this the “group-group,”’ and the name 
stuck. 

Of the 11 members, there were 8 men and 3 women; 7 
were married and 4 unmarried, 5 were physicians, 5 had 
doctorates in clinical psychology, and 1 had a master's 
degree. Eight members were analysts, 7 being graduates 
of the same analytic institute. There was a variety of ex- 
tragroup associations—2 members were a married 
couple, there were 3 cotherapist pairs and 1 coteacher 
pair, and for a while 1 member was a patient in another 
member's group. In addition, there were various chang- 
ing and complex social relationships among group mem- 
bers. 

All members were at a similar stage in their lives and 
were between 35 and 45 years of age. Most had com- 
pleted their professional educations. The married mem- 
bers had all the children they planned to have. When the 
group began, all of us were in the process of accepting the 
fact that the realistic goals of our younger lives (as op- 
posed to the grandiose and magical ones) had been 
achieved, that these were the lives we had created for our- 
selves, and that barring some dramatic circumstance or 
initiative, these were the lives we would probably be liv- 
ing for some time to come. All of us were aware that the 
next step in the conventional developmerit of our careers 
or personal lives would be unlikely to bring any addition- 
al emotional fulfillment. 

Most members expressed considerable dissatisfaction 
with their lives and seemed to feel an alienation from 
themselves and from society, which would not be atypical 
of most present-day professional or intellectual groups. 
Typically, members would complain that there was 
something superficial and unsatisfactory about their busy 
and very social lives, and that they didn't have enough 
time or energy for the intimate relationships that really 
mattered most to them-— with wives, lovers, and children. 
Complaints about actual work with patients, however, 
were very rare. Group members were without exception 
very committed to the practice of psychotherapy and it 
was a major source of gratification, albeit one that most 
took for granted. All had had extensive psychoanalytic 
treatment and many members felt that analysis had al- 
ready helped them as much as it was going to. 


HISTORY OF THE GROUP 


In the first stage of its existence, the group formed its 
boundaries and the individuals learned how to relate to 
and work with each other. Group norms were quickly es- 
tablished and included the following: reliability of atten- 
dance, confidentiality, an atmosphere of informality and 
casual friendliness, serious attention to the group task, 
and no agenda, record keeping, or "homework" of any 
kind. The group saw its task as helping members with 
their professional work outside the group. Any individual 
who wanted to discuss a situation or problem simply 
brought it up. Countertransference! emotions of consid- 
erable intensity and significance were discussed openly, 
but there was an implicit norm of minimal disclosure of 
the details of members' personal lives. 


Intellectual Versus Emotional Orientation 


Members developed characteristic roles in the group 
and learned how to make those roles complementary. As 
in any group, some were more abstract and intellectual in 
their analyses, while others responded more emotionally; 
some were more task oriented and others more process 
oriented. The initial task of the group—to examine issues 
pertaining to the practice of group therapy by its mem- 
bers— gradually gave way to a new focus, namely, exam- 
ination of the process within the group. The group devel- 
oped a resistance to both tasks, particularly through a 
defensive polarization between emotional sharing versus 
intellectual understanding. This false dichotomy pro- 
vided a means to avoid the true original task of the 
group—the understanding of observed phenomena in a 
climate of emotional sharing and nondefensive openness. 

In retrospect, we can see that members of the group 
began from the onset of the group to coalesce into two 
main orientations, which existed at first in an implicit or 
larval form but later became highly articulated and vis- 
ible. Those who were prone to respond intellectually were 
more oriented toward the task, such as the problem under 
discussion. When difficulties emerged in attending to 
the task, they focused on "process," i.e, the dynamics 
within the group. Other members were more concerned 
with developing the freedom to express immediate emo- 
tional involvements and thus share emotional support 
and openness in feelings. Boundaries were not strict; 
members frequently changed their attitudes, but by and 
large they remained faithful to their basic orientations. 

These two basic orientations were expressed in polar- 
izations that resulted in subgroupings along the lines of 
group and individual needs and adaptative defenses. One 
facilitated and encouraged the other. A claim for in- 
timacy could be securely made in the presence of its 
counterpart, i.e., with intellectual control as a defense. At 
the same time, a claim for objective knowledge and in- 
tellectual growth could be made by some members, who 
knew that others would express for them the wish for 
openness in the expression of feelings. 


"The term countertransference is used here in the broad sense of any or 
all reactions of a therapist to his patient (or patient group). 
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Task-Oriented Work 


The next pericd in the life of the group was one of suc- 
cessful task-oriented work, and this seems an idyllic time 
in retrospect. Members discussed their outside groups, 
some formed new groups, some referred patients to each 
other, and some took on new teaching or administrative 
posts involving group therapy work. They felt the group- 
group to be a strong source of support in their outside ac- 
tivities and a place to bring their anxieties and con- 
fusions. Members occasionally discussed difficult 
patients they were seeing in individual therapy. All felt 
that the group was something quite precious and radiated 
this feeling to outsiders, which resulted in a number of 
"applications" for admission. 

At the time the group started, individual members 
were searching for therapeutic or emotionally broadening 
experiences. During the first year, members went to Esa- 
len, to Gestalt workshops, to Tavistock groups, and to 
Rolfing sessions and returned to discuss their experiences 
in the group. As the group became cohesive and success- 
ful in its task, members began to look to it to provide 
therapy. This movement toward therapy and the personal 
realm was defensive in that it protected the members 
from exposure of weaknesses in their work effectiveness 
that would have resulted from continued presentation of 
clinical material. The very success of the group in achiev- 
ing its original purposes tempted the members to ask 
more of it, but members soon became polarized as to 
what that “more” should consist of. The new central is- 
sue was whether or not members should discuss intimate 
material from their private lives. For instance, some 
members began self-revelation but then reproached the 
group for being cool and unresponsive. Two members, 
who had tensions in their extragroup relationship. began 
to confront each other in the group. The amount of hos- 
tilitv expressed was considerable, and the group was am- 
bivalent about wanting to deal with such emotionally 
charged materizl. 


Attempts Toward Becoming a Therapy Group 


By the end of the second year, members had almost en- 
tirely stopped talking about their outside groups and 
were focusing only on process within the group-group, 
plus material from their personal lives. There were re- 
peated group decisions to become a therapy group and 
repeated failures to follow through on that decision. This 
group of experts in therapy never managed to achieve in 
their own group the level of openness that existed in all of 
the outside patient groups they led. 

There were several severe obstacles to becoming a 
therapy group. Fears of self-revelation were reinforced 
because members were colleagues outside the group and 
the group-group membership was a significant part of 
that community within which their professional reputa- 
tions existed. There was less resistance to revealing per- 
sonal psychopathology than to revealing anything that 
might reflect badly on professional competence. 

The other major factor preventing transition to a ther- 
apy group was che absence of a leader who could consist- 
ently confront strong resistances. In retrospect, it is ques- 
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tionable whether the group members really wanted 
therapy; perhaps they simply wanted a closer, more sup- 
portive community than any of them had. The group was 
too realistic to consider forming a commune, but it was 
very sympathetic to such movements and sometimes ex- 
pressed fantasies in that area. Throughout its life, the 
group was supportive of almost any activity on the part 
of any member and muted any critical questioning of 
members’ actions. 

By the beginning of the third year, group members 
were beginning to realize that the group was stagnating in 
its attempts to become more open and intimate. Individ- 
uals began to look elsewhere for ways to enrich their 
lives, and the group instituted several maneuvers in an ef- 
fort to maintain itself and to progress. 

In an effort to create a more intense experience, the 
group met weekly instead of biweekly. Unable to talk 
about their intimate lives, three members brought their 
wives into the group. Three members left the group, so 
the total size was constant. However, because it now con- 
tained four marital pairs and was about one-third non- 
professional the group character was radically changed. 
At the end of the third year, the group tried to get a lead- 
er, first by attempting a system of rotating leadership 
among members and later by inviting an outside thera- 
pist to lead. The rotating leader could not stay in role, 
and the outside therapist declined on the grounds that the 
group was not sufficiently motivated for therapy. The 
group dissolved after the rejection by the potential pro- 
fessional leader. The group never considered returning to 
its previous and successful task of peer supervision and 
general helpfulness with work and careers. It was as if it 
had decided to be “more” or nothing at all. 


COMPARISON WITH SIMILAR GROUPS 


Various authors (1-4) have described groups com- 
posed of mature psychotherapists. All note tlie presence 
of major unmet emotional needs in practicing therapists 
and suggest that a group experience is a useful way to 
overcome this situation. Grotjahn (1) stressed the inevi- 
table limitations of the training analysis, especially the 
suppression of the student's critical and negative feelings 
until he has finished his training, and suggested the rou- 
tine use of a group experience to overcome this and re- 
lated problems. 

Morgan (2) described a characteristic marital pattern 
for therapists—a calm, detached, intellectualizing hus- 
band/therapist who subtly frustrates his wife and out- 
mothers her so that she becomes stormy and demanding. 
Morgan has formed couples! groups composed of thera- 
pist-spouse pairs. 

Kline(3) described a leaderless group of psycho- 
analysts in which relatively aloof individuals achieved in- 
creased openness and intimacy over a period of 17 
months. The group functioned despite the absence of a 
leader because 1) it had no other choice because the 
members were characterologically unable to accept a 
leader, 2) there was a maternal transference to the group 
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as a whole, and 3) individual members temporarily as- 
sumed leadership. This group has ended its existence 
since publication of Kline's article. 

Brandes and Todd (4) reported on the dissolution of a 
15-year peer supervision group. The stability of that 
group was due to 1) its value to the members in over- 
coming professional isolation and providing an opportu- 
nity to discuss countertransference problems, 2) the pres- 
ence of stable leadership (although it had no formal 
leader), and 3) minimal expression of personal feelings. 
The group norms emphasized close adherence to the 
group task and minimized any opening up of emotional 
currents between members. When two members died 
(one a possible suicide), intense emotions were aroused. 
The same controlled, structured way of working that had 
made for stability before now prevented the expression 
and working through of these feelings, and the group first 
split into two factions (for and against emotional ex- 
pression) and then fell apart. 


A COMMON DEVELOPMENTAL TASK 


The original members of the group we have described 
were remarkably homogeneous in their purposes in join- 
ing. The conscious reason was to improve their skill in 
group therapy; the underlying reason was to obtain help 
in mastering a phase in their own development, the mid- 
life crisis (5). We refer to that stage of life in which the in- 
dividual is aware that half of his time has been used up 
and the general pattern or trajectory of his work and per- 
sonal life is clear. At this time, one must give up the nor- 
mal manic defenses of early life—infinite faith in one's 
abilities and the belief that anything is possible. The fu- 
ture becomes finite, childhood fantasies have been ful- 
filled or unrealized, and there is no longer a sense of hav- 
ing enough time for anything. One becomes aware that 
one's energy and physical and mental abilities will be de- 
clining. The individual must think of prolonging and con- 
serving rather than expanding. The reality of one's limit- 
ed life span comes into sharp focus, and the work of 
mourning the passing of life must begin in earnest. In 
Erikson's terms (6), the individual must at this time 
struggle to achieve intimacy and creativity and avoid iso- 
lation and stagnation. If the work of mourning one's lost 
youth is carried through and the realities of the human 
situation are fully accepted, the ensuing years can be a 
period of increased productivity and gratification. 
Jacques (5) gave many examples of the successful mas- 
tery of the midlife crisis and the ensuing enrichment of 
the individual's life and work. Much time in the group- 
group was spent by individuals either accepting their lives 
or dreaming of some kind of rebirth. Members discussed 
their physical or emotional limitations or imagined pos- 
sible radical changes of life-style. 

With time, the group-group changed from having a 
definite and attainable task to having the sole function of 
satisfying the emotional needs of its members. In Bion's 
terms (7), it became a group grounded on basic as- 
sumption dependency. After the group became a warm 


cohesive unit, the members regressed in relation to the 
group and began to expect a great deal of it. The group 
operated only minimally on the basic assumption of sex- 
ual pairing or fight and flight. No sexual liaisons devel- 
oped, although there was some pairing on nonerotic 
grounds. 

In short, the members became dependent on the group, 
hoping it would be a source of salvation that would en- 
able them either to accept their lives or to find new ones 
(this was a point at which the group polarized). These ex- 
pectations were partly realistic and partly magical. In- 
sofar as magical hopes for salvation or transformation 
were placed onto the group, disappointment was inevi- 
table. 


CHANGES IN INDIVIDUAL MEMBERS 


Three members made major changes (in life-style, 
family situation, or the kind of community they lived in) 
during this 3-year period. Three made no significant overt 
change and the rest made some lesser alterations (such as 
reentering personal therapy or professional training or 
minor changes in location or work pattern). Most mem- 
bers, at least at some point, seriously considered making 
major changes in their life situations. In some cases, 
staying put was the result of an active decision that re- 
quired as much working through of conflict as a decision 
to change. The causal role of the group in these life 
changes is debatable, but many members felt the group 
was important in giving them useful insight into them- 
selves and in particular in clarifying their feelings about 
their life situation and possible alternatives. In their atti- 
tude toward the group, the nonchangers and changers 
formed a continuum that could be expressed as ranging 
from "through the group I will accept my life" to 
“through the group I will find a new life." 


THE LEADERLESS STATE 


From the early stage of the group’s existence, differ- 
ences between members seemed interesting and fruitful. 
There was no leader, nor did there seem to be any need 
for one. At times, guidance and direction resided in what- 
ever member could best interpret process within the 
group-group at the moment. At other times, leadership 
rested with the member who most forcefully articulated 
the emotional needs of the group, particularly the need 
for acceptance and nurturance. These two basic orienta- 
tions struggled for ascendance, and the interplay between 
them created a stable group structure that substituted for 
the absence of an appointed leader. This structure helped 
to create clear and strong dependency links among the 
members and toward the group as a whole. The group- 
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group gradually began to exact a growing price to main- 
tain feelings of belonging and acceptance and it became 
the leader in the sense that it required allegiance from its 
members, although its task grew increasingly blurred. 

The history of this group was crucially influenced by its 
lack of a leader. Even when, late in the course of its devel- 
opment, the members had a strong conscious wish to re- 
cruit a leader, they were unable to do so. Although the 
leaderless state was at first gratifying to the members, we 
believe that it wes the absence of a leader that eventuaily 
made the transition to a therapy group impossible. Fol- 
lowing the active choice of a leaderless state, the group- 
group gradually learned to maintain an equilibrium that 
allowed it to function at the expense of role changes 
among its members. Once roles were learned by a process 
of mutual adaptation at the service of group cohesive- 
ness, the group-group became a closed system with rigid 
distances and a fixed equilibrium of forces. 

A closed svstem tends toward the establishment of an 
equilibrium that is by definition nondirectional. Dis- 
tances and vectors tend to become fixed and can only be 
disrupted by the introduction of an outside force. A lead- 
er, existing at the group boundary, acts as the guardian of 
group continuity and frees the group members for the re- 
quired task of self-expression. It is our assumption that a 
group structure that provides for a dynamic interaction 
between a group of peers and a leader (whose task is to 
maintain an awareness of the natural tendency of :he 


. group to consolidate into a stable, nondirectional, and 


immutable system and to prevent that development) pro- 
vides the basic ingredient for expansion and therapeutic 
change. A therapy group leader must, by definition, pro- 
vide distance and objectivity to allow for the gathering of 
influences fostering directional change in constant oppo- 
sition to self-equilibrating forces within the group. This 
evolution of our leaderless group is probably a particular 
case of a general principle, i.e., that a closed system of 
tightly articulated parts cannot change its configuration 
without the intervention of some outside agency. 


REFERENCES 


l. Grotjahn M: Analytic group therapy with psychotherapists. Int J 
Group Psychother 14:326-333, 1969 

2. Morgan DW: A note on analytic group psychotherapy for thera- 
pists and their wives. Int J Group Psychother 21:244-247, 1971 

3. Kline FM: Dynamics of a leaderless group. Int J Group Psychother 
22:234-242, 1972 

4. Brandes NS, Todd WE: Dissolution of a peer supervision group of 
individual psychotherapists. Int J Group Psychother 22:54-59, 
1972 

5. Jacques E: Death and the mid-life crisis. Int J Psychoanal 46:502- 
$14, 1965 

6. Erikson EH: Childhood and Society. New York, WW Norton & 
Co, 1950, pp 219-234 

7. Bion WR: Experiences in Groups. New York, Basic Books, 1961 


Am J Psychiatry 132:11, November 1975 1167 





Season of Birth in Schizophrenia and Neurosis 


BY EDWARD H. HARE, M.D. 


National studies in Scandinavia and in England and 
Wales have shown that schizophrenic patients are born 
significantly more often in the early months of the year 
than would be expected from comparison with the 
general population. The author examines additional 
evidence from England and Wales and discusses possible 
sources of technical error. Although there is currently no 
evidence of a causal association between season of birth 
and schizophrenia, he suggests that this possibility should 
be given consideration. 


Whoever wishes to investigate medicine properly should 
proceed thus: In the first place to consider the seasons of the 
year and what effect each of them produces. 

— Hippocrates (1) 


SCHIZOPHRENIA is essentially a disease of adults, and it 
might therefore seem unlikely that the chances of a per- 
son's developing schizophrenia would be related to his 
month of birth. Most of the early studies on the subject 
showed an excess of winter births among schizophrenic 
patients, but these studies could be criticized on the 
grounds of sampling bias and inadequate control (2, 3). 
These criticisms have been met by studying national sam- 
ples, and there is now satisfactory evidence, at least for 
countries in northwestern Europe, of an association be- 
tween schizophrenia and season of birth. 

Studies in Sweden (4, 5), England and Wales (6), Nor- 
way (7), and Denmark (8) have all shown that the pro- 
portion of schizophrenic patients born during the early 
months of the year is significantly higher than that of the 
population as a whole and that correspondingly fewer 
Schizophrenic patients are born during the summer 
months. Patients diagnosed as neurotics had no such sea- 
sonal deviation in birth. These findings are remarkable 
because they establish the first clear association between 
the incidence of schizophrenia and a simple, objectively 
definable factor in the environment. 

Since 1970, data on diagnostic group and month of 
birth have been collected for all first admissions to psy- 
chiatric beds of persons born in England and Wales. The 
findings for these admissions during the two years 1970 
and 1971 have been reported (6). It was found that 
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among nearly 46,000 psychiatric patients born between 
192] and 1955, those with schizophrenia or with manic- 
depressive psychosis had a proportion of births in the 
first quarter of the year that was significantly higher than 
that of all live births in England and Wales during the 
same period; however, for patients with other diagnoses 
the proportion of births in the first quarter was close to 
that of all live births. 

This paper presents the findings for the four years 
1970-1973. 


METHOD 


The present findings are based on schizophrenic and 
neurotic patients born from 1921 through 1955. (Figures 
for the quarterly distribution of live births in the general 
population of England and Wales have been published 
only since 1921.) Because the seasonal distribution of live 
births may vary appreciably from year to year, the distri- 
bution of births in this study was compared with that of 
the general population for each year during the 35-year 
period of 1921-1955, and the actual and expected number 
of patients for each year was totaled. 


RESULTS 


Table 1 shows that among nearly 10,000 schizophrenic 
patients, the proportion born during the period January 
to March was 7 percent greater than expected and the 
proportion born during the period July to September was 
8 percent less than expected. The overall distribution of 
schizophrenic births departs significantly from the ex- 
pected distribution. The seasonal distribution of patients 
admitted during each of the four years is closely similar. 
Table 2 shows that there was no overrepresentation of 
births of neurotic patients in the first quarter of the year 
and a slight underrepresentation in the third quarter. 

Table 3 shows that these seasonal distributions of 
births of schizophrenic and neurotic patients remained 
constant during each quinquennium from 1921 to 1955. 
Table 4 shows the distribution of schizophrenic patients 
by their place of birth. Because figures for the quarterly 
distribution of births in these four areas of England and 
Wales are not available, the proportionate distribution of 
patients’ births for each area has been calculated. It can 
be seen that the proportionate distributions are similar to 
one another and are quite distinct from those of all live 
births in the country as a whole. 
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TABLE | 
Quarterly Distribution of Births of Schizophrenic Patients Born in England and Wales, 1921-1955, as Percent of Expectation Based on All Live 
Births During the Period* 





Quarter of Year 





Year of Number of Chi-Square 

First Admission Patients First Second Third Fourth Value** Significance 
1970 2,564 104 105 93 97 7.0 p<.10 
1971 2,575 110 105 89 95 17.2 p<.001 
1972 2,334 109 100 94 97 8.0 p<.05 
1973 2,287 105 107 93 94 12.1 p<.01 
Total 9,760 107 104 92 96 36.0 p«.001 





*The expected number of births of patients for each year was calculated and totaled over the 35-year period. 





**df—3. 
TABLE 2 
Quarterly Distribution of Births of Neurotic Patients Born in England and Wales, 1921-1955, as Percent of Expectation Based on Ail Live Births 
During the Period* 
uarter of Year 

Year of Number of Q Chi-Square 
First Admission Patients First Second Third Fourth Value** Significance 
1970 5,829 99 101 97 103 3.6 n.s. 
1971 6,232 103 100 97 100 2.0 n.s, 
1972 6,124 99 105 97 99 5.6 n.s, 
1973 5,464 98 105 97 99 6.1 n.s. 
Total 23,649 100 103 97 100 10.5 p<.02 
atte expected number of births of patients for each year was calculated and totaled over the 35-year period. 

df=3. 
TABLE 3 TABLE 4 


Proportionate Quarterly Distribution of Births of Schizophrenic Pa- 
tients, by Region 


Distribution of Patients’ Births in First and Third Quarters of the Year, 
by Quinquennium of Birth and as Percent of Expectation Based on the 
General Population 


Proportionate Quarterly 


Schizophrenic Patients Neurotic Patients Distribution* 


Patients 
First Third First Third Region (N=9,760) First Second Third Fourth 

Quinquennium Quarter Quarter Quarter Quarter 

Greater London 1,644 107 112 97 84 
1921-1925 100 84 100 93 Southeast England 
1926-1930 100 94 94 98 (excluding greater 
1931-1935 112 88 100 98 London) 1,994 104 112 94 90 
1936-1940 103 94 100 95 Lancashire 1,291 110 105 86 98 
[941-1945 105 98 101 95 Rest of England and 
1946-1950 108 93 98 105 Wales 4,831 109 108 93 90 
1951-1955 116 90 106 9] All live births in 
Total 107 92 100 97 England and Wales 101 105 101 94 

*Ratio (percent) of observed number in each quarter to the average of the fcur 

quarters. 

DISCUSSION 


In order to demonstrate, or to disprove, an association 
between a disorder and season of birth, three basic re- 
quirements must be met. First, there must be an adequate 
control population. This is most simply represented by 
the population of all live births within a defined geo- 
graphical area, the monthly or quarterly numbers of 
births in each year being known. Second, the patients 
must be either all patients with the given diagnosis who 


were born within the defined area or a representative 
sample of such patients. Third, because the distribution 
of season of birth in general populations is known to vary 
from year to year, the distribution of patients! births 
must be compared individually with that of the general 
population for each year of birth (although in practice it 
has been found that the results are not appreciably difer- ` 
ent if quinquennia or even decades of birth are consid- 
ered). 
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. SEASON OF BIRTH 


It should also be obvious that large numbers of sub- 
jects must be studied in order to reliably detect an associ- 
ation between a disorder and season of birth of the mag- 
nitude found in the national studies on schizophrenia 
previously cited. Thus in order to demonstrate, by a chi- 
square test and to a probability of 95 percent, an 8 per- 
cent deviation in seasonal birth distribution of the cyclic 
type found in the present study, at least 1,500 subjects 
will be needed when the distribution is considered by 
quarters of the year, and 4,500 subjects when the distribu- 
tion is considered by month. In order to demonstrate an 8 
percent deviation to a probability of 99 percent, the sam- 
ples must contain at least 2,500 and 5,500 subjects. 

The national studies have met these basic require- 
ments, and there can now be no reasonable doubt that, at 
least in Scandinavia and in England and Wales, there is a 
significant association between schizophrenia and season 
of birth. The next step is to determine whether this asso- 
ciation is due to some trivial or technical reason. 


POSSIBLE SOURCES OF TECHNICAL ERROR 
Patient Data 


Regarding the accuracy of data, it seems reasonable to 
assume 1) that almost all patients, or their relatives, ac- 
curately state their month of birth for medical records 
and 2) that when they do not, or when there are clerical 
errors, the errors will be of a random nature. In Hare and 
associates’ comparison of the hospital records and birth 
certificates of 624 patients (9), they found only one dis- 
crepancy in month of birth. In the present study, the pro- 
portion of patients whose month of birth was not known 
or was not recorded was very small (about .01 percent). 


Diagnosis 


The diagnosis of schizophrenia is often problematic, 
but while uncertainties in diagnosis might explain a nega- 
tive result in this type of study, they could hardly account 
for the differences found between schizophrenic and neu- 
rotic patients. Moreover, there is evidence of good diag- 
nostic agreement among psychiatrists from different fa- 
cilities in Britain (10). Further, it may be accepted that in 
the studies cited here, clinicians would not have been in- 
fluenced in their diagnosis by any knowledge of the 
patient's month of birth, a consideration that may not ap- 
ply to small-scale studies conducted in a single facili- 


ty (11). 
Comparison of Months of Birth 


A comparison of the month of birth of patients with 
that of registered live births is not completely satisfactory 
because differential mortality rates due to season of birth 
may influence the seasonal distribution of births in the 
general adult population. In Britain and the Scandinavi- 
an countries there are considerable seasonal differences 
in the number of stillbirths and in deaths within four 
weeks of birth. 

Dalén (5) compared the months of birth of a represen- 
tative sample of the Swedish population with that of all 
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live births and found that a smaller number of the general 
population sample had been born during the early 
months of the year; this trend, which was particularly 
marked among older persons, ran roughly parallel with 
the infant mortality figures. What this means is that in a 
general adult population, the proportion of persons born 
during the early months of the year is likely to be smaller 
than the corresponding proportion among all live births. 
This therefore certainly cannot account for the finding 
that an increased proportion of schizophrenic patients 
were born during the early months of the year and, in- 
deed, means that comparison with an appropriate sample 
of adults (rather than with all live births) would show an 
even higher proportion of schizophrenic births then. 


Factors Associated with Season of Birth 


Any factor associated with a person's season of birth 
or with his chances of developing schizophrenia could ac- 
count for the present association. For example, the excess 
proportion of births during the early months of the year 
might have been due to prematurity. There is evidence, 
reviewed by Dalén (5), that premature births in Europe 
are more common during the winter months, but the sea- 
sonal differences are small compared with those found 
among schizophrenic patients. Season of conception may 
be influenced by the religious beliefs of the parents. It was 
for this reason that my associates and I examined the 
data from Lancashire, where the proportion of Catholics 
is high. However, as table 4 illustrates, the distribution of 
season of birth of schizophrenic patients born in Lanca- 
shire does not differ much from that of patients born else- 
where in England and Wales. 

The social class of the parents might influence not only 
a child's season of birth but also his probability of devel- 
oping schizophrenia. However, we found no difference 
between the distribution of social class of the fathers of 
schizophrenic and neurotic patients and that of the male 
population as a whole (9). The social class and religion of 
the parents are likely to influence the number of children 
they have and there is some evidence (5) that season of 
birth is associated with birth order, but the effect is cer- 
tainly very small in comparison with the deviations ob- 
served in schizophrenia. 

The seasonal distribution of illegitimate births tends to 
differ from that of legitimate births. Although there are 
no published statistics for England and Wales before 
1947 (except for the year 1939), it is probable that illegiti- 
mate births were more common in the first quarter of the 
year during the period 1921 to 1955 (12). Nevertheless, 
the effect of illegitimacy is small, and there is no reason 
to think that it is associated with an increased frequency 
of schizophrenia; indeed, it would seem more likely to be 
associated with an increased frequency of neurosis. 


Age Frequency of the Disorders 


An additional factor of importance in considering the 
season of birth in any disorder is its age frequency. If the 
frequency of a disease increases considerably in a partic- 
ular age range, then among patients within that age range 
who were born in a particular year and were hospitalized 


for the first time during another particular year, those 
born in January will be nearly a year alder than those 
born in December and will therefore be drawn from a 
population with a higher frequency of disease, and for 
that reason there will be more of them. 

The effect of this can be allowed for from a consid- 
eration of the age-frequency curve. For schizophrenia, 
the effect is considerable among the age range 16 to 21 
years. Thus for schizophrenic patients in the present se- 
ries born in the quinquennium 1951-1955, the seasonal 
distribution of birth in the first and third quarters of the 
year (shown in table 3 as 116 and 90) becomes 109 and 92 
when corrected for the age-frequency effect; and the cor- 
responding figures for neurosis are changed from 106 and 
91 to 99 and 94. However, the effect on other quinquennia 
is small, and the effect of the increasing age frequency in 
the younger age groups is balanced by the decreasing age 
frequency in the older groups, so that in the sample as a 
whole the age-frequency effect is not appreciable. This is 
true for both schizophrenia and neurosis, whose age dis- 
tributions (when the sexes are combined) are fairly sim- 
ilar. 


COMMENT 


In the four national studies cited, schizophrenic 
patients had about 7 to 8 percent more winter births than 
would normally be expected and a correspondingly lower 
percent of summer births. If the probable differential 
mortality rates in the general population due to season of 
birth are taken into account, these differences are prob- 
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ably closer to 10 percent. There is currently no evidence 
that the association between season of birth and schizo- 
phrenia is causal, but the possibility that causal factors 
may be involved now seems worthy of serious consid- 
eration. 
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Cortisol, Growth Hormone, Free Fatty Acids, and Experimentally Evoked 


Affective Arousal 


BY WALTER A. BROWN, M.D., AND GEORGE HENINGER, M.D. 


Eight male volunteers who viewed selected control, 
suspense, and erotic films experienced significant 
changes in affect that were limited to fatigue, anxiety, 
and sexual arousal, respectively. All subjects showed free 
fatty acid elevations with the suspense and erotic films 
and those subjects with the most anxiety and sexual 
arousal showed cortisol elevation with the suspense and 
erotic films, respectively. Growth hormone elevations 
occurred independently of cortisol elevations and were 
not clearly related to film or affect. Thus, activation of 
the pituitary-adrenocortical and sympathetic nervous 
systems appears to occur not in relation to a specific 
dysphoric state but rather with nonspecific affective 
arousal. 


ALTHOUGH THERE 1s incontrovertible evidence for a rela- 
tionship between a gross psychological variable (e.g., 
stress or arousal) and changes in neuroendocrine activity, 
the nature and specificity of the psychological and neu- 
roendocrine events involved are unclear, and the neu- 
rophysiological mechanisms underlying this relationship 
are unknown. The past decade has brought an explosion 
of information regarding the neurochemical and neuro- 
anatomical pathways involved in anterior pituitary hor- 
mone regulation, and the radioimmunoassay technique 
makes it feasible to assay hormone levels in multiple se- 
rum samples with a high degree of reliability and sensitiv- 
ity. These developments in neuroendocrinology raise the 
possibility that neuroendocrine techniques might be used 
in assessing those changes in specific central neural sys- 
tems that accompany changes in psychological state. 
Crucial to such a research strategy is the identification of 
the psychological processes and the degree of specificity 
of those processes associated with activation or inhibition 
of neuroendocrine systems. This study is an attempt to 
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further specify the nature of the psychological processes 
associated with release of cortisol, growth hormone 
(GH), and free fatty acids (FFA). 

Activation of the pituitary adrenal system in associa- 
tion with psychological states variously defined as 
distress, arousal, anxiety, and breakdown of ego defenses 
has been demonstrated repeatedly in humans, subhuman 
primates, and lower mammals (1). Although the pituitary 
adrenal system has been the neuroendocrine system most 
studied in relation to psychological change, there is 
considerable evidence for involvement of other neuro- 
endocrine systems as part of an acute or chronic stress 
response (2, 3). Elevations in GH have been found in 
some human subjects exposed to stressful situations such 
as venipuncture, arterial puncture, and cardiac catheter- 
ization (4, 5). FFA elevation regularly occurs in humans 
exposed to a variety of stressful situations and in associa- 
tion with a psychological state usually labeled as anxiety 
or stress (6). 

The identification of a psychological process asso- 
ciated with a change in a neuroendocrine system requires 
careful monitoring of psychological state and frequent 
blood sampling. In exploring methods for evoking 
changes in psychological state in an experimental setting, 
we evaluated a variety of brief motion pictures. The films 
finally chosen were surprisingly effective in evoking mea- 
surable changes in both the psychological and physi- 
ological variables. 


METHOD 


Eight paid male volunteers, 22- to 29-years old (aver- 
age age = 24.8), gave informed consent for participation 
in our study. Screening sessions revealed them to be free 
of medical and psychiatric illness, within 15 percent of 
their ideal weight, drug free, and heterosexually oriented. 

Subjects arrived at the laboratory at 7:30 a.m. for all 
three experimental sessions following an overnight fast, 
entered a sound-attenuated chamber, sat in a reclining 
chair, and completed a modified short form of the Nowlis 
Mood Adjective Check List (MACL) (7). The MACL 
was modified by the addition of three items—“sexually 
aroused,” “interested in sex," “‘engaged in sexual 
thoughts"—to create a sexual arousal scale. A short in- 
dwelling intravenous catheter was inserted into an an- 
tecubital vein, intravenous tubing kept open with a slow 
saline drip was extended outside of the experimental 
chamber, and the first blood sample (8 cc) drawn. Sub- 





jects then completed the MACL and remained at rest for 
approximately 50 minutes, having blood samples drawn 
at 15-minute intervals from outside the chamber. At 
about 8:50 a.m. subjects again completed the MACL and 
the first film began. Each session took place on the same 
day of the week at weekly intervals. 

During the first (control) session subjects saw a series 
of five brief documentary and educational films, and 
completed the MACL after each film. After the last film, 
subjects were interviewed regarding their reactions to the 
films and the experimental procedures. Blood was sam- 
pled every 10 minutes during the film period and at the 
end of the interview. Procedures were identical for the 
second and third sessions with the exception that the 
third film was either an erotic or a suspense film with the 
order balanced. Each control film was different, so sub- 
jects never saw the same film twice. 

Films were projected from outside the experimental 
chamber onto a curved screen. Control films (10- to 20- 
minute documentary and educational films) were chosen 
with the intent of capturing the attention of the subjects 
without evoking profound affective responses. The exper- 
imental films—the erotic film and an Alfred Hitchcock 
suspense film—were chosen on the basis of their evoking 
consistent changes in sexual arousal and anxiety (as 
measured by the MACL) and heart rate in a series of pi- 
lot experiments involving evaluation of a number of po- 
tentially stressful and erotic films. 

The Alfred Hitchcock suspense film “Man from the 
South" has been used in previous psychophysiological re- 
search (8). It is 20 minutes long, involves a wager in 
which the protagonist could have a finger chopped off, 
. and ends with a stroke of grisly humor. The erotic film is 
a 12-minute segment of a full-length, hard-core porno- 
graphic film in which the actor and actress are quite at- 
tractive and appear to be thoroughly enjoying them- 
selves. 

Blood samples were placed on ice immediately and se- 
rum was separated and frozen following each session. 
FFA levels were measured by a modification of the Dole 
method (9), GH by double antibody radioimmunoassay 
(10), and cortisol by radioimmunoassay. All samples 
from the same subject were measured in the same assay. 


RESULTS 


As shown in figure 1, sexual arousal was significantly 
influenced by the erotic film (F=13.60, df=14/98, 
p<.01), fatigue by the control film (F=2.30, df= 14/92, 
p<.05), and anxiety by the suspense film (F =3.80, df=2/ 
14, p<.05). Thus, the control, erotic, and suspense films 
selectively evoked fatigue, sexual arousal, and anxiety. 
The remaining affect scale scores showed little change 
over conditions and time or considerable intersubject 
variance within time periods. Subjective responses re- 
ported after each session (interview) were consistent with 
the affective responses reported immediately after each 
film (MACL). All subjects reported some degree of ten- 
sion or anxiety during the suspense film and some degree 
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FIGURE 1 
Significant Changes ir. Affect Over Control, Suspense, and Erotic Film 
Sessions 
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of sexual arousal during the erotic film. Two reported full 
erection, five partial erection, and one no erection during 
the erotic film. 

All subjects showed elevations in FFA over baseline 
(level at beginning of film) following both the erotic and 
suspense films (figure 2). There was a significant Condi- 
tions x Time effect for FFA (F=2.50, df=18/108, 
p<.05), with further analyses indicating that FFA levels 
became significantly elevated 15 minutes after the erotic 
film began (t=3.12, p<.05) and 30 minutes after the sus- 
pense film began (t=3.05, p«.02). Increases in FFA 
ranged from 25 to 250 percent with the suspense film and 
10 to 300 percent with the erotic film, with no difference 
in mean change over baseline between the erotic and sus- 
pense films. The degree of change in FFA was not signifi- 
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CORTISOL, GROWTH HORMONE, AND FREE FATTY ACIDS 


FIGURE 2 
Serum FFA and Cortisol Levels During Control, Suspense, and Erotic 
Film Sessions 
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cantly related to the degree of change in affective state. 
The gradual rise in FFA following the baseline period on 
the control day cannot be explained on the basis of any 
change in reported affective state and may be related to 
fasting. 

The expected diurnal shift in cortisol occurred in all 
subjects over all sessions. Peaks in mean cortisol level oc- 
curred in relation to both the erotic and suspense films 
(figure 2). These peaks represent cortisol elevations for 
four subjects with the suspense film (4.0-15.1 ug/100 ml) 
and three with the erotic film (4.2-8.1 4g/100 ml), with 
the remaining subjects continuing the downward shift in 
cortisol. No subjects showed cortisol elevations during 
the control session. There was a significant Conditions x 
Time effect for cortisol (F=4.42, df=18/126, p«.01) 
with the downward shift in cortisol level interrupted on 
both experimental days. The cortisol responders reported 
significantly more skepticism with the suspense film (t= 
5.26, p<.01), and considerably less vigor (t«4.10, p «.01) 
and surgency! (t=2.61, p<.05) than the nonresponders. 
Each of the four subjects who released cortisol with the 
suspense film showed an increase in reported anxiety fol- 
lowing the suspense film compared with the anxiety level 


'This term is listed as one of the mood factors of the MACL and is de- 
fined as “carefree, playful, witty" (7). 
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immediately preceding the film (t=4.70, p «.02), whereas 
only one of the four subjects who did not release cortisol 
showed an increase in anxiety. The three subjects with the 
greatest increases in FFA with the suspense film were 
among the cortisol responders, and the three with the 
smallest increases in FFA were among the nonresponders 
(p«.05, Fisher's exact probability test). The cortisol re- 
sponders did not differ from the nonresponders on base- 
line cortisol level or on GH level before or after the onset 
of the suspense film. 

The three subjects who showed cortisol elevations with 
the erotic film were the only ones who reported the maxi- 
mum score for sexual arousal following the erotic film 
(t «4.40, p «.01, responders versus nonresponders). Corti- 
sol responders did not differ from nonresponders on any 
other affects at the time of the erotic film on baseline cor- 
tisol level or on GH level. 

T wo of the subjects who released cortisol with the sus- 
pense film also released cortisol with the erotic film. For 
each of these subjects, the cortisol elevation following the 
suspense film was about twice that following the erotic 
film (15.1 versus 8.1 and 11.6 versus 4.4). This difference 
in cortisol response cannot be accounted for by the order 
of presentation of the films, since one subject saw the 
erotic film first and the other saw the suspense film first. 

There was considerable variance in average cortisol 
level between subjects but remarkable consistency in each 
subject's cortisol level across the three sessions (Kendall's 
coefficient of concordance =.92, p<.01, for maximum 
initial cortisol level in each session). 

Four subjects showed elevations in GH (GH oe 
greater than 4 ng/ml) following the onset of the suspense 
film and two following the onset of the erotic film. In all 
cases these elevations occurred following a stable low 
baseline with GH levels under 2 ng/ml. These data taken 
alone would seem to indicate that the elevations in GH 
were a response to the experimental films. However, five 
subjects also showed elevations in GH after the third film 
on the control day without evidence of changes in affect. 
Three of the subjects who released GH after the suspense 
film also released GH after the third control film on the 
control day. No consistent relationship could be dis- 
cerned between subjective state or change in subjective 
state and GH release. Two subjects had elevations in both 
cortisol and GH with the suspense film, two in neither 
cortisol or GH, two in GH alone, and two in cortisol 
alone. In addition, two subjects had elevations in GH 
alone after the third film began on the control day, and 
two had elevations in GH alone after the erotic film. 

FFA levels showed a significant fall over the 75 min- 
utes following catheterization during the first session 
(means=.47 mEq/liter, at 0 to 20 minutes versus .35 
mEg/liter, at 55 to 75 minutes; t=2.55, p<.05) but not 
during the subsequent sessions. It is of interest that the 
FFA levels within the 30 minutes following catheteriza- 
tion were not as great as those after either the erotic or 
suspense films. Average cortisol level over the 75 minutes 
following catheterization was significantly higher during 
the first session (20.3 4g/100 ml) than during subsequent 
sessions (17.1 and 16.8 yg/100 ml; F=5.81, df=2/14, 


p<.05). One subject had GH elevations during the hour 
following catheterization over all three sessions, one had 
GH elevations during the first and second sessions, and 
two during the first session only. Analyses of variance 
showed no effect of catheterization on any affect variable 
during any session. No systematic differences were found 
between the second and third sessions for either the phys- 
iological or affect variables. 


DISCUSSION 


This study demonstrates that carefully selected motion 
pictures shown in a setting designed to maximize their 
impact can evoke measurable changes in psychological 
state of sufficient intensity to be associated with activa- 
tion of the pituitary adrenocortical and autonomic ner- 
vous systems. The observations that FFA elevations oc- 
curred regularly and equivalently with both sexual 
arousal and anxiety-distress are among the most direct 
evidence to date that activation of these physiological 
systems is not related to a specific dysphoric state but 
rather to a nonspecific increase in affective intensity or 
psychological arousal. 

The regularity and magnitude of the FFA changes with 
the suspense film are consistent with previous studies 
demonstrating FFA elevations in a variety of stressful 
situations (11). The regular and considerable increases in 
FFA with the erotic film are consistent with a previous 
finding of moderate elevations (19 to 56 percent) in FFA 
in five of eight men who viewed an erotic film (12). FFA 
elevation in association with sexual arousal is not surpris- 
ing in view of well-documented changes in sympathetic 
nervous system activity with sexual arousal. (Psycholog- 
ically induced FFA release is presumably mediated by 
the peripheral sympathetic nervous system [13].) 

The cortisol responses with the suspense film were gen- 
erally of greater magnitude and regularity than had been 
observed in previous studies using "stress" films (8, 14). 
Our observation of adrenocortical activation with intense 
sexual arousal in the absence of reported distress is at 
variance with the findings of Kling and associates (15), 
who concluded that “the state of arousal produced by 
sexually stimulating material bears a qualitatively differ- 
ent relationship to the hypothalamic pituitary adrenal 
axis than other arousal states." 

The success of the experimental films in evoking 
changes in both the psychological and physiological vari- 
ables was to some extent unexpected in view of the find- 
ings of previous studies and our own pilot studies. It 
seems fairly clear that film footage of violence or the 
threat of physical assault is not sufficient to evoke sub- 
jective distress. The artistry with which the film is pro- 
duced and more specifically the extent to which the sub- 
ject 1s engaged appear to be crucial variables. These 
variables differentiated the Alfred Hitchcock suspense 
film from the other potentially stressful films that we 
used in pilot studies. The effectiveness of the erotic film in 
evoking sexual arousal may be related to the youth and 
attractiveness of the protagonists and their projection of 
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a high degree of enjoyment and sexual arousal. It is likely 
that the method of presentation enhanced the films’ ef- 
fect. Distractions were minimized by having the subjects 
sit alone in a sound-attenuated chamber. A large image 
was projected on a curved screen so that the subject was 
immersed in the film. The brevity of the films and the 
clear onset of threatening content in the suspense film fa- 
cilitated analysis of the relationship among films, affect, 
and physiological changes. 

The patterning of physiologic responses to the films 
suggests that the threshold for FFA release with a psy- 
chologic stimulus is lower than that for cortisol release. 
Although coriisol has a well-documented permissive ef- 
fect on catecholamine-induced FFA release, it is likely 
that the observed association between cortisol release and 
degree of FFA release results from a common central 
nervous system event rather than a direct effect of corti- 
sol on FFA (16). The dependence of cortisol response on 
intensity of subjective state, while not surprising, pro- 
vides experimental verification of the necessity for assess- 
ing subjective state when one employs an external stimu- 
lus to evoke a psychophysiological response. Without 
frequent assessment of psychological state, the differ- 
ential cortisol responses of the subjects would have been 
unexplainable. 

The GH data reported here are inconclusive in estab- 
lishing the nature of the relationship between a psycho- 
logical process and GH release. These data do suggest 
that GH is regulated independently of the pituitary adre- 
nocortical system in regard to the influence of psycholog- 
ical events. Independent neural regulation of these endo- 
crine systems is consistent with neuropharmacologic 
findings suggesting that adrenocorticotropic hormone 
and GH differ in their central neurotransmitter control 
mechanisms and with electrical stimulation studies that 
indicate different central inputs to these systems (17, 18). 
Preliminary data from this laboratory suggest stable in- 
dividual differences in the propensity to release GH with 
stress and a greater propensity for stress-induced GH re- 
lease in field-independent than field-dependent sub- 
jects (19). Thus the propensity to release GH in associa- 
tion with a psychological process may be related less to 
the intensity or quality of a psychological event than to 
individual differences in neurophysiological and person- 
ality organization. 

It is of interest that the affective and FFA responses at 
the time of ca-heterization were not as great as the affec- 
tive and FFA responses with the experimental films. Thus 
it appears that the vicarious experience derived through 
carefully selected films can evoke a degree of psychologi- 
cal and physiological response equal to if not greater than 
that evoked by a direct threat (catheterization). This 
method for evoking relatively specific affective arousal 
may prove useful in further elucidating the neurophysicl- 
ogy of affect in both healthy and clinical populations. 
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The Coordination of Mental Health Services at the Neighborhood Level 


BY JONATHAN F. BORUS, M.D., LAWRENCE A. JANOWITCH, M.S., FRANCIS KIEFFER, M.A., 
‘RICHARD G. MORRILL, M.D., LEE REICH, PH.D., EDWARD SIMONE, M.A., AND LILA TOWLE, M.S.W. 


The neighborhood health center is becoming a major 
locus of mental health care delivery. Because of their 
strategic position at the neighborhood level, mental 
health care systems in the comprehensive health center 
locus have been able to develop linkages with both 
general health and community mental health systems to 
provide a broad continuum of coordinated health and 
mental health care. Four models identified in a survey of 
19 neighborhood mental health programs are described. 
The authors suggest that persistent problems in 
coordination of care between neighborhood mental 
health and other caregiving systems would be 
considerably alleviated by a fiscal reimbursement scheme 
that rewarded integration rather than fragmentation of 
care. 


NEIGHBORHOOD MENTAL HEALTH represents a popu- 
lation-focused system for delivering ambulatory mental 
health services in coordination with general health serv- 
ices from the comprehensive neighborhood health center 
locus (1). Emerging in the 1970s, it represents an area of 
intersection of the community mental health and neigh- 
borhood health movements of the sixties, as the former 
focuses on smaller and more realistically sized (1.e., sub- 
catchment) ethnic- or destiny-related population areas, 
and the latter enlarges its scope to include services for 
emotional as well as physical health needs (2). The litera- 
ture to date on neighborhood mental health systems is 
still relatively sparse, consisting primarily of case reports 
of single programs without an aggregate picture of the 
emerging field (1, 3—5). This paper, based on a study of 19 
neighborhood health center (NHC) mental health pro- 
grams, describes the wide variety of organizational and 
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fiscal models under which neighborhood mental health 
programs operate and examines their methods of coordi- 
nating services with the larger general health and com- 
munity mental health networks. 


METHOD 


Under the auspices of the Massachusetts League of 
Neighborhood Health Centers (a consumer-professional 
coalition of 40 centers across the state, devoted to im- 
proving the quality and availability of health care), a task 
force of mental health workers in the Boston area de- 
signed a semistructured interview to gain a better under- 
standing of the organization, operation, and functioning 
of the 19 Boston NHCs with mental health programs. In- 
formation was collected by one of us (E.S.) in personal 
interviews with the mental health program directors at 
each of the 19 centers during the period of August 
through October 1973. 

The structured interview included both qualitative 
data, designed to provide an overview of mental health 
programs and relationships within and without the 
NHCs, and quantitative data on patterns of service, 
patient visits, staffing, etc., based on the July 1972 
through June 1973 fiscal year. The qualitative data avail- 
able for analysis were verbal responses to the structured 
interview inquiries. At least two members of the task 
force independently classified each section of the verbal 
response data into descriptive categories and then allo- 
cated each center's responses into one of these categories. 
This independent work was then subjected to the scrutiny 
of the entire task force to minimize bias until agreement 
was reached on the representativeness of the categories 
and the appropria:eness of the allocations. 


RESULTS 


Our findings have yielded a descriptive picture ot the 
overall organization and functioning of this type of men- 
tal health delivery system. In a previous article (6), we de- 
scribed the patterns of mental health services provided by 
the NHC mental health programs and proposed reasons 
for the high level of acceptability and efficienzy of this 
type of integrated health - mental health care, especially 
among nonwhite, highly ethnic, and poor Americans. 
This report will focus on the various organizational mod- 
els used by NHC mental health programs, their internal 
linkages for health - mental health coordination, their ex- 
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ternal linkages with community mental health centers 
(CMHCs) and other caregiving agents in the neighbor- 
hood, and evaluation issues in this new system. 


Organization of Neighborhood Mental Health Programs 


It was readily apparent that neighborhood mental 
health programs operate under a variety of organiza- 
tional models that appear to influence the services pro- 
vided, the degree and type of health - mental health in- 
tegration achieved, and the priorities of the program. 
Since neighborhood mental health lies at the interface of 
the neighborhood health and community mental health 
systems, it is strongly influenced by both. NHC s have the 
responsibility of serving all the health needs of their 
neighborhood, while CMHCs are responsible for serving 
all the mental health needs of a catchment area that often 
includes many neighborhoods. Structurally, neighbor- 
hood mental health programs and staff usually have an 
alliance with both of these systems because of their over- 
lapping areas of interest and responsibility. 

We differentiated four organizational models of neigh- 
borhood mental health programs on the basis of patterns 
of interaction and contributions of personnel and mone- 
tary resources by the intersecting systems (NHCs and 
CMHCs) to the neighborhood mental health program 
(NMHP). These models are illustrated in figure 1. 

l. Joint endeavor model. The most prevalent model 
was one in which the NHC runs a mental health program 
with a mixture of employees hired by the health center 
(often the indigenous paraprofessional therapists and the 
nondoctorate mental health professionals, such as social 
workers and nurses) and employees hired by state, city, 


FIGURE 1 
Four Organizational Models of Neighborhood Mental Health Pro- 
grams 
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or university community mental health systems (often 
the more "expensive" doctorate level mental health pro- 
fessionals, such as psychiatrists, psychologists, and psy- 
chiatric residents) who are stationed at the NHCs at least 
part-time. This makes the neighborhood mental health 
program a joint endeavor of the two systems, with vary- 
ing degrees of NHC program autonomy and linkage to 
the backup community mental health system. The dual 
contribution of resources often allows such joint endeav- 
ors to be "full-time" programs. 

2. Autonomous NHC model. A second model is a 
neighborhood mental health program run by and totally 
funded by the NHC. There are two varieties: the first 
consists of a full-time neighborhood mental health staff 
that is well coordinated with a full-time general health 
program (such programs are more frequent in those 
health centers fortunate enough to have significant 
“front-end” funding, usually from a federal source). The 
second variety consists of part-time mental health profes- 
sionals hired by the NHC to provide limited mental 
health sessions during each week for patients with de- 
fined emotional problems (such programs exist in centers 
without significant front-end funds, which can only add 
on mental health services to the extent that they are reim- 
bursable.) Such programs develop nonmonetary liaison 
relationships with their local CMHC. 

3. Community mental health outpost model. A third 
model has the entire neighborhood mental health staff ei- 
ther 1) paid for by CMHC funds and “detailed” to the 
NHC on a full-time basis to provide a coordinated men- 
tal health program, or 2) “loaned out" part-time to the 
health center to provide minimal mental health services 
in the neighborhood locus. 

4. Consultative model. The final model is a working al- 
liance between an NHC that does not have its own dis- 
crete mental health program and a nearby CMHC satel- 
lite. The two separately housed and controlled units serve 
the same population and maintain an ongoing consulta- 
tive and referral relationship. 


Internal Linkages to Coordinate Health and Mental 
Health Services 


The programs we studied have developed a variety of 
methods for coordinating their health and mental health 
services and caregivers. Administratively, mental health 
services are either a separate department of the health 
center or a subdepartment of general medical services. In 
either case,the large majority of mental health directors 
reported that they were participants in the decision-mak- 
ing meetings of their health centers, each meeting regu- 
larly and directly with his medical director. Linkages for 
clinical purposes ranged from informal referral mecha- 
nisms to active, ongoing collaboration and conjoint serv- 
ice of multiproblem patients. In general, those centers 
with full-time neighborhood mental health programs in- 
teracting and housed with full-time general health pro- 
grams had the opportunity, and usually a higher priority, 
for offering integrated health - mental health services. 
Centers forced to rely on part-time staffs had less oppor- 
tunity for offering integrated services and often provided 
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parallel but separate health and mental health services at 
different times in the same location. 

In 8 of the 19 NHCs, interdisciplinary health care 
teams of health, mental health, and social service staff 
were used to coordinate care. Such teams met on a regu- 
lar basis (at least weekly) to coordinate planning and 
service delivery to jointly served patients, facilitate inter- 
departmental referrals within the health center when 
needed, and pool expertise to promote a multidimen- 
sional (health, mental health, and social service) per- 
spective to the treatment of patients best treated in a sin- 
gle department. The 11 centers that did not have interdis- 
ciplinary health care teams coordinated health and men- 
tal health services in a variety of ways related to their 
size and organization. Some of the neighborhood mental 
health programs designated specific staff as coordinators, 
primary caregivers, or ombudsmen, who were expected 
to keep all relevant caregivers informed about jointly 
served patients. Health center staff meetings and conjoint 
case conferences were also used as contact points be- 
tween health and mental health caregivers, while the 
common health - mental health record system served as 
another communication network. 

Size, part-time staffing, and fiscal infeasibility were the 
reasons respondents gave for not having interdisciplinary 
health care teams. The very smallness of some centers al- 
lowed for a great degree of informal contact between 
health and mental health staff, with much patient service 
coordination occurring during lunch or coffee breaks. 
Dependence on part-time staff, who only come to the cen- 
ter for a limited number of hours each week, posed prob- 
lems for scheduling regular interdisciplinary meetings 
and forming working alliances between caregivers. Fiscal 
considerations also inhibited some of the NHCs from in- 
tegrating their services; direct services are, at least to a 
limited extent, reimbursable by fees or third-party pay- 
ers, while time-consuming interdisciplinary teamwork is 
not. Many neighborhood health centers that work des- 
perately to keep their heads above the fiscal tide unfortu- 
nately find the costs of such teamwork prohibitive. 


Internal Coordination: Advantages and Problems 


There was general consensus that mental health should 
be considered part of comprehensive general health care 
and should not be separated from it either program- 
matically or geographically. Centers contacted cited the 
following specific advantages of the neighborhood 
health - mental health system in providing coordinated 
and comprehensive health care: 

1. Referrals are easier and quicker in both directions, 
with fewer patients likely to be “lost” between referring 
and referred caregivers if the caregivers are in the same 
location. 

2. Communications about patient care for referral, 
consultation, or collaborative efforts are facilitated by 
the advantages of ready (across the hall) access to allied 
caregivers, a common record system, and a common ad- 
ministrative hierarchy to decrease red tape. 

3. Since many health care delivery problems hinge on 
the patient-provider relationship, mental health staff can 


often assist health staff in learning how to deal with be- 
haviorally difficult patients. In turn, health staff can use 
their ongoing relationship with patients to facilitate ac- 
ceptance of mental health services when needed. 

4. The appreciation of emotional problems by general 
health staff and their use of consultation is facilitated by 
the frequent informal contacts between the health and 
mental health caregivers located under the same roof. 

The most commonly reported problem in integrating 
care within the health center was frustration in attemp:- 
ing to coordinate patient care when full-time health and 
menta] health staffs were not available. The part-time 
status of caregivers, dictated by fiscal limitations, often 
led to their being unavailable when needed for communi- 
cation, consultation, collaboration, or referral. It was 
seen as almost :mpossible to schedule regular inter- 
disciplinary meetings to include all part-time care prc- 
viders. Also, there was still a lack of basic understanding 
of mental health problems and treatment among some 
NHC staff. This was manifested in either an excessively 
broad definition by the general health staff of mental 
health problems, which fostered a “dumping” of difficult 
cases onto mental health staff and unrealistic ex- 
pectations on the part of the patients, or an excessively 
narrow definition of mental health problems, in which 
patients with serious mental illnesses were not referred 
for specific mental health treatment. 


External Linkages to Coordinate the Network of Mentai 
Health Services 


The mental health programs in NHCs also have 
multiple external linkages to community agencies and 
caregivers. The centers surveyed provide extensive men- 
tal health consultation to and collaboration with a variety 
of neighborhood caregivers, including public agencies 
and support systems, schools and child care facilities, rec- 
reational activities, psychiatric and social service 
agencies, and other medical caregivers. Because of the 
health center's health, mental health, and social service 
capabilities, the neighborhood mental health program 
was frequently found to have assumed the role of the 
focal coordinator of the neighborhood's caregiving agen- 
cies. 

However, the primary external linkage of neighbor- 
hood mental health programs was to the CMHC respon- 
sible for the catchment area in which the NHC operated. 
On the whole, we found that neighborhood mental health 
and community mental health programs complement 
rather than compete with each other to together provide 
a broad spectrum of effective mental health care. In gen- 
eral, the care spectrum has been divided in the following 
manner. The neighborhood health center programs pro- 
vide frontline ambulatory mental health care within the 
neighborhood that is geographically, culturally, and psy- 
chologically accessible to their patients. The association 
with general health increases opportunities for early de- 
tection, early therapeutic remediation, and preventive in- 
tervention. Most NHC mental health programs empha- 
size prevention, short-term therapy, hospitalization- 
preventive linkage with neighborhood resources and sup- 
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port systems, and long-term supportive aftercare. On the 
other hand, the CMHC programs provide those services 
which are best centralized and most specialized and ex- 
pensive, such as inpatient and day hospital treatment, 
specialty diagnostic procedures, much of the long-term 
intensive dynamic therapies, and addiction services. Pro- 
grammatically, the CMHCs also assist in such central- 
ized services as training, supervision, and program plan- 
ning and evaluation. It is important to note that neither 
the NHCs nor the CMHCs offer their services to the oth- 
er solely out of the goodness of their hearts. Rather, a 
quid pro quo has been negotiated in which the neighbor- 
hood center receives needed access to expensive backup 
and support services in return for its help in meeting the 
community mental health center's catchment area re- 
sponsibilities. 

Linkage between the two systems was facilitated by the 
frequent overlap of personnel working in both systems. 
Such personnel gain an understanding of the differential 
context and capabilities of the neighborhood and com- 
munity systems and can help to keep staff in each ap- 
prised of the other's activities. In some centers, specific li- 
aison workers were designated to help patients cross the 
boundaries between the two systems to receive the appro- 
priate type and level of care. Occasional conjoint staff 
meetings or teaching conferences facilitate the devel- 
opment of face-to-face professional relationships direct- 
ed toward collaborative work with jointly served patients. 
In addition, some neighborhood programs share a com- 
mon record system with their CMHC backup facility, 
while others have decreased barriers to rapid communi- 
cation and access to records of commonly served patients 
through courtesy staff appointments of neighborhood 
staff to the CMHC and vice versa. 


External Coordination: Advantages and Problems 


The collaborative arrangements of NHC mental 
health components and CMHC programs have produced 
a delivery network that can provide a broad range of 
treatment services with linkage mechanisms to promote 
continuity of care. It is a network that offers the potential 
patient multiple portals of entry into the mental health 
care system. It therefore provides the all too rare oppor- 
tunity for the nonrich patient to select his locus of treat- 
ment, either in his neighborhood by ethnically or racially 
familiar caregivers or at the less familiar but more anon- 
ymous community mental health system outside his im- 
mediate neighborhood. In addition, the frequent con- 
gruence of language, culture, and realm of experience of 
neighborhood mental health staff and their patients al- 
lows such staff to serve an important bridging function in 
helping neighborhood patients cross back and forth be- 
tween the neighborhood and community systems when 
necessary to receive needed services (7). 

Two major problems that arise in the linkages between 
the neighborhood programs and their community mental 
health partners are dual allegiances of staff and coordina- 
tion of services within the two separately organized sys- 
tems. Dual allegiances arise because many of the staff in 
neighborhood mental health programs get financial and/ 
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or academic-professional remuneration from the backup 
community mental health system, and the divided loyal- 
ties which result from this often cause personal and pro- 
fessional identity conflicts. To which system does the 
staff member owe his allegiance when the two systems 
compete for limited resources? Should he write or sup- 
port a grant request for trainees for the NHC or the 
CMHC when he knows that few will be granted? Should 
he do it for both systems and therefore compete with 
himself? To which system is the staff member account- 
able for what time and activities, and how does he re- 
spond to often unintegrated pressures from the dual lines 
of authority? If he is assigned on a part-time basis in both 
systems, how can he become an "insider" and feel truly 
integrated into either? 

At this stage in the development of the field, it is not 
surprising that difficulties also exist in coordination and 
clarification of responsibilities between the two systems 
in working with jointly served patients. A network with 
the strengths of multiple portals of entry and a sharing of 
responsibility for patient care also presents the possibility 
of duplication and fragmentation of care. Real or per- 
ceived patient dumping from one system to the other is a 
problem for some NHCs, especially those which have not 
carefully delineated in conjunction with their community 
mental health facility which types of patient problems are 
best treated in which system and what ongoing liaison 
mechanism will be necessary to facilitate this division of 
the shared labor and responsibility. 

Fiscal restrictions pose an additional linkage problem 
that affects the ability of neighborhood programs to meet 
requests for coordination, consultation, and collaborative 
services with both their community mental health part- 
ners and other neighborhood caregiving agencies. Such 
vital indirect services are currently not reimbursable by 
third-party payments, and community caregivers are of- 
ten unable to pay directly for such services through con- 
tracts or fees. It is to be hoped that public and private 
health insurers will rectify this regrettable gap in the near 
future. 


EVALUATION OF NEIGHBORHOOD MENTAL HEALTH 
PROGRAMS 


As a relatively new mental health delivery system com- 
peting for scarce resources, neighborhood mental health 
is challenged with the scientific and fiscal necessities of 
evaluating its precepts and programs as it develops. It has 
been proposed that evaluation efforts should utilize the 
collaborative expertise of neighborhood citizen-con- 
sumers and nonneighborhood professionals to examine 
the areas of delivery, coordination, and costs of services, 
and ultimately the impact of the delivery system on the 
total neighborhood (8, 9). Our study identified several is- 
sues and obstacles relevant to the evaluation of the neigh- 
borhood delivery system. 

A major obstacle to evaluation of services in such de- 
centralized delivery systems is the lack of a common data 
base for comparing programs. In the 19 centers studied, 
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basic quantifiable parameters of service, such as number 
of patients, patient encounters, and costs per patient, 
were recorded in different ways by different centers and 
often were based on different concepts and definitions. 
Therefore the development of a rudimentary common 
data base is the essential first step toward answering basic 
questions about the efficiency and cost effectiveness of 
neighborhood systems. The task force is currently plan- 
ning such a data base for its Boston centers to allow us to 
quantitatively examine relationships between specific or- 
ganizational models and the types and coordination of 
care provided. 

In costing out this system of care, the efficiency of the 
total health care system must be considered. It would not 
be surprising to find that coordinated health - mental 
health care will initially increase the mental health serv- 
ice provision costs above those of fragmented care (in 
which some needed services are never received and the 
long-range costs of disability, medical and/or psychiat- 
ric, are never accounted for). It is also quite likely that 
many patients unwilling or unable to go to free-standing 
psychiatric facilities may be “discovered” by the ex- 
cellent case finding of the general health caregivers and 
referred to their mental health colleagues in the health 
center, thereby increasing the number of mental health 
patients and the attributable mental health costs. If one 
goes beyond initial mental health costs, however, studies 
have demonstrated total health care cost savings through 
the decreased need for the use of general health services 
when mental health needs are met early in a conjoint 
health - mental health setting (10, 11). 

In addition, recent studies in our Boston area health 
centers have described the decreased cost of treating 
chronic schizophrenic patients in the NHC as compared 
with the state hospital (12) and the acceptability and ap- 
propriateness of less expensive indigenous personnel as 


clinical therapists in the neighborhood setting (7). The in- 
teresting questions concerning the ultimate impact of a 
neighborhood-run health and mental health delivery sys- 
tem on the organization and cohesion of the neighbor- 
hood itself will require longitudinal collaborative studies 
with basic social science professionals. 
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Psychiatry in Spain: Past and Present 


BY JOHN CHATEL, M.D., AND BARBARA JOE, M.A. 


The authors discuss the contributions and history of 
psychiatry in Spain on the basis of extensive literature 
review and on-site observations. The history of Spanish 
psychiatry is a rich one, including pioneering efforts in 
the establishment of mental institutions and a strong 
traditional alliance between psychiatry and literature. 
However, the authors ncte that Spanish psychiatrists 
today are less innovative than their counterparts in other 
countries. They emphasize the historical and cultural 
context of the discipline, with illustrations of the 
importance of the church, attitudes toward the family, 
and other sociocultural factors. 


AMERICAN PSYCHIATRISTS may be surprised to learn that 
Spain, the traditional stepchild of Europe and still con- 
sidered culturally backward and geographically remote, 
has in fact been an innovator in psychiatry, which is usu- 
ally regarded as the most modern of the healing arts. 
Spanish contributions to psychiatry have remained large- 
ly obscure because there has been no attempt, even in 
Spain, to analyze Spanish psychiatric experience in any 
systematic or even chronological way. This paper, based 
on firsthand review of voluminous Spanish-language 
source material along with on-site observation of psychi- 
atric institutions, represents an attempt to present a com- 
plete picture of Spanish psychiatric theory and practice. 


HISTORY AND BACKGROUND 


Since it is impossibie to do proper justice to the long 
and diverse history of psychiatry in Spain in the space of 
a single article, the highlights alone will have to suffice. 
According to records dated as early as 10,000 B.C., the 
ancient Iberians understood the tie between physical and 
emotional ills and worshipped a medical diety, En- 
dovélico, thought to have the power to cure sickness 
through dreams (1). 

In 705 B.C., the Iberian peninsula was overrun in the 
first of a series of foreign invasions—Greek, Roman, 
Gothic, and Arabic in succession—all of which were to 
leave their stamp on Spanish culture and, accordingly, on 
the development of psychiatry in Spain. An event of con- 
sequence to psychiatry and to the whole course of West- 
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ern history occurred during the Roman period. In 68 B.C. 
Julius Caesar, then only 32 years old, arrived in Cádiz as 
magistrate of the remote Iberian territory. According to 
accounts of the time, he had an oedipal dream that set 
him on his future path of conquest: according to the Ro- 
man biographer Gaius Suetonius Tranquillus, “He had 
dreamed of violating his mother, causing the soothsayers 
to conceive in him great hopes, interpreting this to him as 
an omen of dominion over the earth, so that the mother 
he subjected to his will would appear to him as none other 
than Earth, mother of us all” (2, translated by B.J.). An- 
other significant episode of the Roman period took place 
in 122 A.D., when the Emperor Hadrian was attacked in 
Tarragon by a deranged slave armed with a sword. To the 
surprise of the Emperor's attendants who had detained 
the man, he was ordered not to prison but to the care of 
physicians. 

The translation and application of Persian medical 
knowledge during the Arabic period (711-1492 A.D.) 
further advanced the cause of humanitarianism in the 
treatment of the psychiatrically ill (3). The first mental 
asylum in Europe, if not the world, was established in Va- 
lencia in 1409, just before the end of the Arabic era (4, p. 
116; 5, p. 565). Its founder, Father Jofré, was on his way 
to preach a Sunday sermon when he came upon some ruf- 
fians attacking a demented individual. That morning, he 
appealed to his parishioners for creation of a hospital “in 
which such innocent lunatics would be sheltered so they 
would not have to roam about the city threatening and 
attracting harm" (6, pp. 10, 11, translated by B.J.). Con- 
struction of the hospital was begun immediately with 
funds raised by Lorenzo Salom, a silk manufacturer and 
distinguished member of the Valencian yeomanry. Other 
asylums soon followed in other cities (7): Saragossa 
(1425), Seville and Valladolid (1436), Palma de Mallorca 
(1456), Toledo (1490), and Granada (1527). 

According to some authorities (6, 8) Spanish asylums 
continued to be the most advanced in the world for at 
least the next four centuries, especially in terms of occu- 
pational and recreational therapy. Religious orders also 
began to devote themselves increasingly to the care of the 
mentally ill. One such order, San Juan de Dios, founded 
in the early sixteenth century, established 79 hospitals for 
30,000 patients in Spain and its colonies in less than 100 
years (6, 8). 

In 1492, the Moors were expelled from Spain, America 
was discovered, and Juan Luis Vives was born in Valen- 
cia. He was, according to Zilboorg (5, p. 194), “not only 
the father of modern empirical psychology, but the true 
forerunner of the dynamic psychology of the twentieth 
century." A close friend and confidant of Henry VIII, 


Catherine of Aragon, and Thomas More, Vives spent his 
life writing tracts on education, religion, and, although he 
was not a physician, on psychology and psychiatry. He 
was an early partisan of the empirical method and might 
be more widely read today if he had not written exclusive- 
ly in Latin. 

The destruction of the Armada in 1588 marked the be- 
ginning of an era of decadence and repression ex- 
emplified by the persecution of Crypto-Jews and Basque 
witches (9). Except for Don Quixote (1605), original 
Spanish contributions to psychiatry were few between 
1600 and the beginning of this century, when José Maria 
Esquerdo began agitating for hospital reform and revi- 
sion of commitment laws and also pioneered the use of 
theatrical presentations in treating mental patients (1, p. 
1015). 

In a rare Spanish-American exchange, St. Elizabeths 
Hospital benefited from the services of two outstanding 
Spanish physicians, psychiatrist Nicolas Achücarro 
(1880-1918) and neurologist Gonzalo Rodrigues Lafora 
(1894— ) who worked in the pathology laboratory 
under William A. White between 1908 and 1913 (10, 11). 
Both were former students of Kraepelin in Germany and 
of Spanish histologist and Nobel Laureate Santiago 
Ramon y Cajal. A decade later, in 1923, Ortega y Gas- 
set’s Revista Occidental published Freud's complete 
works to that date, the first such extensive translation in 
any language. 

A modern Spanish contribution to psychiatry is "soph- 
rology," an eclectic discipline created in Madrid in 1960 
by Alfonso Caycedo. “‘Sophrology” essentially means 
"study of knowledge" and embraces a wide variety of 
methods, including hypnosis, meditation, and Eastern 
forms of dynamic relaxation (12). The first world confer- 
ence on sophrology, held in Barcelona in 1973, had 1,400 
participants from 42 countries, including the United 
States. 


PHILOSOPHICAL AND LITERARY INFLUENCES 


Two historic themes of Spanish psychiatry whose in- 
fluence is most evident today are the strong and contin- 
uing alliance between psychiatry and literature and the 
predominance of a phenomenological orientation. These 
two perhaps somewhat disparate aspects are particularly 
striking to an American observer because of their con- 
trast with our own psychiatric tradition. 

Spanish novelists have long concerned themselves with 
psychiatric themes, while physicians have freely ex- 
pressed themselves on literary subjects. In addition to 
Vives, other influential literary figures who may be better 
known because their works are available in English are 
Cervantes, Galdós, Ortega y Gasset, and Unamuno, all 
of whom concerned themselves with psychology and psy- 
chopathology. 

Practicing physicians have also enriched Spanish liter- 
ature through their writings on nonmedical subjects. 
Among psychiatrists, this literary bent includes even 
those of a somatic orientation. Juan José López-Ibor, the 
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foremost exponent of the strictly medical and phenome- 
nological approach to psychiatry in Spain today, is also a 
well-known commentator on cultural themes and regu- 
larly cites such authors as Ortega, Unamuno, and Sartre, 
even in his scientific works. 

Dr. López-Ibor is something of a phenomenon even 
among phenomenclogists. In addition to being a prolific 
writer, he is the proprietor of a number of private clinics 
and is in charge of the psychiatric service at Madrid's 
Complutense University, where he has served as profes- 
sor of medical psychology and psychiatry for many years. 
A past president of the World Psychiatric Association, 
with four sons who are also practicing psychiatrists and a 
daughter who is a psychologist, he is the patriarchal arch- 
etype of the strictly medical psychiatric approach. 

Another well-known Spanish psychiatrist and author is 
Lóis Asorey, who initiated shock treatment with “hista- 
minic shock" in 1930 before other similar methods nad 
been developed. In 1934, he founded a private treatment 
center where he still serves as director and is assisted by 
his two psychiatrist sons. 

López-Ibor and Asorey represent the predominantly 
somatic approach to psychiatry that rose to prominence 
before the Spanish Civil War (1936-1939) and then be- 
came the established orthodoxy after the flight of many 
psychodynamically oriented psychiatrists who had taken 
the loyalist side. Somatic psychiatrists in Spain have been 
heavily influenced by German sources, and many, like 
López-Ibor, received their training in Germany. The 
work of Husserl, the father of phenomenology, is often 
read in the original German by Spanish psychiatrists, and 
his basic concept of erlebnis has no exact translation oth- 
er than the Spanish vivencia, a neologism created by 
García Morente (an English approximation would be 
“life-world’’). Perhaps as a result of German influence, 
certain diagnoses relatively unfamiliar to American psy- 
chiatrists are regularly employed in Spain. An example is 
"involutional paraphrenia," the DSM-II equivalent of 
which is “‘involutional paranoid state" (13). ‘‘Para- 
phrenia" is also rigarously distinguished from both schiz- 
ophrenia and depression (14). 

Spanish somatic psychiatrists, not unlike many U.S. 
psychiatrists, rely heavily on psychotherapeutic drugs. 
Other somatic treatments, such as ECT and psycho- 
surgery, are rarely performed in public hospitals cur- 
rently, although they remain important therapeutic op- 
tions in some private clinics (15). López-Ibor (16), for 
instance, states that he has recommended 46 lobotomies 
in the past 3 years for obsessive patients. 

Although somatic approaches hold sway, the ranks of 
psychodynamic psychiatrists in Spain are growing. The 
first Spanish psychoanalyst, Angel Garma, began prac- 
ticing in 1932 only to find his career interrupted by the 
Civil War. Carlos Castilla del Pino, a 1945 medical 
school graduate, represents the postwar generation's 
challenge to the somatic approach. In spite of his many 
published books and articles on psychodynamic psychia- 
try, he has failed to obtain a sought-after full profes- 
sorship in a Spanish university. In an effort to overcome 
such professional discrimination, psychoanalysts orga- 
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nized the Spanish Psychoanalytic Association in 1953. 

According to a personal communication from a Span- 
ish physician, (17), as of 1967 only 2 or 3 percent of Span- 
ish psychiatrists were women, but among the tiny frater- 
nity of psychoanalysts, fully one-third are women. The 
percentage of women medical students is somewhat 
higher now than it has been, but many do not practice af- 
ter graduation, and the social climate for professional 
women remains unfavorable in Spain. 

If psychiatry can be said to be a combination of art and 
science, in Spain these aspects manifest themselves as art 
in the literary orientation of psychiatry and as science in 
the strictly somatic approach of most practitioners. The 
two are not considered incompatible in the Spanish set- 
ting. 


ORGANIZATION AND DELIVERY OF CARE 


As of 1974, there were approximately 45,000 physi- 
clans in Spain serving a population of 36 million, accord- 
ing to the information department of the Spanish Em- 
bassy. Even though the number of psychiatrists has 
doubled over the past 10 years, there are currently only 
1,307 psychiatrists (18). Hospital-based psychiatry is 
practiced in 149 establishments with a total of 42,000 
beds. Of this total, almost half are operated by provincia! 
authorities (equivalent to our states), over one-fourth are 
under the auspices of religious bodies, one-fifth are pri- 
vate clinics, and the remainder are under the direct juris- 
diction of the central government (18, 19). As is true in 
other countries, there 1s one psychiatry for the rich and 
another for the poor. Many private clinics are luxurious, 
while in the majority of public hospitals even basic physi- 
cal care is minimal (19), although this varies considerably 
since each province operates and finances its own hospi- 
tals. According to a physician in one provincial hospi- 
tal (20), for example, there is 1 psychiatrist for each 6.7 
patients in his facility, while in another facility the ratio is 
] to 600 (6, pp. 57, 97). 

According to one social worker (21), there are few so- 
cial workers and psychologists in Spain and they play a 
relatively minor role in mental health care. Their profes- 
sional status is not well recognized, they are poorly com- 
pensated, and they are not organized professionally. 
Most patient contact is provided by nurses and psychiat- 
ric aides, with the aides usually earning less than domes- 
tic servants (6, p. 209). It is thus not surprising, as an offi- 
cial publication observed, that “The scanty economic 
remuneration of some establishments has had the unfor- 
tunate result that except for a small number of individ- 
uals with genuine vocations and appropriate attributes, 
many positions of considerable responsibility are filled by 
persons who are not only untrained but actually unsuited 
for this type of work." (22, p. 32; translated by B.J.). 

Outpatient psychiatric care has not been fully accepted 
in Spain, and halfway houses and foster homes are not 
well developed. As of 1967, according to one Spanish 
physician (20), there were only 50 public outpatient clin- 
ics, most of them badly understaffed and serving primari- 
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ly as drug dispensaries. According to another physi- 
cian (17), in one public clinic 2 psychiatrists, 3 social 
Workers, and 6 assistants are attempting to treat 600 out- 
patients a month. Once a patient has been hospitalized, 
his reintegration into society is difficult (6, pp. 9, 10). 
However, according to two physicians (17, 23), hospital 
stays are becoming shorter, with more frequent read- 
missions, and more patients are being released on leave 
status. 

An area of treatment and community reintegration in 
which some Spanish facilities surpass those in the United 
States is work therapy. apparently first established in the 
fifteenth or sixteenth century soon after mental hospitals 
were founded. This ancient and enduring network of shel- 
tered workshops has provided many patients with suf- 
ficient income and skills to live independently outside the 
hospital. Workshops sell products commercially, are self- 
supporting financially, and sometimes operate indepen- 
dently of the hospital administration. 


IMPACT OF FAMILY AND CHURCH ON TREATMENT 


The two most venerable and inflexible Spanish cultural 
institutions are the family and the church. The family is 
strictly patriarchal. Spain is the country of origin of 
machismo and, although there are some signs of erosion, 
masculine domination still prevails in most areas of so- 
ciety. A woman lacks any independent rights unless she is 
legally separated from her husband, a procedure so ex- 
pensive and time-consuming as to be beyond the reach of 
all but the wealthy (20, 24). There is no divorce in Spain. 
Nevertheless, emigration, the gradual emancipation of 
women, the presence of 30 million tourists annually, for- 
eign films, and the growing desire of the intellectual com- 
munity to become “‘Europeanized” are clashing with and 
undermining traditional family values. 

As might be expected, the women who are said to be 
the most liberated in Spain are those completely outside 
the family structure, namely, prostitutes. According to 
López-Ibor (25), prostitution is an avenue of social mo- 
bility for poor country girls who, in starting a new life in 
the city, enjoy freedom from police harassment, have no 
need to rely on a pimp, and rarely become alcoholics, 
drug addicts, or lesbians (which López-Ibor considers to 
be the fate of their counterparts in other Western coun- 
tries). However, the double standard still holds for other 
Spanish women, with a slight relaxation beginning to oc- 
cur among the new generation and in university circles. 

Spanish psychiatrists are divided as to the positive ver- 
sus the negative influence of traditional family and sex 
roles on mental health. Somatic psychiatrists tend to 
view the patient's firm niche in the bosom of the author- 
itarian family and his traditional sex role as protective 
bulwarks of his identity. Psychiatric illness, like other 
biological maladies, is .considered subject to medical 
treatment, but the privacy of the family in strictly person- 
al matters is respected. The power of the family is such 
that even when a patient has voluntarily admitted himself 
to a mental hospital, the Spanish Civil Code prevents him 


from leaving against medical advice without his family’s 
approval. 

Psychodynamic psychiatrists hold the opposing view 
that the Spanish family structure may be suppressive 
rather than supportive of the ill person and that since the 
family may be the primary cause of the problems which 
led to the illness in the first place, its overprotectiveness 
can only exacerbate the patient’s condition. 

Although Spanish psychiatrists may differ in their 
evaluation of the family’s contribution to mental health, 
they are, regardless of persuasion, almost totally indiffer- 
ent or hostile to religion, even though Catholicism has 
been the state religion since the expulsion of the Moslems 
and the subsequent Inquisition, and the church still has 
close governmental ties, depending on the loyal (if not al- 
ways enthusiastic) adherence of a majority of the people. 
Until 1868, Protestants were not permitted in Spain, and 
even today, non-Catholic churches must register with the 
Ministry of Justice. 

There has always been an undercurrent of anticlerical 
feeling that has erupted from time to time, most violently 
during the Second Republic and the Civil War (26, p. 
277). The country has long been ideologically polarized 
between the majority of believers and a minority of athe- 
ists, with most physicians allied with the latter camp. Per- 
haps as a consequence, psychiatrists seem to have little 
interest in religion, even as a cultural phenomenon or an 
influence on mental health (17, 20, 22). 

Although religion is not an influential factor in the 
therapy of the psychiatrically ill, the church does make a 
major contribution to mental health by maintaining a siz- 
able number of psychiatric hospitals and by providing 
caretakers through its religious orders. According to An- 
gel de Lera, a contemporary author who chronicled his 
recent pilgrimage through 20 Spanish asylums, 


The monastic mentality with all its implications, since in- 
deed the conduct of nuns is worthy of respect and praise due 
to its components of personal sacrifice, suffers, in turn, from 
inherent limitations: an incomplete view of life, childishness, 
fanaticism, formal concepts of discipline and order. Their 
calling is usually not quite the same as that of nurses, since 
the reason they dedicate themselves voluntarily to the oner- 
ous duties of the asylum is to fulfill the goal of achieving mer- 
it in Heaven. They go there seeking God and although they 
consider the patient a brother, the latter represents for them 
primarily an instrument of purification and perfection: a 
means, not an end. They are in the asylum, not for profes- 
sional self-realization, but for spiritual enrichment. This is 
why they are better servants and helpers than therapists. Nev- 
ertheless, they are useful, I would even say extremely useful 
and very virtuous, but only to the extent that they do not 
make the asylum an annex of the convent because, in that 
case, they encourage adjustment to a false world, unrealistic, 
different from that which produced the patients and to which 
they must return. (6, p. 20; translated by B.J.) 


ALIENATION AND THE GROWTH OF ALCOHOLISM 


Many Spanish psychiatrists feel that the most salient 
and ominous mental health problem in Spain today is the 
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accelerating incidence of alcoholism (27, 28). Although 
the exact dimensions of the problem are masked by in- 
adequate statistics, fairly clear inferences can be drawn 
both from mortality figures based on postalcoholic cir- 
rhosis, which tripled between 1952 and 1960, and from 
the rate of hospital admissions for alcoholism, which 
doubled during the same period (27, 28). Anecdotal re- 
ports from provincial hospital administrators indicate 
that hospital admissions for alcoholism among male 
patients are running as high as 60 percent, with rates for 
women much lower but rising rapidly. 

Even though precise figures are lacking, there seems to 
be a general consensus that the incidence of alcoholism 
has climbed mest dramatically among the economically 
disadvantaged, largely because they are most subject to 
job migration within and outside Spain. Like other 
Southern European countries, Spain provides a tempo- 
rary labor pool for nations to the north. In addition, there 
is considerable internal migration of workers from the 
poorer southern and central regions to some of the more 
developed northern parts of the country. This dis- 
placement leads not only to family disintegration but to 
cultural marginality, since Galicia, Catalonia, and the 
Basque provinces each has a separate language and cul- 
ture, all of which are quite distinct from those in the rest 
of Spain. Some residents of these areas may speak little 
or no Spanish, while the newcomers almost never speak 
Galician, Catalonian, or Basque, a situation that may 
create feelings of cultural isolation for southern migrants 
and lead to difficulties in psychiatric treatment due to the 
inability of patients and staff to communicate easily. 

Feelings of isolation are not confined solely to mi- 
grants. À growing sense of alienation pervades all levels 
of society. Psychoanalyst Carlos Castilla del Pino ob- 
served, | 


The rising level cf competition requires the fragmentation 
and, eventually, the dispersal of the group. Competition im- 
plies isolation. Competitors can live together, but there is no 
feeling of community. Not only do the number of conflicts in- 
crease, but conflict with others becomes *'internalized." No 
visible bastion remains ... anomie has been tied in directly 
with the economic development of society, and this is impor- 
tant to recognize if the aim is to build a society with a high 
standard of living and well-being which, at the same time, 
does not involve a high degree of self-destructiveness. There 
is personal fall-out in terms of direct self-destruction (in- 
crease in suicides) and of indirect forms (growth of alcohol- 
ism and drug addiction, neuroticism in the population, collec- 
tive anti-social acts, etc.). (29, pp. 208, 209; translated by 
B.J.) 


The effects of stripping the individual of the protec- 
tions of group membership are evident not only in alco- 
holism rates but also in the growth in drug abuse over the 
past decade (27, 28). Some Spaniards blame the itinerent 
Americans—10,000 in Madrid alone and many more in 
coastal areas—for both the expanding drug traffic and 
for pernicious influences on the sexual standards of Span- 
ish youth (25). 

Spain is currently manifesting, through rising alcohol- 
ism and growing anomie, some of the strains of a people 
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in transition. Spaniards are abandoning their past, but 
they have not yet embraced a future. 


CONCLUSIONS 


The prominent names in Spanish psychiatry from 
Vives on may well be unfamiliar to American readers. 
These names represent a rich psychiatric tradition, the 
impact of which has often gone unrecognized. However, 
appreciation of the remarkable contributions of the past 
should not obscure the fact that Spanish psychiatrists 
today are generally more cautious than innovative. Ques- 
tions about traditional illness labels, concern for patient 
rights, and challenges to the concept of mental illness per 
se have not been given serious attention in Spain. Except 
for the nucleus that has provided leadership in the devel- 
opment of sophrology, Spanish psychiatrists have been 
hesitant to adopt or even explore various techniques in 
vogue in the United States, such as behavior modifi- 
cation, transactional analysis, biofeedback, and encoun- 
ter. Spanish psychiatrists, like Spaniards in general, do 
not enthusiastically endorse change, and they tend to be 
more suspicious of innovation than Americans are. The 
Spanish ‘experience demonstrates that while psychiatry, 
like other branches of medicine, attempts to transcend 
national boundaries, it is still a discipline practiced within 
a particular cultural and historical context. 
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TOPICAL PAPERS: Diagnosis 


Clinical Criteria for Psychiatric Diagnosis and DSM-III 


BY ROBERT L. SPITZER, M.D., JEAN ENDICOTT, PH.D., AND ELI ROBINS, M.D. 


The authors identify the differences in formal inclusion 
and exclusion criteria used to classify patient data into 
diagnoses as the largest source of diagnostic unreliability 
in psychiatry. They describe the efforts that have been 
made to reduce these differences, particularly the 
specified criteria approach to defining diagnostic 
categories, which was developed for research purposes. 
On the basis of studies showing that the use of specified 
criteria increases the reliability of diagnostic judgments, 
they suggest that including such criteria in the next 
edition of APA’s Diagnostic and Statistical Manual of 
Mental Disorders (DSM-III) would improve the 
reliability and validity of routine psychiatric diagnosis. 


TRADITIONAL PSYCHIATRIC DIAGNOSIS has been, and is, 
attacked on many grounds: the lack of relevance of the 
medical model to psychiatric problems; the use of 
multiple and often overlapping bases for sub- 
classification; and the limited value of psychiatric diag- 
nosis for treatment assignment, prediction of outcome, 
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understanding of etiology, and even phenomenological 
description. 

Perhaps the most telling criticism, and one for which 
ample data rather than rhetoric are available, has to do 
with the well-known generally low degree of reliability of 
current psychiatric diagnostic practice (1). The validity, 
i.e., the usefulness, of a classification system is limited by 
its reliability. Therefore, to the extent that a classification 
system of psychiatric disorders is unreliable, a limit is 
placed on its validity for any clinical research or adminis- 
trative use. 


SOURCES OF UNRELIABILITY 


The sources of unreliability that lead to disagreement 
among clinicians on psychiatric diagnosis can be divided 
into categories that are referred to technically as sources 
of variance: 


Subject variance. This occurs when patients actually 
have different conditions at different times. For example, 
a patient may have acute alcohol intoxication on admis- 
sion to a hospital but develop delirium tremens several 
days later. 


Occasion variance. This occurs when patients are in 
different stages of the same condition at different times. 
An example would be a patient with bipolar disorder who 
was depressed during one period of illness and manic dur- 
ing another. 

Information variance. This occurs when clinicians have 
different sources of information about their patients. For 
example, one clinician may speak with the patient's fam- 
ily while another does not, or one clinician may regularly 
question patients about areas of functioning and symp- 
toms about which another does not. 


The papers in this section are grouped around a specific topic. Publication here does not, however, imply that the 
Editor considers this material to constitute a comprehensive analysis of the topic. 


Am J Psychiatry 132:11, November 1975 1187 


CLINICAL CRITERIA AND DSM-III 


Observation variance. This occurs when clinicians 
presented with the same stimuli differ in what they notice. 
Examples would be disagreements as to whether or not a 
patient is tearful, is difficult to follow, or describes hallu- 
cinatory experiences. 

Criterion variance. This occurs when there are differ- 
ences in the formal inclusion and exclusion criteria that 
clinicians use to summarize patient data into psychiatric 
diagnoses. Àn example would be disagreements as to 
whether or not formal thought disorder is necessary for 
the diagnosis of schizophrenia or precludes a diagnosis of 
affective disorder. 

Diagnostic disagreements due to subject and occasion 
variance reflect true facts and should not be ignored. In- 
formation variance can be reduced by training personnel 
in interviewing techniques and observational skills and 
by creating optimal conditions for obtaining all relevant 
data. Research attempts to reduce information variance 
have led to the development of structured clinical inter- 
views that reduce the portion of variance caused by dif- 
fering interviewing styles and coverage (2) However, 
studies of the sources of diagnostic unreliability have 
shown that subject, occasion, and information variance 
account for only a small portion of diagnostic unreliabili- 
ty; the largest source by far is criterion variance (3). 
Therefore, improvement in diagnostic reliability is pri- 
marily dependent on reducing criterion variance as a 
source of unreliability. 


INITIAL ATTEMPTS TO REDUCE CRITERION VARIANCE 


Attempts to reduce unreliability due to varying diag- 
nostic criteria have taken several forms. Until the 1950s a 
clinician seeking guidance on the criteria for a given diag- 
nosis was dependent on textbooks and individual articles 
in which typical cases were described and the author's 
own conception of the illness was explicated. Because 
widely divergent conceptions were presented, even ex- 
tending to the names of the conditions, a giant step for- 
ward was taken in 1952 with the publication by the 
American Psychiatric Association of the first Diagnostic 
and Statistical Manual of Mental Disorders ( DSM-I). It 
contained standardized names, codes, and general guide- 
lines for differential diagnosis according to descriptions 
of the major clinical features of each condition. The same 


approach, with substantial improvements, was used in 


subsequent glossaries: DSM-II, published in 1968 by 
APA; the World Health Organization's glossary of men- 
tal disorders for use with the eighth revision of the Inter- 
national Classification of Diseases (IC D-8) (4, 5); and the 
forthcoming glossary to accompany the ninth revision of 
ICD, which will go into effect in 1978. 

There are a number of reasons why the approach taken 
thus far in these glossaries is inadequate for achieving 
high reliability. The clinician is forced to rely heavily on 
his own concepts of the diagnostic categories because 
there are no formal definitions offered for most of them: 
features that are invariably present in the disorder are of- 
ten not clearly distinguished from features that are com- 
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monly but not invariably present. In addition, there is of- 
ten no clear indication of which features distinguish a 
particular condition from similar conditions. There are 
usually few, if any, guidelines as to which diagnoses are 
mutually exclusive or which should be joint diagnoses to 
help the clinician faced with a patient with clinical fea- 
tures suggesting two different conditions. Sometimes the 
classification forces the clinician to choose between com- 
peting classificatory principles without a rule as to which 
takes precedence. Frequently a classificatory principle is 
a function of tradition or of some hypothesized causal 
factor with little research evidence to support its validity. 
Finally, even when concepts are clearly presented, there 
are no operational rules that the clinician can apply to a 
given case to determine whether or not the criteria of a 
particular diagnostic category have been met. 

Some of the lack of clarity in the definitions provided 
by the standard glossaries has been deliberate because the 
glossaries were designed for general use. To gain accept- 
ance by groups with widely divergent views, clear rules 
that reflect a particular point of view were avoided be- 
cause they would have been unacceptable to some groups. 


RESEARCH EFFORTS TO STANDARDIZE DIAGNOSTIC 
CRITERIA 


The inadequacies of the standard glossaries have been 
most apparent to research investigators because of their 
need to identify relatively homogeneous groups for study. 
Researchers therefore began to develop their own explicit 
criteria and classification schemes; these often had little 
resemblance to the standard nomenclature. The group as- 
sociated with the department of psychiatry at Washing- 
ton University School of Medicine in St. Louis, Mo., is 
unique in having developed specific operational criteria 
for a large number of diagnostic categories. Their ap- 
proach involves the use of specific inclusion and exclusion 
criteria for each diagnosis. The clinician is required to use 
these criteria regardless of his own personal concept of 
the disorder.' With this approach, the clinician’s task is 
twofold: to determine the presence or absence of specific 
clinical phenomena and then to apply the comprehensive 
rules provided for making the diagnosis. 

The criteria associated with the St. Louis group are of- 
ten referred to as the “‘Feighner criteria" because Feigh- 
ner was the senior author of a paper summarizing their 
criteria for 15 conditions (6). These conditions were cho- 
sen because, in the view of the St. Louis group, they were 
the diagnostic conditions for which there was the most 
evidence of validity in terms of clear clinical descriptions, 
consistency over time, and, for some of the conditions, in- 
creased familial incidence. 

As part of a collaborative project on the psychobiology 


"This approach has been referred to by several eminent observers as the 
"Chinese menu" approach to psychiatric diagnosis. These observers to- 
tally ignore the fact that the usual Chinese menu is in columns (“two 
from Column A and one from Column B"), whereas the diagnostic 
symptoms in this approach are presented in rows. 


———— RET aE N ur 


of the depressive disorders sponsored by the Clinical Re- 
search Branch of NIMH, we have developed, with the as- 
sistance of the other participants in the project, a set of 
diagnostic criteria for a selected group of functional dis- 
orders (7). This set of criteria is called the Research 
Diagnostic Criteria (RDC). The RDC is an elaboration, 
expansion, and modification of the specified criteria de- 
veloped by the St. Louis group. In developing the RDC, 
many diagnoses were added, including schizo-affective 
disorders, some personality disorders, and a number of 
other specific symptom disorders, resulting in 25 diagnos- 
tic categories. In addition, many different non-mutually- 
exclusive ways of subcategorizing some of the more im- 
portant groups, such as the major depressive disorders, 
were included. The concept of schizophrenia, which is 
limited to chronic forms in the St. Louis criteria, was ex- 
panded to include acute forms and subtyped on two axes: 
clinical phenomenology and course. 

So that the reader can contrast the approach taken by 
DS M-II and that taken by RDC, a single category from 
each system is shown below. The DSM-II category of 
manic-depressive illness, depressed type, was chosen be- 
cause, despite its limitations, it is the depressive disorder 
in DSM-II that is described most fully. (The RDC cate- 
gory of major depressive disorder is not identical to 
DSM-IPs manic-depressive illness, depressed type, in 
that major depressive disorder includes the DSM-H cate- 
gories of psychotic depressive reaction, involutional mel- 
ancholia, and severe forms of neurotic depression.) 


DSM-II Description of a Diagnostic Category 
Manic-depressive illnesses 


These disorders are marked by severe mood swings and a ten- 
dency to remission and recurrence. Patients may be given this 
diagnosis in the absence of a previous history of affective psy- 
chosis if there is no obvious precipitating event. This disorder 
is divided into three major subtypes: manic type, depressed 
type, and circular type 


296.2 Manic-depressive illness, depressed type 


This disorder consists exclusively of depressive episodes. 
These episodes are characterized by severely depressed mood 
and by mental and motor retardation progressing occasion- 
ally to stupor. Uneasiness, apprehension, perplexity and agi- 
tation may also be present. When illusions, hallucinations, 
and delusions (usually of guilt or of hypochondriacal or para- 
noid ideas) occur, they are attributable to the dominant mood 
disorder. Because it is a primary mood disorder, this psycho- 
sis differs from the Psychotic depressive reaction, which is 
more easily attributable to precipitating stress. Cases in- 
completely labelled as “psychotic depression” should be clas- 
sified here rather than under Psychotic depressive reaction. 
(pp. 36, 37) 


RDC Description of a Diagnostic Category 
Major Depressive Disorder 


This category is for episodes of illness in which a major 
feature of the clinical picture is dysphoric mood accompanied 
by the depressive syndrome. This category is distinguished 
from less severe disturbances of mood which are not accom- 
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panied by the full syndrome and which in this classification 
are called Minor Depressive Disorder. This category should 
also be used for mixed states, in which manic and depressive 
features occur together, or when a patient cycles from a peri- 
od of mania to a period of depression, or the reverse. 

A. Dysphoric mood characterized by symptoms such as the 
following: depressed, sad, blue, hopeless, low, down in the 
dumps, ‘‘don’t care any more,” irritable, worried. The mood 
disturbance must be prominent and relatively persistent but 
not necessarily the most dominant symptom. It does not in- 
clude momentary shifts from one dysphoric mood to another 
dysphoric mood, e.g., anxiety to depression to anger, such as 
are seen in states of acute psychotic turmoil. 

B. At least five of the following symptoms are required ta 
have appeared as part of the episode for definite and four for 
probable: 

(1) Poor appetite or weight loss or increased appetite or 
weight gain (change of | lb. a week over several weeks 
or 10 lbs. a vear when not dieting). 

(2) Sleep difficulty or sleeping too much. 

(3) Loss of energy, fatigability, or tiredness. 

(4) Psychomotor agitation or retardation (but not mere 
subjective feeling of restlessness or being slowed 
down). 

(5) Loss of interest or pleasure in usual activities, or de- 
crease in sexual drive (do not include if limited to a pe- 
riod when delusional or hallucinating). 

(6) Feelings of self-reproach or excessive or inappropriate 
guilt (either may be delusional). 

(7) Complaints or evidence of diminished ability to think 
or concentrzte, such as slow thinking or indecisiveness 
(do not include if associated with formal thought dis- 
order). 

(8) Recurrent thoughts of death or suicide, or any suicidal 
behavior. 

C. Dysphoric features of illness lasting at least one week. 
Definite if lasted more than two weeks, probable if one to two 
weeks. 

D. Sought or was referred for help from someone during the 
dysphoric period or had impaired functioning socially, with 
familv, at home, or at work. 

E. None of the following which suggests Schizophrenia is 
present: 

(1) Delusions of control or thought broadcasting, in- 
sertion, or withdrawal (as defined in this manual). 

(2) Hallucinations of any type throughout the day for sev- 
eral days or intermittently throughout a one week peri- 
od unless all of the content is clearly related to depres- 
sion or elation. 

(3) Auditory hailucinations in which either a voice keeps 
up a running commentary on the patient's behaviors or 
thoughts as they occur, or two or more voices converse . 
with each other. 

(4) At some time during the period of illness had delusions 
or hallucinations for more than one month in the ab- 
sence of prominent affective (manic or depressive) 
symptoms (although typical depressive delusions, such 
as delusions of guilt, sin, poverty, nihilism, or self- 
deprecation or hallucinations of similar content are 
permitted). 

(5) Preoccupaticn with a delusion or hallucination to the 
relative exclusion of other symptoms or concerns (oth- 
er than delusions of guilt, sin, poverty, nihilism, or self- 
deprecation or hallucinations with similar coatent). 

(6) Definite instances of formal thought disorder (as de- 
fined in this manual). 
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Discussion 

It is apparent that the DSM-II description of a de- 
pressive illness has many of the inadequacies mentioned 
above. For example, is severely depressed mood as such 
required or, as in the RDC definition, are other forms of 
dysphoric mood sufficient? The DSM-II definition sug- 
gests that both mental and motor retardation are always 
present, whereas the RDC explicitly indicates that these 
signs are not invariably present but are among a number 
of symptoms that comprise the depressive syndrome. The 
DS M-II reference to psychotic symptoms as “attribut- 
able to the dominant mood disorder" perpetuates a com- 
mon textbook distinction but gives no guidelines as to 
how to make such a determination. In contrast, after we 
found that it was extremely difficult to get reliable judg- 
ments of this concept, it was dropped from the RDC, and 
specific items involving other, more reliably judged char- 
acteristics of delusions, hallucinations, and formal 
thought disorder are used for the differential diagnoses of 
schizo-affective disorder and major depressive disorder. 

Ideally the specific inclusion and exclusion criteria in 
this approach should be based on good research evidence 
showing that the criteria chosen have maximal usefulness 
for such diagnostic purposes as predicting outcome, re- 
sponse to treatment, familial association, etc. Many of 
the specific criteria used in the RDC have some research 
evidence supporting their validity (8-22). On the other 
hand, many of the criteria are presented only as an initial 
attempt to operationalize concepts whose importance for 
diagnosis is based on a considerable amount of clinical 
wisdom. If future research shows that some of the criteria 
have limited or no usefulness, they will have to be revised. 
Some traditional clinical concepts considered important 
for differential diagnosis, such as inappropriateness of af- 
fect, are not used in the RDC because it is difficult to de- 
fine such concepts in a manner that results in high reli- 
ability and because they rarely appear in the absence of 
other, more easily defined criteria. 

An important consequence of the specified criteria ap- 
proach to psychiatric diagnosis is that some patients with 
obvious psychiatric disturbance will not meet the criteria 
for any of the specific categories. Thus there is a need for 
a category of "other psychiatric disorder." (In an in- 
patient group this category is needed for approximately 5 
percent of the cases.) Another consequence of this ap- 
proach is that the direction of error is toward avoiding 
false positives and possibly increasing false negatives; 
that is, patients may be incorrectly diagnosed as having 
other psychiatric disorder when the correct diagnosis is 
actually one of the specific categories. This is in marked 
contrast to the traditional approach, exemplified by the 
standard glossaries, in which the diagnostician is encour- 
aged to select the diagnostic category that the patient 
most resembles and discouraged from using such cate- 
gories as “diagnosis deferred" or "nonspecific condi- 
tion." The traditional approach increases false positives; 
that is, some patients are incorrectly identified as fitting 
specific categories when they actually should be diag- 
nosed in a manner that acknowledges a lack of diagnostic 
certainty. 
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The potential costs or consequences associated with a 
false-positive diagnosis are generally greater than those 
associated with a false-negative diagnosis. A false-posi- 
tive diagnosis may lead to a wrong course of treatment 
that is expensive or potentially toxic. On the other hand, 
a false-negative diagnosis usually results in only a delay 
of indicated treatment. Since most psychiatric conditions 
are not lethal, this cost is usually minor. 


RELIABILITY OF SPECIFIED CRITERIA 


There is evidence that the use of the kind of operation- 
ally defined criteria discussed here greatly increases the 
reliability of diagnostic judgments. In a previous pa- 
per (23) we reported a study in which pairs of raters eval- 
uated the case records of a group of 120 psychiatric in- 
patients. Some of the pairs of raters used the DSM-H 
categories, and others used the RDC. For all of the diag- 
nostic groups, the reliability of ratings made using the 
RDC was consistently higher than the reliability of those 
using DSM-II. In addition, the reliabilities of the RDC 
categories of schizopkrenia and affective illness were 
higher than have been reported in other diagnostic stud- 
ies of this kind (1). 

In a more recent study, 68 newly admitted inpatients at 
the New York State Psychiatric Institute were inter- 
viewed by pairs of clinicians. One clinician conducted a 
diagnostic interview, and both made independent diag- 
noses using the RDC. The kappa coefficients of agree- 
ment for the diagnoses made by at least one of the clini- 
cians are shown in appendix 1. The values are generally 
higher than those usuaily reported in studies of this kind. 
The only two excepticns are minor depressive disorder 
and depressive personality, categories that are rarely ap- 
plicable to inpatients. Since that study, further refine- 
ments in the criteria have been made with the expectation 
that for some categories the reliability may increase. 


DSM-III 


The diagnostic criteria used in the RDC were devel- 
oped for research purposes. However, the apparent ad- 
vantages of this approach have led to a decision by the 
APA Task Force on Nomenclature and Statistics to rec- 
ommend that some form of suggested specific criteria for 
most of the diagnostic categories be included in the third 
edition of APA’s Diagnostic and Statistical Manual of 
Mental Disorders {DSM-III}, which is expected to go 
into effect in 1978. These operational criteria would be 
listed under the heading “Suggested Criteria." They 
would not replace but merely supplement the narrative 
definitions of the diagnostic categories. (The narrative 
definitions in DSM-III will be much more elaborate than 
those in DSM-I and DSM-II. The essential clinical fea- 
tures will be clearly distinguished from commonly asso- 
ciated features, and important differential diagnostic 





considerations will be specified for all categories. In addi- 
tion, information on age at onset, course, prevalence, sex 
ratio, familial incidence, predisposing factors, com- 
plications, and the usual level of incapacity will be speci- 
fied when these data are available. 

The suggested criteria in DSM-III would not be identi- 
cal to those in the RDC. Because of the researcher’s 
needs to identify relatively homogeneous subgroups and 
to reduce the number of false positives, the RDC often in- 
cludes more stringent criteria than would be appropriate 
for DSM-III, which must be useful for general clinical as 
well as for research purposes. An example of a more 
stringent criterion is a duration of “at least two weeks" 
for the RDC category of major depressive illness. Anoth- 
er difference between the RDC and the suggested opera- 
tional criteria of DSM-III is the provision within the 
RDC for indicating whether the diagnosis is considered 
definite or probable. There would be no such provision in 
DSM-III. Thus, as a result of modifications that would 
make the DSM-III suggested criteria less stringent, 
fewer patients in DSM-III would be categorized as hav- 
ing other psychiatric disorder. 

Just as the criteria of the RDC categories have been 
modified as a result of a series of studies and responses 
from interested colleagues, so should the operational cri- 
teria for DSM-III categories undergo extensive review 
and revision before a recommendation that they be in- 
cluded in DSM-III. 


POSSIBLE EFFECTS OF INCLUDING SPECIFIED 
CRITERIA IN DSM-III 


What are the likely effects of including suggested speci- 
fied diagnostic criteria in the next edition of the official 
nomenclature of the American Psychiatric Association? 
Obviously, as exponents of such an approach, we may not 
fully appreciate all of the potential negative effects. How- 
ever, we will attempt to discuss some of the possible ob- 
jections to this approach as well as our own view of the 
likely positive effects. ) 

Would inclusion of such criteria in an official glossary 
result in premature closure regarding a variety of diag- 
nostic issues for which there is insufficient evidence? 
Would this then discourage research to discover other 
and perhaps more valid ways of subclassifying psychiat- 
ric disorders? For example, the criteria that would be of- 
fered in DSM-III for separating affective disorders from 
schizophrenia are based on preliminary and admittedly 
inadequate research evidence. It would be unfortunate if 
the inclusion of these criteria gave the impression that the 
problem of the differential diagnosis of affective dis- 
orders and schizophrenia had been solved. 

Premature closure can be avoided only by the recogni- 
tion that any classification system and its criteria should 
be regarded with varying degrees of tentativeness and 
should be subject to continued revision according to new 
knowledge. We believe that the specified criteria would 
facilitate rather than discourage future research because 
they would provide explicit definitions for the categories, 
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which would enable investigators to better study the com- 
parative validity of alternative criteria. Up to now, this 
kind of research has been extremely difficult and has led 
to conflicting results. For example, the burgeoning and 
confusing literature on schizo-affective schizophrenia 1s 
largely a result of the lack of agreement as to how to de- 
fine this condition or group of conditions (24-26). Per- 
haps the true value of the suggested criteria will be dem- 
onstrated not by how long they remain unchanged but by 
the rapidity with which they facilitate research that re- 
sults in their modification and improvement. 

Would this approach assure reliability but decrezse va- 
lidity? The assumption behind this concern is that many 
patients with a given condition may not display symp- 
toms fulfilling tae specific criteria listed or that, con- 
versely, many who do have such symptoms will have 
them on the basis of another disorder. To the extent that 
this is the case, there may be reliability among observers 
but misclassification and therefore no validity. This fur- 
ther assumes that an experienced clinician would avoid 
such errors because he would take into account the entire 
clinical picture and history and would not be misled by 
the seeming diagnostic relevance of a given symptom or 
set of symptoms. If both of these assumptions are ccr- 
rect, all clinicians would be brought to a level of medi- 
ocrity by improving the diagnostic skills of the in- 
competent and restricting the full use of the skills of the 
superior diagnostician. 

It is importan: to realize that the use of specified cri- 
teria does not eliminate clinical judgment. The proper use 
of such criteria requires a considerable amount of clinical 
experience and knowledge of psychopathology because 
the criteria involve clinical concepts rather than a mere 
enumeration of complaints or observations of atomistic 
behaviors. The degree to which an experienced clinician 
would feel restricted by these criteria is unknown, as is 
the degree to which diagnoses made without the criteria 
would differ from those made with them. In any case, the 
criteria that may be listed in DSM-III would be “‘sug- 
gested" only, and any clinician would be free to use them 
or ignore them as he saw fit. 

We believe that the inclusion of specified criteria would 
improve the training of psychiatric residents and other 
mental health professionals as well as improve communi- 
cations among them. Our experience with psychiatric 
residents and psychology interns has shown that specified 
criteria sharpen and focus many discussions of differ- 
ential diagnosis. When there are disagreements, which is 
often, the nature of the disagreement, that is, the presence 
or absence of a clinical feature or the criteria used in 
making a diagnosis, is known. The use of such criteria 
also forces clinicians to share their definitions of clinical 
terms and concepts, overcoming the tendency to be idio- 
syncratic. 

We believe that the major potential beneficial effect of 
including specified diagnostic criteria in DSM-III would 
be to improve the reliability and validity of routine psv- 
chiatric diagnosis. This in turn should improve the value 
of the standard nomenclature for all of its many uses— 
clinical, research, and administrative. 
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A Comprehensive Approach to Psychiatric Diagnosis 


BY JOHN S. STRAUSS, M.D. 


The author discusses problems of the typological 
diagnostic system currently used in psychiatry, which 
focuses primarily on symptoms in classifying psychiatric 
disorders. He describes a comprehensive diagnostic 
system that would involve routine evaluation of five 
patient characteristics: symptoms, circumstances 
associated with symptoms, previous duration and course 
of illness, quality of personal relationships, and level of 
work function. He suggests that such a multivariable 
approach to psychiatric diagnosis can provide valuable 
information about the patient to clinicians, researchers, 
and other mental health workers. 


A PSYCHIATRIC DIAGNOSIS should provide a maximum of 
useful information for identifying and dealing with a 
patient's psychiatric condition. It should imply a descrip- 
tion of the patient's main characteristics and indicate as 
fully as possible the etiology and prognosis of his disorder 
and his treatment needs. 

In constructing a diagnostic system for psychiatry, es- 
tablished knowledge about psychiatric disorders must be 
used to define principles for selecting and organizing the 
diverse kinds of information available about patients. 
Three fundamental approaches to psychiatric diagnosis 
have been used (1). 

The typological approach uses data to define types of 
disorders, for example schizophrenia, depressive neuro- 
sis, or antisocial personality. This approach assumes that 
the major clinical variables form distinctive patterns that 
constitute qualitatively discrete disorders. A different 
label is given to each of these patterns. For example, a 
common conception of the diagnostic category “‘schizo- 
phrenia" defines this disorder as a pattern including at 
least three variables: symptoms (characteristic delusions 
and hallucinations), course (chronic), and social function- 
ing (at a low level). 

If it is found that there are frequent variations from a 
given pattern, for example, if there are patients who have 
characteristic symptoms but not the other features of a 
disorder, then the diagnostic system must be adjusted. An 
additional category (e.g., “schizophreniform psychosis” 
[2]) might be described, or the conception of the basic 
diagnostic pattern could be changed. 
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Another approach to constructing a diagnostic system 
uses dimensions rather than discrete categories to classify 
patients. In the field of mental health, this approach has 
most frequently been employed by psychologists, using 
instruments like the Minnesota Multiphasic Personal:ty 
Inventory (MMPI), to score individuals on each of sev- 
eral dimensions, such as depression, hysteria, and para- 
noia. In a dimensional diagnostic system, patients are 
classified in terms of profiles across the dimensions rather 
than as members of specific diagnostic groups. Dimen- 
sional systems usually require formal rating scales and 
tend to be complex. Perhaps for these reasons, they have 
not been accepted as a basis for official diagnostic sys- 
tems in psychiatry. 

A third approach to diagnosis combines the typologi- 
cal and dimensicnal approaches. Many attempts at such 
mixed models have been made (3, 4). In one system (4), 
patients are assigned first to a category (e.g., schizophre- 
nia) and then located on a dimension, such as anxiety, 
within the category. Mixed diagnostic models have been 
of limited value for constructing complete diagnostic sys- 
tems because they tend to be complex or to cover only a 
smal! subgroup of psychiatric problems. 


PROBLEMS OF THE TYPOLOGICAL APPROACH 


The typological approach is the model currently ac- 
cepted for systems of psychiatric diagnosis reflected in cf- 
ficial manuals such as the American Psychiatric Associa- 
tion’s DSM-II (5) and the World Health Organization's 
ICD-$ (6). Although these systems provide important ad- 
vances over earlier approaches, they fail to incorporate 
much of the information now available about the impor- 
tance of and relationships among several crucial patient 
variables (7-10). Three major shortcomings of these ty- 
pological diagnostic systems are especially important. 

|. The basic structure of typological systems reflects 
the assumption that restricting diagnosis to defining 
types of disorder is the best way to communicate the 
most important features of the conditions being diag- 
nosed. This assumption would hold only in two circum- 
stances. First, it would be true if only one variable were 
crucial for diagnosis (e.g., if characteristic symptoms of 
schizophrenia were sufficient for a diagnosis that would 
validly imply other key variables). This assumption 
would also be true in those situations in which more than 
one kind of variable was diagnostically important, either 
if the variables were indicative of only one syndrome, or 
if they always occurred together. If, however, two or 
more variables, such as symptoms and level of socizl 
function, were both important for most patients but did 
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not coincide completely, a diagnostic system would need 
a label for each variable and a format for recording each 
variable for all patients. 

There is increasing evidence to suggest that several in- 
completely correlated variables provide the most useful 
picture of psychiatric disorder; that is, several indepen- 
dent patient characteristics are important in most in- 
stances. For example, the previous course of the disorder 
may have crucial prognostic implications irrespective of 
the symptom picture in which it is found (11, 12). Sim- 
ilarly, the quality of social relationships may have impor- 
tant prognostic and genetic implications independent of 
symptom type (9, 13, 14), and symptoms and impaired 
social function may respond differently to particular 
kinds of treatment (15). i 

Systematic recording of the relationships of several 
major clinical variables has just begun in clinical areas 
and in biological, epidemiological, and treatment re- 
search, but initial evidence suggests that there may be at 
least five variables (which will be described later) with 
important independent roles. For this reason, diagnostic 
systems restricted basically to a conventional typological 
approach have become increasingly inadequate. 

2. A second major shortcoming of current diagnostic 
systems is that the conventional typological systems in 
psychiatry that have diagnoses narrow enough to define 
specific groups of patients require complementary broad 
categories with little reliability and descriptive value (10). 
Thus, although a circumscribed concept of catatonic 
schizophrenia can be defined, a complementary vague 
category—chronic undifferentiated schizophrenia—is 
needed for all those patients who do not fit the narrowly 
defined diagnostic groups. A similar situation is the 
frequent use of the broad category "adjustment reaction" 
to classify patients who do not fit specific neurotic or psy- 
chotic labels. 

3. A third problem with current diagnostic systems is 
that their typological approaches tend to focus exclusive- 
ly on symptoms, partly because they need to be based on 


. one type of criterion if they are to be reasonably simple. 


This single focus on symptoms, however, is a source of 
difficulty because it precludes regular consideration of 
other important aspects of mental disorders. 

These limitations of the simple typological diagnostic 
systems have been reported frequently (16-19). They 
have also been recognized by the authors of the systems 
themselves (20), who have attempted to deal with them 
by introducing certain modifications. DSM-III, for ex- 
ample, permits multiple diagnosis and the use of optional 
qualifying adjectives, such as severe, mild, moderate, 
chronic, and acute, to cover characteristics not included 
in the main diagnostic label. Since these qualifying adjec- 
tives are not a basic part of the system, however, they are 
used erratically and unreliably. 


MULTIVARIABLE DIAGNOSIS 


Because of these problems with the conventional ty- 
pological approach to diagnosis, there has been increas- 
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ing interest in diagnostic models that routinely use more 
than one label and describe more than one area of func- 
tion in categorizing patients (21). For example, a system 
might be constructed in which symptom type, symptom 
course, and level of social disability were routinely con- 
sidered. Such an approach to diagnosis is not new; it has 
been used for several years for the diagnosis of heart dis- 
ease (22), and in psychiatry a multivariable approach was 
recommended by Essen-Móller in 1947 (23-25). He de- 
scribed a system for psychiatric diagnosis in which a 
"gross syndrome” (a type of personality function label), 
a "syndrome specified" (primarily a symptom-based 
diagnosis such as schizophrenia), and etiology are rou- 
tinely described for all psychiatric patients. Although the 
approach has been praised (26), this particular system 
has never been widely accepted, perhaps because of the 
variables chosen. 

More recently, attempts to improve the diagnosis of 
child psychiatric disorders have led to the investigation of 
a *'four axis" system of child diagnosis (27). The axes are: 
symptoms, developmental-intellectual level, associated 
physical conditions, and associated psychosocial condi- 
tions. In spite of the use of the term axis, only some of the 
variables are dimensionally defined. A preliminary test of 
this system suggests that it is applicable and useful (28). 
Because this comprehensive multivariable approach to 
diagnosing psychiatric disorders of childhood has shown 
promise, the pursuit of a comparable effort for adult psy- 
chiatric diagnosis has been encouraged (29-31). 

To develop a comprehensive multivariable system for 
diagnosing adult psychopathology, it 1s necessary first to 
select the variables that would be used as components of 


the system. This can be done most effectively by choosing 


patient variables that have already demonstrated impor- 
tant descriptive utility and strong relationships to etio- 
logical factors, treatment, and prognosis. Five com- 
ponents that might have high priority for preliminary 
testing as the components of a comprehensive diagnostic 
system are described below: 

l. Symptoms. A symptom diagnosis is necessary be- 
cause of the demonstrated descriptive importance of 
symptoms and their implications regarding etiology and 
treatment (32). Patients' symptom pictures might best be 
described through the use of current DSM-II labels or 
their equivalents, defined in terms of symptoms or symp- 
tom groups alone. Implications that these labels have re- 
garding course of disorder, level of social function, or 
other characteristics would be excluded. 

2. Circumstances associated with symptoms. This 
component, which is crucial for describing possible etiol- 
ogies, would include factors such as psychological 
stresses, anatomical and biochemical abnormalities, and 
abuse of drugs and alcohol. 

3. Previous duration and course of symptoms. This 
variable has been demonstrated to be one of the most 
powerful prognostic indicators for many kinds of symp- 
toms (11, 12). It also appears to have significant relation- 
ships to several biological variables (33, 34). 

4. Quality of personal relationships. This is another 
variable with considerable prognostic importance (9, 13) 


and is also an area of function that is important in plan- 
ning treatment and rehabilitation. 

5. Level of work function. This variable is important 
for prognosis (9, 35, 36), for evaluating the patient’s psy- 
chological and financial support, and for determining re- 
habilitation needs. 

In a comprehensive system of diagnosis, each of these 
five components would be evaluated and recorded rou- 
tinely for all adult psychiatric patients. A list of cate- 
gories that could be used to further define each com- 
ponent is presented in appendix 1. 

The following clinical example demonstrates how the 
comprehensive system might actually be used in 
classifying a patient: 

Mr. A is a 35-year-old married man who is receiving 
outpatient care. During the past six years he has been ad- 
mitted as a psychiatric inpatient on three occasions be- 
cause of feelings that he was being observed and spied 
upon by some unknown malevolent organization. He felt 
that the television was sending him special messages and 
that an attempt was being made by some unknown force 
to control his will and thoughts. These feelings appeared 
to be exacerbated by administrative tensions at work. Be- 
tween hospitalizations he has continued to have these 
symptoms, although he has been able to avoid men- 
tioning them to others. In the past few years he has been 
a total recluse from people outside the family, and has 
been somewhat withdrawn from his family as well. Be- 
tween hospitalizations and since his last admission, he 
has worked well in his job of taking inventory and order- 
ing parts for a firm using heavy mechanical equipment. 

With the comprehensive diagnostic approach using the 
five components and the categories listed in the appendix, 
this man would be diagnosed as having 1) paranoid schiz- 
ophrenic symptoms, 2) associated with problems at work, 
with 3) a long-term fluctuating course, 4) poor social rela- 
tionships, and 5) good work functioning. In the current 
system of diagnosis, this man’s condition most probably 
would be labeled chronic paranoid schizophrenia. 


ADVANTAGES AND DISADVANTAGES OF 
MULTIVARIABLE DIAGNOSIS 


The comprehensive approach provides a multifaceted 
view of the patient as a whole person. Strengths as well as 
weaknesses in major areas of function are routinely de- 
scribed. In the case of Mr. A, the comprehensive diag- 
nosis describes a man who has severe problems in two 
areas and an important strength, and it provides far more 
information than the label of chronic paranoid schizo- 
phrenia. Initial experience has suggested that this orien- 
tation is especially valuable to mental health profes- 
sionals who must regularly consider these various patient 
characteristics to plan treatment and rehabilitation, and 
to develop and evaluate mental health care programs. 

By recording five variables routinely for all patients, 
the comprehensive approach. provides flexibility and de- 
scriptive accuracy, minimizing the need to force patients 
into categories that either do not fit them or are too 
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broad to be useful. For example, the label given Mr. A 
under the current typological system of diagnosis can in- 
dicate either someone requiring indefinite total institu- 
tional care or someone with circumscribed symptoms 
minimally interfering with life functions. The compre- 
hensive system has considerably greater latitude for both 
increased accuracy and completeness. 

The comprehensive system provides more information 
than the current typological approaches for determining 
prognosis and etiological factors. Although the prognos- 
tic value of conventional diagnosis is limited, studies have 
demonstrated that the type of data available from the 
comprehensive diagnosis of Mr. A can provide reliable 
predictions of outcome for symptoms, social relations, 
and work function (9, 36). 

The comprehensive approach provides considerablv 
more data than current diagnostic systems for establish- 
ing baselines from which.to evaluate treatment and es- 
tablish control groups in research and provides informa- 
tion especially relevant to research on biological, psycho- 
logical, and epidemiological aspects of psychopathology. 
The comprehensive diagnosis for Mr. A, for example, 
provides information that would be crucial for evaluation 
of a program for improving his personal relationships 
and work function or ameliorating his symptoms. 

Because it establishes five areas for which data must 
routinely be obtained, the comprehensive approach can 
also serve as a framework for a psychiatric patient eval- 
uation system. The five patient characteristics can be 
used to help construct an outline for the evaluation inter- 
view, for writing the psychiatric record, and for record re- 
view. Such an outline was used in reporting the case of 
Mr. A. 

An important disadvantage of the comprehensive sys- 
tem is its complexity. Using more than a single variable 
for categorizing is not only more cumbersome but is con- 
trary to a psychological need to label as simply as pos- 
sible (37). It might be especially difficult for professionals 
highly trained in the current diagnostic system to shift to 
the more complex five-component approach. However, 
as experience with the diagnostic system for heart disease 
has demonstrated, with training and practice the accept- 
ance of multivariable diagnosis is possible. 

Although the comprehensive approach is more com- 
plex than current diagnostic systems, in applying it to re- 
search and program evaluation it is not essential to con- 
sider all components at all times. If, for example, an 
investigator wishes to focus on course of disorder or so- 
cial function for determining relationships among vari- 
ables or establishing subgroups, these components alone 
can be analyzed. 


DISCUSSION 


A major question for empirical investigation is wheth- 
er the five components described here are really the best 
for use in such a diagnostic system. Several other vari- 
ables also suggest themselves—for example, measures of 
personality type, severity of disorder, family relation- 
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ships, and genetic background. It is important to evaluate 
these variables separately to determine which would con- 
tribute the most to the validity of the system and to de- 
fine the optimal categories for each. 

It will also be important to evaluate how many vari- 
ables it is possible to include without the system becom- 
ing so complex that it becomes impractical for clinical or 
research use. The number of component variables in the 
system must be limited to some extent. Unfortunately, 
when a single-label approach 1s abandoned and the use of 
several variables for diagnosis becomes possible, there is 
a tendency to keep adding variables to describe patients 
in ever-more complete detail. Although the comprehen- 
sive system of diagnosis is a step in this direction, it falls 
short of complete description, which could only be at- 
tained by using an infinitely complex ideographic ap- 
proach that would preclude useful grouping. A com- 
promise between complete description and simplicity 
must be reached. 


CONCLUSIONS 


Although most clinicians and investigators routinely 
consider several variables in evaluating patients, the 
process of arriving at a diagnosis under the current diag- 
nostic system forces an extreme compression of these 
considerations. The comprehensive diagnostic approach 
is a significant change from contemporary diagnostic 
practice. It abandons the single category model that has 
been used almost universally and instead employs a more 
complex and precise multivariable approach. Such a 
multivariable system could result in both broader and 
sharper understanding of the crucial aspects of psychiat- 
ric disorder and treatment. | 

The major problems in shifting from the current ty- 
pological systems of diagnosis to a comprehensive ap- 
proach are the needs for modifications in our ways of 
thinking and training and further development of the sys- 
tem itself. We may hope that through increasingly so- 
phisticated investigations of the relationship between 
clinical characteristics and biological and other variables, 
the most important diagnostic components will be deter- 
mined and optimal ways for measuring them will be de- 
veloped. 

The comprehensive approach does not provide an ideal 
diagnostic system; at this point in psychiatry probably no 
diagnostic system is ideal. The main question to be asked 
about this new approach is whether it will be a significant 
improvement over the diagnostic system we now have. 
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APPENDIX 1 
Sample Categories for Five Components of a Comprehensive 
Diagnostic System 


1. Symptoms. Use DS M-II diagnostic categories (e.g., schizo- 
phrenia, catatonic type; depressive neurosis) but only as de- 
fined by symptoms. 

2. Previous Duration and Course of Symptoms 
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A. Duration 
1) long-term—first onset more than 2 years ago 
2) moderate duration—first onset between 2 months and 
2 years ago- 
3) recent onset—first onset less than 2 months ago 
B. Course 
1) continuous—symptoms constant since onset 
2) fluctuating—period(s) of partial remission since onset 
3) remittan:—asymptomatic periods following onset 
3. Associated Factors 
A. Environmental stresses (e.g., death in family, financial 
problems) 
B. Physical illness 
1) with central nervous system effects (e.g., central ner- 
vous system syphilis) 
2) other (e.g., pneumococcal pneumonia) 
C. Drug or alcohol abuse 
D. Other associated factors (specify) 
4. Personal Relationships 
A. Very good—frequent and close personal contacts 
B. Good 
C. Fair—occasional or troubled personal contacts 
D. Poor 
E. Very poor—rare personal contacts or withdrawn 
5. Work Function (includes paid work, housework, or school- 
work as student) 


A. Very good—works regularly and effectively 

B. Good 

C. Fair—works part-time and/or with limited effectiveness 
D. Poor 

E: 


Very poor—works rarely or never, or works ineffectively 


A Comparison of Two Methods of Diagnosing Hysteria 


BY RAY KIMBLE, M.D., JAMES G. WILLIAMS, M.D., STEWART AGRAS, M.D. 


The authors compare the syndrome of hysteria, defined 
as or indicated by a specified response to a 55-item 
symptom checklist previously used by Guze and other 
researchers, with the definition of hysterical personality 
in the second edition of APA's Diagnostic and Statistical 
Manual of Mental Disorders (DSM-II). When 20 control 
subjects and 10 hysterical personalities (DSM-II) were 
given the Perley-Guze test, the results showed a close 
correlation between positive scores on the symptom 
checklist and the DSM-II diagnosis. The authors 
comment briefly on the theoretical usefulness and 
practicality of the test and note some difficulties in 
administration. 


MANY CLINICIANS and researchers are concerned that the 
imprecise use of the label “hysteria?” may result in the 
therapeutic mismanagement of certain patients. Failure 
to identify the hysteric may result in multiple diagnostic 
workups, frequent hospitalizations, and unnecessary and 
disabling surgery. It could also lead to a failure to employ 
psychotherapy in time to prevent chronic sick role behav- 
ior. If, on the other hand, a patient is mislabeled as a hys- 
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DIAGNOSING HYSTERIA 


teric, further diagnostic workup may be abandoned, the 
patient may be labeled a “crackpot,” and proper thera- 
peutic intervention may not occur. Such cases could re- 
sult, for example, in a failure to diagnose early carci- 
noma. 

In an attempt to assess the reliability and validity of 
the DSM-II-based diagnosis of hysteria (1), we com- 
pared diagnoses of hysterical personality based on DSM- 
IT with diagnoses based on the criteria of Perley and 
Guze (2). Throughout this paper, we will use “‘hysteria 
syndrome" to refer to the Perley-Guze diagnosis and 
“hysterical personality" to refer to the DSM-II diag- 
nosis. The latter is defined as being "characterized by ex- 
citability, emotional instability, over-reactivity, and self- 
dramatization" (p. 43). Such adjectives as attention-seek- 
ing, seductive, immature, self-centered, vain, and depen- 
dent also describe the hysterical personality as defined in 
DS M-II. 


PERLEY-GUZE DATA ON HYSTERIA 


Briquet in 1849 (3) and Savill in 1909 (4) pointed out 
that multiple complaints were associated with hysteria. 
In 1951 Purtell and associates (5) found that hysterics re- 
ported many more symptoms than control subjects in re- 
sponse to a symptom checklist. In 1962, Perley and 
Guze (2) continued this work and stated that hysteria 
syndrome can be defined as or indicated by a specified 
quantitative response to a symptom checklist: the patient 
diagnosed as hysteric must report 25 or more symptoms 
from a list of 55; these must occur in at least 9 of 10 pre- 
determined symptom groups. In addition, the patient 
must have a dramatic and complicated medical history 
before the age of 35, and there can be no medical diagno- 
sis that explains the symptoms. 

The 10 symptom groups are as follows: 

l. Feeling sickly for most of life, headache. 

2. Blindness, paralysis, anesthesia, aphonia, fits or 
convulsions, unconsciousness, amnesia, deafness, halluci- 
nations, or urinary retention. 

3. Fatigue, lump in the throat, fainting spells, visual 
blurring, weakness, or dysuria. 

4. Breathing difficulty, palpitation, anxiety attacks, 
chest pain, or dizziness. 

5. Anorexia, weight loss, marked fluctuation in 
weight, nausea, abdominal bloating, food intolerance, 
diarrhea, or constipation. 

6. Abdominal pain or vomiting. 

7. Dysmenorrhea, menstrual irregularity, (including 
amenorrhea for at least two months), or excessive men- 
strual bleeding. 

8. Sexual indifference, frigidity, dyspareunia, other 
sexual difficulties, or vomiting for all nine months of 
pregnancy. 

9. Back pain, joint pain, extremity pain, burning pains 
of the sexual organs, mouth, or rectum, or other bodily 
pains. 

10. Nervousness, fears, depressed feelings, the need to 
quit working or inability to carry on regular duties be- 
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cause of feeling sick, crying easily, feeling life is hopeless, 
thinking a good deal about dying, wanting to die, think- 
ing of suicide, or suicide attempts. 

General criteria for scoring a symptom as positive are 
as follows: 

1. The symptom led the patient to go to a physician. 

2. The symptom was disabling. Disability is defined as 
the patient's report that the symptom caused some 
change (even a minor one) in his life. These changes can 
include job troubles, trouble sleeping, need for rest, a 
need for help in situations where help was not ordinarily 
needed, restrictions of social and recreational life, and a 
patient's belief that the symptoms definitely made a dif- 
ference in his life even though he cannot pinpoint it. 

3. The symptom led the patient to take medication. 

4. The scorer believes that because of its clinical im- 
portance, the symptom should be scored as positive even 
though it does not fulfill any of the previously cited cri- 
teria; for example, a spell of blindness that the patient 
may minimize would be scored as positive. 

In 1962 Perley and Guze retrospectively gathered data 
on 28 women whose charts indicated that they satisfied 
these criteria. On 6- to 8-year follow-ups, 25 of the 28 
continued to have hysteria syndrome (14 definite and 11 
possible). Possible hysteria syndrome was diagnosed 
when hysteria syndrome was very likely but fewer than 
25 symptoms applied and/or these symptoms were not 
distributed in at least 9 groups. In 1963 Arkonac and 
Guze (6) studied the prevalence of hysteria syndrome in 
the female relatives of individuals with hysteria syn- 
drome. Of 34 female relatives, definite hysteria syndrome 
was found in 4 cases and possible hysteria syndrome in | 
case, for a total incidence of 15 percent. Another 
study (7) subsequently examined the prevalence of hys- 
teria syndrome in 100 consecutive postpartum women. 
One definite and one possible hysteria syndrome were 
found, for a prevalence of | to 2 percent. In 1969 Wood- 
ruff and associates (8) gave the test to 100 random admis- 
sions to a psychiatric clinic and found 8 subjects with 
definite hysteria syndrome; 7 of these were clinically 
diagnosed as hysterical personality and 1 was diagnosed 
as schizophrenic, yielding 7 agreements, 1 false positive, 
and no false negatives between clinical and test diag- 
noses. 


METHOD 


Our subjects were 30 women 20 years of age or older 
who were psychiatric clinic and inpatients in a general 
hospital setting. Subjects were referred for the study by 
the hospital psychiatric staff, and all but 2 referrals 
agreed to participate. Ten of these women had been diag- 
nosed as hysterical personalities according to strict 
DS M-IH criteria. All diagnoses were made by a staff level 
psychiatrist or psychologist and a psychiatry resident or 
psychology intern. The hysterical subjects had come to 
psychiatric attention as a result of suicide attempts 
(N22), depression (N— 1), conversion reaction (N —2), 
bizarre behavior (N=1), anxiety (N=1), isolated physical 





complaint (N=1), and isolated psychological com- 
plaint (N=1). Only | hysteric subject had been re- 
ferred for multiple somatic complaints. There were 20 
control subjects who had both neurotic and psychotic 
diagnoses. 

Subjects were intially told that another doctor would 
like to ask them some brief questions. They were then 
told that they were participating in a survey not directly 
connected with their illness. The Perley-Guze checklist 
was subsequently administered to them by the first au- 
thor (R.K.), who was blind to the diagnosis. Test admin- 
istration time was 5 to 10 minutes. 


RESULTS 


We found close agreement between the diagnoses of 
hysterical personality and hysteria syndrome. Of the 10 
subjects diagnosed as hysterical personalities by the clini- 
cal staff, 9 met the criteria for hysteria syndrome. Con- 
versely, of the 11 subjects who met the criteria for hys- 
teria syndrome, 9 were clinically diagnosed as hysterical 
personalities. One clinical hysterical personality undiag- 
nosed by the Perley-Guze test satisfied two of three test 
criteria and narrowly missed on the third. Of the 2 con- 
trol subjects (nonhysterical on clinical diagnosis) diag- 
nosed as having hysteria syndrome, 1 was diagnosed as 
hysterical neurosis, conversion type. It has been our expe- 
rience that this diagnosis is often given to patients with 
symptoms similar to those diagnosed as hysterical per- 
sonality. The other false positive diagnosis of hysteria 
syndrome was clinically diagnosed as schizophrenia. The 
occurrence of false positive diagnoses of hysteria in schiz- 
ophrenia has previously been reported by Woodruff and 
associates (8). 

Our results thus demonstrate that our clinical DSM- 
II-based diagnosis of hysterical personality selects very 
similar patients to those diagnosed as having hysteria 
syndrome on the basis of the Perley-Guze criteria. 


DISCUSSION 


The characteristic of self-dramatization attributed to 
the hysterical personality in DSM-II was demonstrated 
in our study in the hysterical personality's exaggerated 
report of physical and emotional complaints. This pro- 
vides an easily verifiable aid to diagnosing hysterical per- 
sonality. The Perley-Guze test provides a quantitative 
diagnostic method that can be administered quickly and 
easily. The test has been useful to us in situations in 
which time contact with patients is limited. For example, 
in an emergency room, the test responses could help the 
physician to decide whether to order further diagnostic 
tests or to immediately request psychiatric intervention. 

It could be argued that the correlation we found be- 
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tween Guze's test and the DSM- diagnosis is a result of 
sample selection, 1.e., that many hysterical personalities 
might have been referred for multisystem complaints, 
which constitute a bias in favor of finding hysteria syn- 
drome. However, only 1 hysterical personality was re- 
ferred for multisystem complaints. Two patients were re- 
ferred for isolated psychological or physical ccmplaints, 
but it would be difficult to argue that such a referral con- 
stitutes a bias in favor of finding multisystem complaints. 

The issue of the usefulness of the scoring criterion of 
medical explainability of a symptom bears directly on 
whether a physician needs to give the test. In our testing a 
symptom was rarely scored negative because oi the exis- 
tence of a medical explanation. We would tentatively 
agree with Woodruff and associates (8) that the criterion 
of medical explainability is not necessary and conclude 
that the test giver therefore does not have to be a physi- 
cian. 

We encountered problems with semantics in adminis- 
tration of the test. For example, frigidity might have vari- 
ous definitions: orgasm during intercourse less than one- 
third of the time, less than once a month, less than once a 
year, etc. According to a personal communication from 
Dr. Guze, his original test instructions included not only 
the general guidelines we have listed but also some specif- 
ic criteria for scoring individual symptoms (9). We found 
these additional specific criteria to be most useful in bor- 
derline subjects. Further, the criterion for scoring a 
symptom positive on the basis of the rater's opinion 
would seem to introduce additional variability in scoring 
the test—different test givers have quite different ideas 
about what 1s clinically significant. Finally, we excluded 
teenage girls from this study because in a preliminary in- 
vestigation we rarely encountered teenagers with a clini- 
cal diagnosis of hysterical personality who were positive 
for the hysteria syadrome on the Perley-Guze test. This 
represents another restriction for the use of the Perley- 
Guze test. 
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A Case of Petit-Mal Status: A Diagnostic Dilemma 


BY MICHAEL P. WEISSBERG, M.D. 


The author describes a case in which the "crazy" 
behavior of a woman with petit mal status (PMS) was 
initially misinterpreted in an emergency room situation. 
The diagnosis of PMS was confirmed by 
electroencephalography. The author notes the need to 
consider the possibility of this diagnosis when there is a 
history of seizures in conjunction with an altered state of 
consciousness. 


IN A BUSY EMERGENCY ROOM, diagnosis and treatment 
are often hindered by lack of information and by many 
patients' inability to communicate. Accurate diagnosis is 
necessary, of course, for proper acute treatment and dis- 
position of these patients. This is especially true for those 
patients in whom a neuropathological or organic process 
underlies the abnormal behavior that brings them to the 
attention of a psychiatric service. 

Correct diagnosis may be difficult even with a careful 
mental status examination because “‘neuropathological 
processes can resemble so-called functional dis- 
orders" (1). The usefulness of parts of the mental status 
examination has been questioned (2), and "*organiclike" 
defects in intellectual functioning and states of confusion 
have been found in both organic and functional dis- 
orders (1). Nowhere is the organic-functional confusion 
so great as in the convulsive disorders. This is especially 
true in petit mal status (PMS), since the independence of 
the clinical and electrical manifestations of the disease is 
well-documented (3). 

This paper is a report of a patient suffering from PMS 
who impressed the admitting physician as psychotic and 
whose mental status examination was judged as “within 
normal limits" by another experienced observer. 


CASE REPORT 

A 30-year-old scantily dressed exotic dancer was brought to 
the emergency room by some acquaintances at | a.m. They re- 
ported that she had begun to “act strange and depressed" a few 
hours before. One of these individuals mentioned that the 
patient might have had a "fit" earlier in the afternoon. In the 
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emergency room she was uncommunicative, seemed depressed, 
and faced the wall when questioned. Occasionally she giggled in 
a silly manner. She insisted that she wanted to go home to sleep 
and attempted to run out of the room. She was oriented to time, 
person, and place and could answer simple questions, although 
slowly. She appeared to be preoccupied, At times the resident 
felt that she was winking seductively at him. Because of her pe- 
culiar behavior, the patient was placed on a “mental health 
hold" and kept for observation in the emergency room. 

At 7 a.m., the chief resident in neurology was asked to see 
the "crazy stripper," ostensibly because of the history of a 
seizure the day before. The winking was found to be “irregular 
twitching." Moreover, the patient demonstrated motor imper- 
sistence—she was unable to keep her tongue protruded. Her re- 
flexes were normal, her response to finger-to-nose testing was 
slow but accurate, and she had down-going toes. Petit mal sta- 
tus was suspected and an EEG was ordered. By 8 a.m., she was 
behaving more appropriately, could respond more quickly, and 
had lost the motor impersistence. It was thought that the PMS 
had spontaneously resolved, but the EEG was done anyway. 
During the tracing (9 a.m.), the patient accurately described 
current political events, was able to spell the word “world” 
backward, and did serial subtractions slowly but with no mis- 
takes. She was, however, unable to recite the alphabet back- 
ward, skipping every other letter. She was given 5 mg of diaze- 
pam intravenously while the EEG was monitored. Within one 
minute, the 2 to 3 cycles per second (cps) spike and wave pat- 
tern began to normalize (except for drug effect). She was at this 
point able to recite the alternate letters of the alphabet back- 
ward with no mistakes and to supply additional history. 

At the age of 13, she had begun to have generalized tonic- 
clonic seizures with no focal aura. Soon afterward she experi- 
enced short periods during which her mouth twitched and she 
felt she was “not all there." There were other longer periods 
when she felt “dopey like a zombie." Methobarbital (Meberal) 
and diphenylhydantoin (Dilantin) were of no help and she was 
taking 100 mg of diphenylhydantoin per day on admission. Be- 
fore her generalized tonic-clonic grand mal attacks, she felt 
dazed. She could abort the seizure by going to sleep when she 
was able to do so. The patient related her seizures to the begin- 
ning of her menstrual period and to emotional upheaval as well 
as to sleep deprivation. 


DISCUSSION 


The correct acute diagnosis of this patient's disorder 
was hindered by the admitting physician's notions related 
to the patient's seemingly seductive demeanor. The evi- 
dence of a prior seizure disorder was scanty and the diag- 
nosis was simply “not thought of." Furthermore, she was 
oriented to time, person, and place and therefore was not 
"organic." Her labile affect, uncooperativeness, twitch- 
ing, and slow responses were labeled “crazy.” The evolu- 
tion of the patient's seizure would have been obscured 


further if an EEG had not been done despite the fact that 
the PMS appeared to have resolved spontaneously and 
the patient displayed a “normal” mental status. Only af- 
ter the administration of the intravenous diazepam did 
this woman’s superior intellect become apparent. 

In 1941, Putnam and Merritt (4) reported that pro- 
longed behavioral alterations could occur as ictal phe- 
nomena with periods of “dullness, apathy and mild affec- 
tive disturbances." These "subliminal attacks" were 
associated with prolonged reaction times, but often went 
unrecognized by the patient or those around him. Put- 
nam and Merritt noted that these episodes should be dis- 
tinguished from ‘“‘drug intoxication, psychomotor at- 
tacks, and psychological reactions.’ Lennox (5) 
introduced the term “petit mal status" in 1945 to de- 
scribe prolonged periods of confusion in children accom- 
panied by a characteristic 3 cps spike and wave EEG pat- 
tern. 

PMS is characterized by continuous generalized spike 
and wave, slow wave, and polyspike EEG patterns asso- 
ciated with a state of impaired or altered con- 
sciousness (6). Because this state of altered consciousness 
differs clinically from a rapid succession of petit mal at- 
tacks, some authors feel that the term "spike wave stu- 
por" is more appropriate. However, Lennox's term is 
used more widely. 

It is not clear what function of attention or con- 
sciousness! is affected in PMS (reception of information, 
integrative process, and/or motor output), but evidence 
suggests that the spike and wave pattern and attention 
impairment are separate symptoms of a centrencephalic 
disorder (8). “The state of psychic activity and that of the 
EEG are independent of each other, but they depend 
upon a third factor: their subcortical control" (3). 

Because of the wide spectrum of complex behavioral 
changes associated with PMS, many cases have been re- 
ported that were initially misdiagnosed as functional dis- 
orders. This is especially true because behavior during 
PMS may be environmentally determined (9), and at- 
tacks may be precipitated by emotional upheavals. A 
young student diagnosed as being in a "hysterical dis- 
sociative state" took a plane from Michigan to New 
York during an attack (10). Another patient was felt to 
be acutely catatonic(11), while a third patient was 
thought to be acutely depressed following breast sur- 
gery (12). One woman was admitted to a psychiatric serv- 
ice as a '"'histrionic personality" while suffering from 
PMS (13), and acute psychosis has been suspected in oth- 


"The concept of consciousness is clouded in itself. Classifications of its 
"states" or "alterations" are more “descriptive and/or contextual rath- 
er than systematic and explanatory" (7). Clinically, what is useful is 
evaluating memory, affect, orientation, intellectual function, judgment, 
and level of consciousness (1). 
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er cases (14). PMS may also mimic psychomotor epilep- 
tic status, postictal twilight states, organic brain syn- 
dromes, interictal psychosis, and drug intoxications (15). 

Although the diagnosis can only be confirmed with an 
EEG, PMS should be suspected in the presence of a sei- 
zure history plus an altered state of consciousness. This 
alteration may be quite obvious or it may be suptle, as in 
the case I have described. Further clues are twitching 
movements of the facial muscles and (rarely) the ex- 
tremities. Repetitive eye blinking may be present (16). 
The age range of the reported cases 1s 3 to 62, and there 
have been four cases reported who presented as “‘middle- 
age confusion" with no prior seizure history (14). 

PMS is felt by some to be a more common entity than 
has been previously recognized (13). It can be rapidly 
diagnosed only if it is thought of and if electroencepha- 
lography is readilv available. Only in this wav can this 
relatively benign disease be properly recognized and an 
erroneous diagnosis and the stigma of psychiatric hospi- 
talization avoided. 
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The Use of Bethanechol Chloride with Tricyclic Antidepressants 


BY HENRY C. EVERETT, M.D. 


The author describes the use of bethanechol chloride to 
relieve side effects, including salivary inactivation, 
constipation, and bladder inhibition, which result from 
the anticholinergic action of tricyclic antidepressants. He 
suggests that the use of cholinergic medication during 
antidepressant therapy may extend the use of the 
tricyclics to patients who find anticholinergic side effects 
especially troublesome. 


THE SIDE EFFECTS Of the tricyclic antidepressants can be 
quite distressing and often cause patients to discontinue 
the medication before its antidepressant action can devel- 
op. The most prominent complaints stem from anticholi- 
nergic effects. The dry mouth from salivary inactivation 
can make it difficult to talk and predispose the patient to 
sore throat. Also, constipation may be severe, potency 
may be impaired, and, even with no history of urinary ob- 
struction, patients may find it difficult to empty the blad- 
der. 

Concurrent use of cholinergic medication seems to be a 
logical way to minimize the anticholinergic action of the 
tricyclic antidepressants. In September 1974 I began pre- 
scribing 25 mg of bethanechol chloride (Urecholine) 
three times a day to patients who were being treated for 
unipolar depression with protriptyline (Vivactil) and who 
were experiencing discomfort from anticholinergic ef- 
fects. Later I also prescribed bethanechol chloride for 
patients on imipramine (Tofranil) or amitriptyline (Ela- 
vil). Although these patients took their antidepressant 
medications in the early evening or at bedtime, bethane- 
chol chloride was prescribed for daytime use because an- 
ticholinergic side effects were most troublesome during 
the patients’ waking hours. 

Certain patients, including those complaining of night 
sweats or of symptoms related to hypotension such as 
dizziness and syncope, were not treated with bethanechol 
Dr. Everett is in the private practice of psychiatry, 93 Main St., Ando- 


ver, Mass. 01810. He is also a Director of Psychiatry, Dr. Harry C. 
Solomon Mental Health Center, Lowell, Mass. 
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chloride because a cholinergic drug could be expected to 
aggravate such sympioms instead of relieving them. 
Patients with mechanical urinary obstruction were not 
treated with either tricyclics or bethanechol chloride, 
since both types of drug are contraindicated in this condi- 
tion. 


OUTCOME 


Data for the first 20 patients treated with bethanechol 
chloride are summarized in table 1. The most common 
side effects resulting from tricyclic antidepressant thera- 
py were those related to salivary gland inhibition, includ- 
ing dryness of the mouth, bad taste, and speech difficulty. 
These symptoms can be quite distressing, embarrassing, 
and disabling when untreated. Bethanechol chloride was 
dramatically and rapidly effective in all cases in which 
these symptoms occurred. 

Bladder inhibition, for which bethanechol chloride is 
currently marketed, was a complaint of 4 of the 20 
patients included in this series. In all cases it was rapidly 
and completely relieved by the addition of bethanechol 
chloride. 

Three patients complained of constipation as a side ef- 
fect of antidepressant medication. The use of bethanechol 
chloride produced total relief for one, partial relief for 
another, and no relief for the third. 

The three patients who complained of impotence and 
loss of libido as a result of antidepressant therapy ob- 
tained no relief of these symptoms from bethanechol 
chloride. 

Patient 14, who developed agitation and confusion 
while receiving a rather large dose of protriptyline (60 mg 
per day), failed to obtain relief from bethanechol chlo- 
ride, and the antidepressant had to be discontinued. Ac- 
cording to Granacher and Baldessarini (1), such symp- 
toms may be produced by the central anticholinergic 
action of large doses of tricyclic antidepressants. They 
note that cholinergic drugs such as bethanechol chloride, 
which have a charged quarternary amine moiety, are un- 
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Responses of 20 Patients with Antidepressant Side Effects to Bethanechol Chloride 
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Antidepressant 


Response to 





Patient Age Sex Medication Dose Side Effects Bethanechol Chioride 
l 33 M protriptyline HCl 30mg/day dry mouth relief 
difficulty speaking relief 
2 37 F protriptyline HCI 20mg/day dzy mouth relief 
amitriptyline HCl 50mg/day 
3 43 M protriptyline HCl 30mg/day d-y mouth partial relief 
amitriptyline HCI 50mg/day bad taste relief 
4 49 M imipramine pamoate 150mg/day d-y mouth relief 
bad taste relief 
constipation no relief 
impotence no relief 
5 42 F amitriptyline HCl 100mg/day dry mouth relief 
hoarseness relief 
sore throat relief 
6 60 M amitriptyline HCl 300mg/day dry mouth relief 
difficulty speaking relief 
difficulty voiding relief 
constipation relief 
7 55 M imipramine pamoate 150mg /day dry mouth relief 
impotence no relief 
loss of libido no relief 
8 45 M protriptyline HCl . 20mg/day dry mouth relief 
impotence no relief 
loss of libido no relief 
9 25 F protriptyline HCI 20mg/day dry mouth nausea and diarrhea 
10 55 M imipramine pamoate 150mg/day dry mouth relief 
difficulty speaking relief 
11 50 F protriptyline HCI 20mg/day dry mouth relief 
amitriptyline HCl 25mg/day difficulty voiding relief 
12 47 M protriptyline HCl 30mg/day dry mouth relief 
difficulty speaking relief 
13 52 F amitriptyline HCI 100mg/day dry mouth relief 
bad taste relief 
14 50 F protriptyline HCl 60mg/day agitation and confusion no relief 
15 32 F protriptyline HCl 30mg/day dry mouth relief 
16 40 M protriptyline HCl 60mg/day dry mouth relief 
difficulty voiding relief 
17 50 F imipramine HCl 100mg/day dry mouth relief 
difficulty voiding relief 
constipation partial relief 
18 52 M desipramine HCl 250mg/day dry mouth relief 
19 48 F protriptyline HCl 30mg/day dry mouth relief 
difficulty speaking relief 
20 28 F amitriptyline HCl 100mg /day dry mouth relief 
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able to cross the blood-brain barrier to antagonize the 
central toxicity of anticholinergic drugs. Hence, in con- 
trast to physostigmine, these drugs are not effective in the 
treatment of central nervous system toxicity resulting 
from overdoses of tricyclic antidepressants. 

Only one patient (patient 9) complained of symptoms 
attributable to bethanechol chloride. She developed nau- 
sea and diarrhea and was forced to discontinue bethane- 
chol chloride. All other patients tolerated this medication 
well and chose to continue it for the duration of antide- 
pressant therapy. 


DISCUSSION 


I now prescribe bethanechol chloride for almost all of 
my patients on protriptyline and for about 70 percent of 


those on imipramine or amitriptyline. I prescribe it at the 
very beginning of antidepressant therapy for those 
patients for whom antidepressants seem urgent and who 
would probably be unwilling to continue them once they | 
experienced anticholinergic symptoms.  Bethanechol 
chloride has not interfered with the antidepressant effect 
of the tricyclics or created a need to raise or lower the 
dosage of antidepressants in any of my patients. It is 
hoped that the use of cholinergic agents like bethanechol 
chloride will extend the benefits of antidepressant therapy 
to patients who would not otherwise be amenable to it. 


REFERENCE 


I. Granacher R, Baldessarini R: Physostigmine. Arch Gen Psychiatry 
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Antinuclear Antibodies in Chronic Psychotic Patients Treated with 


Chlorpromazine 


BY FRANCISCO P. QUISMORIO, M.D., DAVID F. BJARNASON, M.D., WILLIAM F. KIELY, M.D., 


EDMUND L. DUBOIS, M.D., AND GEORGE J. FRIOU, M.D. 


The authors found a significantly higher incidence of 
antinuclear antibodies (ANA ) and positive lupus 
erythematosus cell tests in chronic psychotic patients 
who received 400 mg a day or more of chlorpromazine 
(CPZ) for at least 7 weeks than in those who had taken 
50 to 300 mg a day for varying periods or those who had 
received no CPZ for at least 3 months. Despite the high 
incidence of ANA, there was no observed development of 
lupuslike syndrome. The authors suggest that CPZ in 
high doses may induce ANA in humans. 


DRUGS SUCH AS procainamide and hydralazine have 
been implicated as inducers of antinuclear antibodies 
(ANA) and a lupuslike syndrome in man. Recently, one 
of us reported the case of a 38-year-old psychotic man 
who developed a lupuslike syndrome after taking chlor- 
promazine (CPZ) for 17 months (1). This case and pre- 
vious reports on the association of ANA and CPZ (2-4) 
led us to study this problem further. In this research, we 
investigated the relative frequency, titer, immunoglobulin 
class, antigenic specificity, and other characteristics of 
the ANA. 
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METHOD 


Subjects in our study were 63 patients with chronic 
psychoses (primarily schizophrenia) from the Los Ange- 
les County/University of Southern California Medical 
Center Outpatient Psychiatric Clinic and from the Met- 
ropolitan State Hospital in Norwalk, Calif. The subjects 
were divided into three groups according to their CPZ 
dosage. 

Group 1 consisted of 20 patients (12 men and 8 women, 
median age =40 years) who had taken 400 mg or more of 
CPZ a day for at least 7 weeks. Group 2 was composed of 
17 patients (5 men and 12 women, median age- 47 years) 
who had taken 50 to 300 mg of CPZ a day for periods 


The authors are with the Los Angeles County/University of Southern 
California Medical Center, 2025 Zonal Ave., Los Angeles, Calif. 90033, 
where Dr. Quismorio is Assistant Professor of Medicine, Dr. Bjarnason 
is Fellow in Rheumatology, Dr. Kiely is Associate Professor of Psychi- 
atry and Medizine, Dr. Dubois is Clinical Professor of Medicine, and 
Dr. Friou is Professor of Medicine. 
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tion and a gift from Ms. Clifford C. Hines. 
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ranging from 2 weeks to 10 years. Group 3 included 26 
patients (14 men and 12 women, median age =40 years), 
5 of whom had received no CPZ for at least 3 months and 
21 who had received none for 10 months. 

Twelve patients in group 1 and 10 in group 2 were tak- 
ing other phenothiazines concomitantly. In group 3, 16 
patients were receiving other phenothiazines, mainly 
thioridazine and trifluoperazine; 4 were taking either 
imipramine, amitryptyline, or reserpine; and 6 were re- 
ceiving no drugs. Forty-four patients (15 in group 1, 13 in 
group 2, and 16 in group 3) were also taking tri- 
hexyphenidyl (Artane). 

Lupus erythematosus (LE) cell tests were done using 
both rotary-rotated and washed-clot methods (5). ANA 
was detected by an indirect immunofluorescent (IF) tech- 
nique using unfixed normal human leukocytes (6) and rat 
kidney slices (7) as substrates. Serum dilutions of 1:5 and 
1:8 for the two substrates, respectively, were screened 
and, if positive, were considered significant. Further titra- 
tion of the ANA and testing for anticytoplasmic anti- 
bodies were also performed with the rat kidney substrate. 
Commercially available fluorescein conjugated antihu- 
man gamma globulin, specific anti-IgG, anti-IgM, anti- 
IgA and anti-C3 were employed in the IF test. A three- 
step IF test was used to determine the complement fixing 
ability of ANA (8). 

Antinucleoprotein and anti-DNA antibodies were test- 
ed by an IF spot test (7). To study the specificity of the 
anti-DNA antibodies, single-stranded and double- 
stranded calf thymus DNA purified through a meth- 
ylated albumin Kieselguhr column were employed in a 
modified spot test (9) and in double diffusion in 0.6 per- 
cent agarose. The rheumatoid factor was tested with the 
tube latex fixation test. The serum complement levels 
were measured as CH’50. Phenothiazine levels in urine 
were measured by the Forrest color test (10). 

The data were analyzed using Fisher’s exact probabili- 
ties test for 2x3 contingency tables. 


RESULTS 


The prevalence of positive LE cell test, ANA detected 
by the indirect IF test, and antinucleoprotein antibodies 


TABLE 1 
The Incidence of Positive LE Cell Tests and ANA 


Group ] 
(N = 20) 
Substance Tested Number 
Positive LE cell test 7 35.0 
Antinuclear antibodies 
Human leukocyte substrate 10 50.0 
Rat kidney substrate 9 45.0 
Total with ANA (both substrates) 1! 55.0 
Antinucleoprotein 8 40.0 
Anti-DNA 4 20.0 


Percent 
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was significantly higher (p < .05) in group 1 than in 
groups 2 or 3 (see table 1). Seven patients in group 1, but 
no patients in group 2, had an ANA titer of greater than 
1:8 by the rat kidney substrate. Five were positive at titers 
of 1:64 and above. The ANA belonged to the IgG and 
IgM immunoglobulin classes. The ANA did not fix hu- 
man complement. 

Antibodies to DNA were present in 4 patients, all in 
group 1. These were reactive to single-stranded but not 
double-stranded DNA by the IF spot test. Two of these 
sera had precipitating antibodies to single-stranded but 
not double-stranded DNA. 

One patient had a rheumatoid factor with a titer of 
1:2,560. None had anticytoplasmic antibodies. The serum 
complement levels (CH'50) were slightly decreased in 8 
of 52 patients tested. Three of these 8 patients had posi- 
tive LE cell tests and ANA. 

None of the patients had fever, polyserositis, arthritis, 
leukopenia, or any clinical feature of the typical lupuslike 
syndrome. Seven patients had a history of photosensi- 
tivity or skin rash attributable to CPZ, and 1 of the 7 (a 
group 2 subject) had positive ANA and LE cells at the 
time of the study. 


DISCUSSION 


Berglund and associates (2) reported that the preva- 
lence of ANA in female patients with schizophrenia and 
other mental disorders was 26 percent in those taking 
CPZ, 11.3 percent in those with previous CPZ treatment, 
and zero in those taking other phenothiazines. Our data 
show that ANA was present in 17 (46 percent) of the 37 
patients taking CPZ (groups 1 and 2). 

Most of our patients were taking two or more drugs— 
60 percent of the group 1 subjects were receiving CPZ 
combined with other phenothiazines. This raises ques- 
tions of the possible role of combination therapy. and of 
the capacity of other phenothiazines to inducé ANA. Of 
the 4 patients in group I who were receiving only CPZ, 2 
had antinuclear antibodies. Analysis of the drug intake in 
group 3 revealed that these patients were taking com- 
parable dosages of other phenothiazines and other psy- 
chotropic agents and that they essentially differed from 


Group 2 Group 3 
(N-17) (N = 26) 
Number Percent Number Percent 
2 11.8 0 0.0 
3 17.7 2 7.7 
4 23.6 0 0.0 
6 35.0 2 Tl 
2 11.8 0 0.0 
0 0.0 0 0.0 
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the patients in groups | and 2 only in their intake of CPZ. 

The higher prevalence of ANA in group | than in 
group 2 suggests that the induction of ANA may be re- 
lated to continuous intake of high doses of CPZ. 

The specificities of the ANA were similar to those de- 
scribed in patients taking procainamide. Antibodies to 
nucleoprotein and to single-stranded DNA but not to 
double-stranded DNA were demonstrable in our patients 
and in patients taking procainamide (11). Our results are 
similar to those reported by Alarcon-Segovia and asso- 
ciates (12). 

Chlorpromazine has diverse pharmacological actions. 
Whether its capacity to induce ANA is related to any of 
its known actions is yet to be determined; however, some 
of its unique biochemical properties may indeed be in- 
volved. CPZ is a potent photosensitizing drug (13), and 
photosensitivity is one of the characteristic features of 
idiopathic systemic lupus erythematosus. However, our 
study did not show any relationship between the occur- 
rence of CPZ photosensitivity and the development of 
ANA. CPZ is known to react with native DNA (14) and 
can form a stable photoproduct with single-stranded 
DNA or RNA (15). This raises the possibility that CPZ 
may alter DNA, making it immunogenic to the host. 

Although the induction of ANA may be taken as a 
manifestation of a drug side effect, the possibility that 
such an event may have broader significance in chronic 
psychoses, particularly schizophrenia, should be consid- 
ered. It has been suggested that schizophrenia is an au- 
toimmune disease, but the evidence for this hypothesis is 
tenuous. Ín 1967, Heath and Krupp (16) described the 
presence of bound gamma globulin in the nuclei of neu- 
rons in the septal region and caudate nucleus of the brain 
of autopsied schizophrenic patients. They found circulat- 
ing ANA that preferentially reacted with the nuclei of 
neurons. Other investigators have since failed to confirm 
these observations (17, 18). Our research suggests that 
these conflicting results on the frequency of ANA in 
schizophrenia may be the result of the choice of patients 
for study. It is possible that Heath and Krupp (16) stud- 
ied patients with CPZ-induced ANA. 

Whittingham and associates (17) examined schizo- 
phrenic patients who apparently were not under drug 
treatment and found the prevalence of ANA to be no dif- 
ferent in this group than in age- and sex-matched control 
subjects. In contrast, Mellsop and associates (19) re- 
cently reported that the prevalence of ANA was higher in 
schizophrenic patients who were under various medica- 
tions than in matched normal control subjects. 

While most of our patients in groups 1 and 2 were suf- 
fering from chronic schizophrenia, several also had 
chronic organic brain syndromes or agitated psychotic 
depressions. Therefore, there is no basis for inferences of 
specificity of their immunologic abnormalities for a par- 
ticular type of psychopathology. As for the presence of 
brain-specific antibodies in the body fluids of schizo- 
phrenics, those who believe in their existence claim them 
only for a minority of cases. In many cases, immuno- 
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logical abnormalities detected in plasma of schizophrenic 
patients have also been found in plasma from non- 
schizophrenic patients under severe mental stress. Such 
differences between schizophrenic and nonschizophrenic 
plasmas may well be quantitative rather than qualitative. 

Although we did not find lupuslike syndrome in any of 
our subjects despite the high incidence of ANA, the long- 
term effect of these autoantibodies on the course of the 
patients' mental disorders is not known. Since the induc- 
tion of a lupuslike syndrome by CPZ is a distinct possi- 
bility, it would be desirable to test for ANA prior to the 
prescription of high doses of CPZ and to serially monitor 
ANA during therapy. 
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Conspiracy of Silence: Psychiatric Counseling with Students at High Risk for 


Academic Failure 


BY JANE K. KUEHN, M.S., AND JOHN L. KUEHN, M.D. 


The authors examined the academic records and 
counseling histories of 132 freshman students at a state 
university who sought psychiatric counseling. They found 
that most students with poor previous academic 
performance were not helped academically by brief 
(crisis intervention) psychiatric counseling. They also 
found that many counselors resisted confronting such 
students with their academic inadequacies. 


THIS STUDY was initially prompted by clinical inference 
and concern that some freshmen who came to the mental 
health clinic of a large state university, as well as some 
clinical staff, misperceived the value of psychiatric coun- 
seling in facilitating or improving academic performance. 

Six years after the establishment of a counseling and 
mental health service (CM HS) in the health service of an 
open-admissions university, we became concerned be- 
cause academically marginal freshmen were over- 
represented in the clinic and were using more staff time 
than other groups in our patient population. We were 
also concerned that many freshman patients did not 
achieve a satisfactory resolution of their problems within 
the one-to-six interview period usually allotted for crisis- 
oriented brief individual psychotherapy (1, 2). 

We were concerned that the techniques we were using 
were not responsive to the problems being brought to us 
by freshmen and/or that a significant number of fresh- 
men, and possibly some staff members, had magical ex- 
pectations that psychiatric counseling would somehow 
make a difference in the quality of the freshmen's grades, 
help them to function better intellectually, and allow 
them to remain in the university. Because of the close 
relationship between the freshman college, Junior Divi- 
sion (JD), in which all entering freshmen are initially en- 
rolled, and the counseling and mental health service, it 
was possible to pool data to test the hypothesis that brief 
psychotherapy does not improve the academic perform- 
ance of freshmen with poor grades. 


At the time this work was done, the authors were with Louisiana State 
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lg eels Dr. Kuehn is currently at Community Mental Health Serv- 
ices, Inc., of Medina County, Ohio, 227 E. Washington St., Medina, 
Ohio, 44256. He is also Consultant in Psychiatry to the Stark County 
(Canton), Ohio, Mental Health Clinic, and Visiting Physician in Psychi- 
atry, Veterans Administration (Wade Park Division), Cleveland, Ohio. 


METHOD 


A freshman in this institution is defined as a student 
with fewer than 30 semester hours of acceptably com- 
pleted course work. During the academic year 1970- 
1971, 156 freshmen visited the counseling and mental 
health service and had their counseling and academic 
records reviewed. Although this number was only 2.3 per- 
cent of the total freshman population (N =5,592), it ac- 
counted for 31 percent of the 504 students of all cate- 
gories (freshmen, upper division, or graduate students) 
seen in the CMHS during this time period. 

Data on these students were collected from CMHS 
personal data cards, JD semester record cards, score ros- 
ters from the tests of the American College Testing As- 
sessment Program (ACT), and university final semester 
grade rosters. The data compiled included the number of 
students in their first, second, or third year on campus 
(JD 1, 2, or 3); the total number of hours that CMES 
personnel spent with these 3 groups; the number of first- 
year students (JD-1) visiting the CMHS for more than 
four sessions; the number of students referred to tne 
CMHS by JD ccunselors; and the percentage of students 
being seen concurrently at both the JD and the CMHS. 
We also divided the presenting problems cited by the stu- 
dents coming to the CMHS into the following three 
classes: academic problems, vocational problems, and 
personal or psychological problems. 

Students were grouped according to whether their 
ACT scores fell above or below the 50th percentile (gen- 
erally considered an index of reasonable probability of 
academic survival in college) and according to whether 
their cumulative grade point averages were above or be- 
low 2.0 (C average). The academic standing of each stu- 
dent at the end of the semester was also determined. 


RESULTS 


A significant proportion of the 156 freshmen who came 
to the CMHS were seen during their first year on campus 
(84.6 percent). Since so few of the students came after 
their first year (15.4 percent), we decided to focus on the 
first-year group (N=132). It is of interest to speculate 
why the “hangers-on” in subsequent semesters—those 
who did not **make the grade"—did not come to either 
the JD or the CMHS for counseling. It is possible that 
these students exercised a significant amount of denial of 
their academic inadequacy as an unconscious psychologi- 
cal defense. 
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A large majority of the students seeking aid were in 
their first or second enrollment on this campus. The JD 
record cards indicate that about 25 percent of all students 
actually go to the JD for some counseling or guidance 
during their first enrollment. Most of these initially go to 
the JD for academic reasons. On the other hand, 90 per- 
cent of the freshmen who went to the CMHS for counsel- 
ing stated that they were bothered by personal and psy- 
chological problems, whereas only 9 percent complained 
of academic problems, and only | percent cited vocation- 
al problems. 

Female students spent more time in the CMHS than 
did the male students (296 hours versus 267 hours), al- 
though they accounted for only 47 percent of the total JD 
population seen. One wonders if women have a more dif- 
ficult adjustment to college. 

The majority of the students that the JD counselors re- 
ferred to the CMHS (16 percent of their total patient 
load) were referred for possible counseling ("medical") 
withdrawals from the university. A recommendation for 
withdrawal by the CMHS is usually the only official ac- 
tion that allows a student to withdraw at any time during 
the semester without academic prejudice. Many students 
who were seen at the CMHS were also seen in the JD, al- 
though they did not indicate this on their CMHS person- 
al data card. One could surmise that some students seek 
aid in several places at the same time without volun- 
teering the information that they are also being seen in 
another agency. 

The data suggest that the presenting problem cited by 
the student is often not the real immediate problem. Of 
the JD’s total fall 1970 enrollment, 6.3 percent failed to 
meet academic requirements. However, although only 9 
percent of the patients seen at the CMHS stated that they 
had academic problems, 14 percent of the total had failed 
out of the university and 12 percent had withdrawn with- 
out grades by the end of the term (of this last figure, only 
] student had grades of passing quality at the time of 
withdrawal) (see appendix 1). We feel it is safe to infer 
that at least 25 percent of the students seen had academic 
problems that were so severe that they could not have 
successfully completed the semester even if they had had 
no other problems. 

The range of ACT scores and grade point averages in- 
dicate that about half of the patients of JD standing who 
were seen at the CMHS were below the 50th percentile 
and would not have been admitted to colleges with selec- 
tive admission procedures. In other words, even if these 
individuals had few personal problems, they would not be 
expected to be able to cope with the academic demands of 
college. Predictions of academic performance based on 
ACT scores were fairly accurate in terms of grades 
earned. More than one-half of the male students and one- 
third of the female students could not maintain good aca- 
demic standing. Of course, the stresses and pressures of 
being ill-prepared and unqualified for college work could 
contribute to psychological discomfort. 

About one-fourth of the students seen at the CMHS 
left the university because they could not meet its mini- 
mal requirements. Of all the students seen, only 8 percent 
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were identified as underachievers, that is, they were pre- 
vented from achieving their academic potential by psy- 
chological problems that might have yielded to psycho- 
logical counseling. 


DISCUSSION 


We are aware that this study is unsophisticated; how- 
ever, it is possible that mental health clinics in open-ad- 
mission colleges with greater access to research facilities 
will want to test this hypothesis by using more sophis- 
ticated statistical approaches and taking more variables 
into consideration. 

The data suggest that a significant number of freshmen 
coming to a campus mental health unit are not appropri- 
ate for or are unable to effectively make use of psycho- 
logical counseling techniques, including psychoanalytic 
psychotherapy and crisis intervention brief psychothera- 
py, to enhance academic survival. A significant number 
of the students studied were predictably (by ACT scores) 
unprepared to deal with the ordinary vicissitudes of aca- 
demic life. Only 8 percent were predictably likely to 
make use of appropriate psychological counseling to 
achieve passing grades. 

After psychiatric "first aid" and triage for psychosis, 
such students should usually be referred to academic or 
career development (vocational) counseling and/or tuto- 
rial services. Of course, they could be encouraged to par- 
ticipate in mental health counseling as an adjunct to vo- 
cational training and other growth-enhancing activities. 

The counseling resources of the JD were not adequate- 
ly used by the CMHS. We feel that referral to career de- 
velopment counseling groups in the JD could have pro- 
vided better service to many students seen at the CMHS. 
The JD counseling staff did refer a realistic proportion of 
their patients to the CMHS, but we need to devise ways 
to improve the referral system from the CMHS to the 
JD. 

Furthermore, no campus mental health unit should 
spend a significant amount of time in what is essentially a 
companion-like role (such as providing supportive group 
psychotherapy) unless it is specifically programmed to do 
so. Psychotherapy should be provided in addition to, 
rather than instead of, professional educational counsel- 
ing services such as reading and study skills improve- 
ment, tutoring, college readiness courses, and other ca- 
reer development strategies. Universities that admit 
students not predicted by the usual criteria (high school 
grades, ACT, the Scholastic Aptitude Test) to be aca- 
demically successful should provide adequate remedial, 
tutorial, and educational counseling services. 

It is probable that a significant number of the students 
in this academic population-at-risk tended to overuse de- 
nial, projection, and rationalization as defenses against 
painful self-perceptions of intellectual and academic in- 
adequacy and concomitant lowering of self-esteem. From 
the psychoanalytic point of view, we can see that it might 
be less threatening to be primarily anxious, depressed, 
worried about what others think, concerned about dating 


and sexual adjustment, etc., than to admit that one “‘can’t 
hack it” academically. We are reminded of the remarks 
of the psychiatrist in T. S. Eliot’s The Cocktail Party: 
"people want above all to feel important... they are ab- 
sorbed in the endless struggle to think well of them- 
selves" (3, p. 348). 

Because of this use of denial as an unconscious coping 
and defense mechanism, a case can be made for required 
counseling for this particular population-at-risk. Possibly 
some reward system could be devised (such as an A grade 
for regular attendance) to reinforce motivation for par- 
ticipating in such required counseling. 


Staff Reactions 


We confronted the CMHS staff with our hypothesis 
and findings. Much of our psychological counseling is 
done by doctoral candidates in clinical psychology, ad- 
vanced field workers in social welfare, and residents in 
psychiatry. Despite their enthusiasm and excellent aca- 
demic credentials, many are relatively inexperienced and 
unsure of themselves when they begin work as college 
counselors. There are obvious advantages in terms of role 
modelling, “big brother" or "big sister" approaches, and 
enthusiasm in using such people on the staff. However, 
there is probably no completely adequate substitute for 
more thoroughly trained and experienced counselors in 
an organization that purports to be primarily a direct 
service clinic rather than a training clinic for developing 
mental health professionals. 

Moreover, what emerged from discussions with the 
staff was that there seemed to be a subconscious “‘con- 
spiracy of silence" or collusion between academically 
deficient students and their counselors. Powerful conflict- 
ed feelings and ideas surfaced in some counselors. Sev- 
eral expressed resentment directed at the university's 
open-admission policy, some had magical expectations 
that “psychotherapy [as they understood it] could cure 
anybody," and others were avoiding using the crisis inter- 
vention techniques that they had been taught (4). One se- 
nior staff member who gave lip service to crisis inter- 
vention techniques, which require brevity, considerable 
activity, and directness on the part of the counselor, si- 
lently colluded with the junior staff in continuing less ef- 
fective counseling approaches with freshmen. This sug- 
gested unresolved conflicts concerning authority relations 
within the staff as well as a need for more in-service train- 
ing for all of us in this work. 

Other themes were identified. One staff member said 
he did not confront students with their academic in- 
adequacies for fear of “hurting their feelings." There was 
generally too much of a tendency to accept the students' 
own evaluations of their problems rather than taking an 
adequate history of past academic experience and deter- 
mining what grades and test scores they actually had. 

Finally, there was pervasive resistance from the entire 
staff to the fact that some people have low levels of capa- 
bility in areas that are unresponsive even to “adequate” 
corrective or remedial education. This stance may reflect 
a highly cathected basic assumption of American society 
that there are no problems that cannot be solved through 
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the “right” education. Moreover, many Americans are 
not in touch with the implications of another basic as- 
sumption—that every problem is potentially soluble and 
that man is immanently perfectible. 


CONCLUSIONS 


Since this material was collected and disseminated to 
CMHS and JD personnel, a number of changes have oc- 
curred. Staff members are now far more active in aca- 
demic history-taking and accurate collection of grades 
and test data. 

Although the university still feels that every citizen of 
the state should have a chance to attend the most presti- 
gious state university, the JD now sends “alerting” letters 
to those seeking admission whose ACT and Scholastic 
Aptitude Test scores suggest they will have difficulty 
doing college work. Preadmission counseling is now 
available, although interestingly enough, it tends to be in- 
sufficiently used. The JD is now more assertive in adver- 
tising its career development and reading and study skills 
groups, but participation in these groups is still entirely 
voluntary. Several of the counselors do alert their stu- 
dents who are failing at midterm and invite them to come 
in for counseling; however, with 5 to 6 thousand freshmen 
and only 8 counselors, this is difficult to do on a routine 
basis. As more record-keeping becomes computerized, it 
may be possible to work out a more effective system for 
encouraging students who were predicted to do poorly 
and who are doing poor academic work to come in for 
counseling. The counseling staff may be resistant to this 
idea out of fear of "being overwhelmed" as well as be- 
cause of the usual resistance to any change in an organi- 
zation. 

Dialogue is continuing between JD and CMHS per- 
sonnel on how to decrease suffering in this population-at- 
risk and enhance the effectiveness and appropriateness of 
counseling on the campus. 
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APPENDIX I 
Academic Disposition of Junior Division Students ( N 156) 
Seen at the CM HS, in Percents 


1. Withdrew without grades— 12 percent 

2. Failed to meet academic requirements— 14 percent 

3. Left the university while in good academic standing— 12 per- 
cent 

4. Continued studies in good academic standing— 62 percent 
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Delirium Tremens in a Nine-Year-Old Child 


BY DUANE SHERWIN, M.D., AND BEVERLEY MEAD, M.D. 


The authors report a case of delirium tremens in a 9- 
year-old American Indian boy, who was later found to 
have been drinking steadily for 3 years prior to his 
emergency admission for agitation and delirium. The 
authors suggest that the use of alcohol by children is an 
activity that may be more common than most physicians 
realize. 


MOST PHYSICIANS in this country think of alcohol drink- 
ing, cigarette smoking, and (to some extent) even coffee 
drinking as things that small children just do not do. Oc- 
casionally, we hear of a youngster who experimentally 
and daringly samples something from the family liquor 
cabinet while the parents are away, but such behavior 
usually only results in a little gastritis, nausea, and regret. 
The family usually treats the matter without too much 
concern or exhibits some smug satisfaction that the child 
has “learned a lesson." 

We know that social drinking can begin in the teenage 
years and become a significant habit by young adulthood, 
but we do not think of preteenage children as serious 
drinkers. However, regular consumption of alcohol is not 
unusual for a certain number of young children in this 
country; it may even be promoted by some cultures and 
families. For generations, some old country German 
families have considered alcohol as a "strengthening liq- 
uid” for children. In families of French or Italian origin, 
children may be expected to drink wine, at least in diluted 
form, with family meals. These and other customs that 
are not in line with the more prevalent attitudes in this 
country have had much influence on alcohol consumption 
by small children. [n some culture groups, including the 
American Indian, childhood drinking may not be pro- 
moted, but is viewed with tolerance. In American Indian 
families, love and appreciation of small children can lead 
to the belief that what is considered a pleasure or comfort 
to adults should appropriately be shared with children. 
There is also a common view in Indian families that the 
child should be allowed to determine his own behavior at 
an early age (1). 

Drinking in children severe or prolonged enough to 
cause actual delirium tremens would seem particularly 
unlikely, but the fact that it can occur at a surprisingly 
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young age is substantiated by the following report of a 
boy who was only 9 years old when he was admitted toa 
hospital in an agitated delirious state, diagnosed as a typ- 
ical episode of delirium tremens. Although the phenome- 
non of delirium tremens is not clearly understood, it has 
always been identified with chronic, long-standing alco- 
holism. At one time it was popularly thought to be the re- 
sult of some toxic reaction created as a direct result of the 
immense quantity of alcchol consumed; it is now gener- 
ally considered to be a withdrawal syndrome precipitated 
when a chronic alcoholic is deprived of alcohol. It is also 
associated with an established prolonged pattern of 
drinking and is not seen in the early stages of chronic al- 
coholism. A typical history from an older alcoholic is 
usually one of episodes of “binge” drinking recurring 
several times over a period of years before the individual 
suffers actual delirium following such a binge. Therefore, 
delirium tremens has been described as being rare in indi- 
viduals who are under 25 or who have been chronic alco- 
holics for less than 3 or 4 vears. 


CASE REPORT 


Joe (not his real name), a 9-year-old 56-pound American In- 
dian boy, was admitted to the emergency room of a small hospi- 
tal in northern New Mexico in the early evening of a day in 
February 1972. He was brought to the hospital by his father, 
who had become quite frightened when he realized that Joe was 
very confused and was talking about seeing things in the house 
that were not there. In the emergency room, the boy was seen 
first by the attending physician and soon thereafter by a psychi- 
atrist, who was called in because the patient was agitated, 
frightened, and hallucinating. 

Joe had a temperature of 101.2? rectally, a regular pulse of 
140 per minute, respiration 07 25 per minute, and blood pres- 
sure of 110/70 in his right arm. His face and conjunctiva were 
congested, his pupils were dilated, and a coarse tremor of both 
hands was noted. He was very restless, sweating profusely, and 
talked repeatedly about "big beetles." At one point he indicated 
some small spots on the wall as being these beetles, but he also 
saw and felt them crawling on his skin. When he indicated 
where the beetles were on his arm, an attempt by the doctor to 
"remove them" would make them disappear, at least momen- 
tarily. Joe was very frightened by the beetles and the other 
things that he seemed to be seeing. At times, his face showed a 
look of terror. He also asked repeatedly in a confused and anx- 
ious manner who the people in the hospital were and what they 
were doing. Although his situation was explained to him, he was 
still confused and could not seem to recognize his surroundings 
as a hospital. He also had some confusion as to what day it was. 

Because of his age and elevated temperature, the first diag- 


nostic consideration was the possibility of delirium from a res- 
piratory or other infectious disorder. However, a careful physi- 
cal examination and chest X ray did not reveal anything to 
support this diagnosis. 

Joe’s father proved to be a poor historian. He was very con- 
cerned about his son’s condition, but he was also quite in- 
ebriated and could offer no explanations for what was happen- 
ing. About all he was able to say was that his son had been well 
and uncomplaining until he started “seeing things." Although 
the father supplied little information, he was able to put the hos- 
pital staff in contact with Joe’s aunt, who provided more per- 
tinent information. She confirmed (as had been suspected) that 
Joe’s father was a chronic alcoholic. Joe had been an only child 
and his mother had died of cancer at age 25 when Joe was only 
6 years old. Following the death of the mother, Joe had contin- 
ued to live with his father, receiving no other supervision. The 
father, who had been a heavy drinker, increased his drinking 
even more following his wife’s death. In fact, the aunt reported 
that Joe’s father had been bringing wine into his home a case at 
a time and that it was always available. The aunt felt sure that 
Joe had been consuming some of this wine with his father. 

With this information it was decided that, despite his youth, 
the symptoms and circumstances indicated that Joe was suffer- 
ing from delirium tremens. His further treatment and manage- 
ment were based on that diagnosis. On a physical recheck, it 
was noted that Joe did have some slight but definite tenderness 
at the right costal margin over the liver. Deep tendon reflexes 
were hyperactive but there were no lateralizing signs. The rest 
of the examination was negative except for the positive findings 
previously noted—flushed face, dilated pupils, sweating, trem- 
or, and increased pulse and respiration. Laboratory findings at 
this time included the following: white blood count, 11,200; dif- 
ferential, within normal limits; hemoglobin, 16 g/ 100 ml; hema- 
tocrit, 48; blood alcohol, 0.05 mg/100 ml; magnesium, 2.3 
mEg/liter, SGOT, 128 IU; bilirubin, 1.9 percent; electrolyte so- 
dium, 150 mEg/liter; chlorides, 108 mEg/liter; CO2, 27 mEq/ 
liter; urinalysis, normal except for 2 plus albuminuria. 

Joe was admitted to the hospital and placed in a quiet, well- 
lighted room. For the first night, he was assigned a special nurse 
attendant who talked to him in a soothing manner about his sit- 
uation and his hallucinations. Initially he was given 20 mg of 
chlordiazepoxide by mouth, which was repeated every 4 hours 
for the first 24 hours. He was given 50 mg of thiamine intra- 
muscularly, followed by daily multivitamins. Magnesium thera- 
py was considered but not given, since his magnesium level was 
felt to be in the normal range. He drank unmeasured but large 
amounts of fluid the first few hours following admission and 
had a good appetite for a regular diet the next day. The morning 
following admission his temperature was 99,8° orally. It was 
100.0? at noon but was normal after that. 

Joe had some restless sleep during the night, but after he 
awoke his hallucinations had ceased and did not recur. In gener- 
al, he seemed much improved and during the second night he 
was feeling much better. His sweating, tremor, and confusion 
had disappeared and at that time, following federal policy, Joe 
was transferred to a Public Health Service (PHS) hospital for 
continued care. 

During the day or two following Joe's admission, special ef- 
forts were made to contact relatives and others to get more in- 
formation about the boy's recent behavior and living situation. 
Joe himself did not offer much. Once he got over his initial fear 
and agitation, he was shy, reluctant to say much about himself, 
and embarrassed by all the attention he was receiving. It was 
determined that Joe and his father lived alone some distance 
from any neighbors, so they were not observed very frequently 
or closely by others. However, an uncle reported that both Joe 
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and his father had become more reclusive following the death of 
Joe's mother, and tne uncle had seen Joe drinking wine or beer 
with his father even early in the morning and at a very early age. 
Joe had had irregular school attendance and a teacher recalled 
that on one occasion he had not remembered where he had 
parked his bicycle (possibly indicative of blackout spells). In 
retrospect, the aunt and teacher had noted at times that the boy 
was “more forgetful” than he had been previously. About a 
year prior to his admission to the hospital, a public health 
nurse had referred Joe to a physician because it had been re- 
ported that he had been staggering when he walked. The physi- 
cian's examination at that time did not reveal any neurological 
abnormalities and the issue was not pursued further. 

Six months following Joe's admission, a check with Public 
Health Service personnel revealed that Joe had continued an 
uneventful recovery at the PHS hospital and was home. Six 
days following his discharge, a public health visiting nurse went 
to Joe's home and found that the house was still filled with alco- 
holic beverages. Indian authorities were contacted and there 
was some discussion of Joe's possible placement in a foster 
home. This plan was abandoned, apparently because of the 
strong bonds of affection between Joe and his father, but pre- 
sumably some pressure was brought to bear on the father to im- 
prove the home situation. At any rate, 6 months following this - 
episode, the visiting nurse reported that Joe was "apparently 
doing well." 


DISCUSSION 


Everyone involved in this case was astonished that de- 
lirium tremens could really occur in such a small boy. 
However, in every aspect but the age of the patient, the 
case appears to be a classic example. The social circum- 
stances made it difficult to conduct as thorough an inves- 
tigation of the background situation as was desired, but 
the bits of information from various informants indicated 
that Joe had apparently been a steady and probably daily 
drinker of wine and beer since his mother's death 3 years 
before his hospitalization. This is not a very long history 
of drinking prior to the development of delirium tremens 
for an adult patient. However, Joe's youth may heve 
made him more susceptible to such a reaction, just as 
children seem to be more susceptible than adults to delir- 
ium from other causes. 

A good general discussion of drinking in American In- 
dian children was provided by Swanson and associates in 
197] (1). They reported this as a common practice in the 
population they studied and identified 42 children who 
drank regularly and were intoxicated at least four times a 
year. Although the typical child they studied supposedly 
began drinking at age 12, they considered it more likely 
that these children had been given alcohol by adults at a 
much younger age. They knew of one child, only 2 years 
old, who was regularly given alcohol as a sedative by the 
parents. Swanson and associates did not report delirium 
tremens in these children. One account of "alcoholic psy- 
chosis" was reported by Nikolic and associates (2) in a 3- 
year-old child; however, their description indicates that 
this was probably a toxic reaction to alcohol rather than 
delirium tremens. 

A study of drinking among children in the general 
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population was reported by Lourie (3) in 1943. He ex- 
pressed the opinion that children are more susceptible 
than adults to toxic effects from alcohol. He also sug- 
gested that alcohol should be given more attention as a 
possible causative factor in strange reactions in children. 
We certainly concur with this viewpoint, especially in 
light of the experience we have reported. 
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Suicide Rate of Callers to a Poison Information Service 


BY HOWARD 8. SUDAK, M.D., GLORIA J. STERIN, R.N.. AND HAROLD B. HOUSER, M.D. 


The authors assessed the frequency of suicide subsequent 
to calls to a poison information center in a follow-up 
study. The 8 confirmed suicides out of 2,177 calls yielded 
a rate of 66.8 per 100,000 population—significantly 
higher than that for the general population. In addition, 
15 possible or probable suicides were identified. The 
authors note that poison center callers seem to constitute 
a pool of significantly suicidal persons and reaffirm the 
premise that poison centers and suicide centers should 
coordinate their efforts. 


VERY LITTLE WORK has been done to determine the ex- 
tent to which clients of poison information centers consti- 
tute a potentially suicidal population. It is estimated that 
there are at least 600,000 self-poisonings annually in the 
United States in adults and children over 5 years of 
age (1). Although it is highly probable that many of these 
ingestions are truly accidental, there is some evidence 
that a considerable proportion represent instances of de- 
liberate self-poisoning and consequently fall within the 
spectrum of suicidal behavior, even in the younger age 
groups. 

McIntire and Angle (1) reviewed 1,103 ingestions re- 
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ported by 50 poison centers in subjects 6 to 18 years of 
age and classified 59 percent as "intentional" and 20 per- 
cent as '"'sub-intentional." There were 5 deaths, yielding a 
fatality rate of 453 per 100,000 ingestions. In a more re- 
cent study (2), the same authors reported on interviews 
with 50 consecutive subjects aged 6 to 18 who had been 
treated at a poison control center. The initial hospital im- 
pression was that 21 of the 50 ingestions (42 percent) 
were "accidental" and 29 (58 percent) were suicide at- 
tempts. Upon reassessment, the research team felt that 
only 2 of the ingestions (4 percent) were truly accidental. 
The team indicated that 35 of the ingestions (70 percent) 
were suicide “gestures” and 11 cases (22 percent) were 
*"intoxications"; | case was a homicide and | was a sul- 
cide attempt. It was also noted that 13 of the 50 “in- 
gestors" (26 percent) had made prior suicide gestures. 
The authors also interviewed 50 matched control subjects 
and found no prior suicide gestures; only 20 percent of 
the control subjects had a prior mental health referral in 
contrast to 32 percent of the ingestors, and only 12 per- 
cent had a history of behavior problems as compared to 
88 percent of the ingestors. 

Other authors have studied incidence and recurrence 
patterns of poisonings. Kessel (3, 4) reported that 1 out of 
every 500 girls between the ages of 15 and 19 in Edin- 
burgh was admitted to a poison ingestion ward during a 
single study year. He also noted that 15 percent of the 
patients on that ward were readmitted within the year. 
Sobel and Margolis (5) studied young children who poi- 
soned themselves and compared them to a control group. 
They found much more psychopathology in the ingestors 
and concluded that the ingestion was purposeful behav- 
ior. They also quoted other figures indicating a 25 percent 
repeat rate for ingestors. We found no reports of poison 
center studies regarding the cause of ingestions in older 
adults in the literature with the exception of individua] 
case reports. 





The idea that poison information centers and suicide 
prevention centers have common or at least overlapping 
roles was pointed out by Furth (6), who suggested that 
such centers should merge their functions and services. 
This paper describes a follow-up study of 2,177 callers to 
a poison information service designed to determine the 
rate of successful suicide within 5'/ years of the initial 
call. 


METHOD 
Sample Selection 


The study was carried out during the period of July 
1972 through September 1973. The study pool consisted 
of all calls to the Cleveland Poison Information Center 
(PICO) by individuals over age 10 during 1967 and 1968 
and all known deaths by suicide reported to the Cuya- 
hoga County Coroner’s office from January 1967 
through June 1973. 

There were a total of 17,324 calls to PICO during 
1967-1968; 14,068 calls concerned persons 10 years old 
or younger and 1,079 calls either 1) came from a doctor’s 
office, school, hospital, etc., 2) had no information re- 
garding name and telephone number, or 3) were outside 
Cuyahoga County. The remaining 2,177 calls comprised 
our study population (1,113 from 1967 and 1,064 from 
1968). Of this sample of 2,177, "complete" data (1.e., last 
name and first name or initial of caller plus phone num- 
ber) had been recorded for only 1,420 calls. All 2,177 
completely or partially identified calls were processed 
through a complicated and time-consuming procedure to 
amplify the partial data and to verify and follow any 
changes of address. 


Procedure 


Each phone call to PICO was recorded on a slip that 
gave the date, time, substance ingested or inhaled, and 
the following identifying data (with wide variations as to 
completeness) name, phone number, age, sex, and race. 
Generally, the name was given as Mr., Mrs., or Miss X 
(surname only) but occasionally a first name or initial 
was also recorded. There was rarely any indication as to 
whether the surname given applied to the “patient” or to 
another person calling on the patient's behalf. The phone 
number recorded was the one being used for the call and 
was requested in case a conversation was cut off. All 
phone numbers were checked through city and suburban 
directories to find the full name in which the phone was 
listed, the address, and the spouse's name. If the number 
did not appear in any city or suburban directory, a search 
was made of the oldest relevant available issue (1970 or 
later) of Haines Criss-Cross Telokey, which provides 
names from lists of addresses and/or telephone numbers. 

Three levels of identification were established through 
these searches: ‘‘definite,”’ “uncertain,” and “none.” Def- 
inite identification (N- 1,421) meant that the surname 
found on searching the telephone number was the same 
as that given by the caller and that we found the corre- 
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sponding address. Uncertain identification (N =305) in- 
dicated that the surname found in our search did not 
match the caller's surname as recorded on the PICO slip, 
and we therefore had no way of knowing if the number 
was accurate. This group also included cases in which 
only a number and no name had been given by the caller. 
No identification (N=451) referred to calls in which a 
name but no telephone number was given, the telephone 
number given did not appear in any source, or the tele- 
phone number was listed to the address of an office, 
school, business, doctor's office, or pay phone. Three 
master PICO lists were then compiled: one alphabetical 
list of all names (given and found), one alphabetical and/ 
or numerical list of addresses, and one numerical list of 
phone numbers. 

Cuvahoga County Coroner's lists of successful suicides 
for January 1967 to June 1973 (N « 1,207) were processed 
next. For the years 1969 to 1973, we worked backward 
from these lists and searched directories to ascertain 
where the deceased individual had lived during the study 
years (in case he had moved since the original call to 
PICO). We did not feel this step was necessary for deaths 
occurring in 1967-1968, since the time of suicide was so 
close to the possible call to PICO. Phone numbers listed 
to the address of the decedent were also cross-checked to 
verifv current and past addresses. Three master coroner's 
lists were then compiled, ordering names, addresses, and 
phone numbers as was done with PICO lists. The two sets 
of lists were then compared to pick out any matches. 

The final phase of determining matches reflected the 
difficulties in identifying and discriminating callers as in- 
formants or as persons actually taking poison. Two 
broad classes of matches emerged. Those considered 
" definites" were based on assumptions we felt had an ex- 
tremely high degree of probability, while “probable or 
possible" matches were those based on data that were 
highly suggestive but that could have represented unusual 
coincidences. Most of these came from PICO calls 
classed as having uncertain or no identification, and the 
data were simply insufficient to either prove or disprove a 
match. 

The decision to classify a match as definite was based 
on matching the surname and address of a suicide with a 
surname and address derived from the name and/or 
phone number given by the caller. Furthermore, we stipu- 
lated that there should be no data available that con- 
tradicted the assumption that the same person was the 
subject of the call and the suicide. However, the fact that 
the caller was female and the suicide was male, for in- 
stance, was not taken as necessarily contradictory (since 
this was presumably a call on the ingestor's behalf), nor 
did the absence of specified age or sex on the PICO slip 
result in exclusion from this category. Only when the zall- 
er stated that the ingestor was of a given sex or age was 
the process of matching affected. For example, one of our 
probables was a case matching in every respect including 
sex and substance (gasoline) but differing as to age. There 
is a strong possibility that the age was recorded improp- 
erly, but we categorized this instance as probable-pos- 
sible rather than definite. 
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RESULTS 


The cross-checking revealed a definite match in 8 in- 
stances and a probable or possible match in another 15 
instances. The mean interval between PICO call and date 
of death was 2'/2 years for both the definite and probable- 
possible groups. For reasons unknown to us, 7 of the 8 
definites and 10 of the total of 15 probable-possible 
matches came from the 1968 PICO callers. 

Of the definite group, there were 5 måles and 3 fe- 
males, the average age was 47 years, and 6 were married 
and 2 were single. These data parallel Cuyahoga County 
Coroner’s data for all suicides during the same time peri- 
od and also parallel data from a study of 53 suicides 
known to the Cleveland Suicide Prevention Center (7) 
during the same period, with the exception that the Sui- 
cide Prevention Center found more deaths in females 
than in males (see table 1). 

Eight suicides in a population of 2,177 yields a rate of 
367.5 suicides per 100,000 population over a 5'-year 
(average) follow-up period. This equals a rate of 66.8 sui- 
cides per 100,000 population per year, which is consid- 
erably higher than the national rate of 10 suicides per 
100,000 population per year. Even if one were to assume 
a national rate of 20 suicides per 100,000 population per 
year for the general population over 10 years of age, a 
random population of 2,200 such individuals followed 
over 6 years would produce 7.6 or more suicides with a 
frequency of less than 1 percent. Thus, assuming a Pois- 
son distribution, we can state at beyond the 99 percent 
confidence level that the PICO callers were not randomly 
drawn from the general population regarding suicide rate 
on the basis of the 8 definite suicides alone. 


TABLE 1 
Comparison of Suicides in Three Populations 


Cleveland 
Suicide Pre- 
AllSuicides— Definite PICO vention Center 
Coroner's Data* Sample Suicides Suicides* 
Item (N =825) (N =8) (N = 53) 
Mean age (years) 43 47 40 
Sex (percents) 
Male 66 63 43 
Female 31 37 57 
Marital status 
(percents) 
Married 59 75 55 
Single 20 25 28 
Divorced, widowed, 
other 21 — 17 
Mean annual 
suicide rate (per 
100,000 popula- 
tion) 11.9 66.8 288.0 





*Data from Sawyer and associates (7), November 15, 1967, to November 14, 1971. 
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Since so many cases could not be traced and there were 
so many probable-possible matches, it would seem rea- 
sonable to speculate that the true suicide rate for the 
PICO population is considerably higher than our data in- 
dicate. This is particularly true since many instances were 
presumably others calling on a patient’s behalf, in which 
case we were "tracking" the wrong surnames and phone 
numbers. 


DISCUSSION 


Our study appears to lend clear and objective evidence 
that callers over age 10 to a poison information service 
subsequently commit suicide significantly more fre- 
quently than would be expected in a random population 
of similar age. This conclusion supports the hypothesis 
that callers to poison centers and suicide centers repre- 
sent potentially overlapping populations within the spec- 
trum of suicidal behavior and reinforces Furth’s sugges- 
tion (6) that such centers should make efforts to at least 
coordinate their functions. Only 1 of our 8 definite sui- 
cides was known to have also been in contact with the 
Cleveland Suicide Prevention Center. It is of interest that 
in only 2 of the 8 definite suicides did we have data to sug- 
gest that the decedents made the initial call to the poison 
center themselves; in the 6 other instances, someone else 
made the call (e.g., same surname and address but differ- 
ent sex). This is consistent with the observation by Saw- 
yer and associates(7) that of 53 successful suicides 
known to a suicide prevention center, only 14 (26 percent) 
had initiated contact with the center themselves, the re- 
mainder of the contacts having been made by others on 
the patient’s behalf. 

It is clear that identification of further relevant vari- 
ables would help to delineate those callers to poison in- 
formation services who are at particularly high risk for 
suicide. This would make it possible to take active steps 
toward prevention. Collaborative studies between suicide 
prevention and poison information centers could work 
toward such goals. 
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Affect, Mood, Emotion, and Feeling: Semantic Considerations 


BY RICHARD KETAI, M.D. 


There is considerable variation in the use of words that 
describe emotional experience and expression. The 
author illustrates this semantic problem by reviewing the 
uses and definitions of the terms "affect," “mood,” 
"emotion," and "feeling" in some classical and 
contemporary works of psychiatry and psychology. He 
concludes that these words refer to distinct psychological 
phenomena and suggests that they be used clearly and 
carefully to facilitate communication about emotions. 


IN THE PSYCHOLOGICAL DISCIPLINES we are concerned 
about how people experience and express those mental 
states that are variably labeled as moods, affects, feelings, 
and emotions. Basic difficulties arising from this selection 
of words include inconsistent application and varying in- 
terchangeability. The results of these problems are un- 
certain conceptual distinctions and muddled communica- 
tion. 

For the sake of clarity in educational and scientific dis- 
cussion, whether it concerns limbic structure stimulation 
or the complexities of psychotherapy, we should be as 
precise as possible when describing categories of emo- 
tional experience and expression. To encourage a con- 
sensus of meaning, I will present here a semantic review 
of the implications and meanings of these four common 
words. 


SAMPLE USES 


The subject index of the 1970 Archives of General Psy- 
chiatry (1, p. 581) lists the following articles under ‘‘Af- 
fect”: effect of mood and lithium carbonate on total body 
potassium; lithium carbonate as mood stabilizer. One 
could conclude from this that “mood” and "affect" are 
synonymous. If this were not so, why list an article on 
mood under "affect" instead of under mood," which 
was not used as an indexing category? Another possibil- 
ity is that "mood" is considered a subcategory of “af- 
fect," which is a more inclusive term. 

Rahe and associates (2) described an experiment in 
which “the adjectives for mood and feeling states were 
grouped into two categories: pleasant affect... and un- 
pleasant affect." The implication is that there is a differ- 
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ence between “mood” and “feeling states” but that "'af- 
fect" encompasses both terms. Beiser and associates (3), 
in a paper entitled ^ Assets and Affects," stated that other 
investigators were interested in "short term changes in 
mood, so that the questions were phrased in terms of the 
past few weeks. Our interest was in more sustained mood 
states and therefore we posed the questions in terms of 
months." They also discussed "positive and negative feel- 
ing states" and "sustained mood states" interchangeably 
but never referred to "affect," even though it was includ- 
ed in the paper's title. The semantic conclusion from this 
is that “affect” includes *moods" and “feeling states," 
the latter two terms being synonymous. A related impli- 
cation is that particular moods of a few weeks' or longer 
duration would be considered affects. 

These excerpts are typical examples of the terminology 
relating to emotional states found in the scientific litera- 
ture. In most cases the general meaning of what the au- 
thors want to convey is not unclear; however, their termi- 
nology does not delineate precisely the emotional 
processes being studied. 


STANDARD DEFINITIONS 


Webster's Third New International Dictionary defines 
"affect" as “the conscious subjective aspect of an emo- 
tion considered apart from bodily changes." In a circular 
fashion “emotion” is defined as the “affective aspect of 
consciousness," but emphasis is placed on its physiologi- 
cal components. “Feeling” is defined as an approximate 
synonym for emotion. "Mood" is called a “conscious 
subjective state of mind: predominant emotion... the 
comprehensive term for any state of mind in which one 
emotion or desire or set of them is ascendant, stressing 
... 4 pervasiveness and compelling quality." The conclu- 
sion from these comparative definitions would be that 
emotion is characterized by its physiological quality, that 
affect is subjective and conscious but excludes the physi- 
ological aspect, and that mood, also subjective, is a pre- 
dominant and lasting state. Although "feeling" is less 
precise than the other terms, it is perhaps closest in com- 
mon meaning to "emotion." Ostow (4), however, contra- 
dicted the unique connection of emotion with physiologi- 
cal features by stating, "Affects, that is, affective sensa- 
tions, are always accompanied by autonomic changes 
and changes in the striated musculature.” 

Little semantic clarification is available from nine- 
teenth-century literature. The following comprehensive 
statement was made by Krafft-Ebing (5, p. 17) in 1905: 
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The resultant state represented by all the emotions at once 
present in consciousness constitutes the mood. It is condi- 
tioned by the concrete ideas, by the nature and mode of the 
formal processes of thought, and by the state of general feel- 
ing. A higher grade of emotional reaction to ideas which con- 
vulses consciousness is called an affect. (emphasis added) 


This description depicts "mood" as pervasive and pre- 
dominant, a summation or Joining of numerous individ- 
ual emotions. "Affect" seems to connote a more in- 
tensive, sudden, and short-lived reaction. Emotion" and 
"feeling" are not defined but treated as commonly under- 
stood terms. 

Bleuler (6) used the term “‘affectivity’’ to include “the 
affects, the emotions and the feelings of pleasure and dis- 
pleasure." He did not actually define “affect” but stated, 
“If a definite affect persists and dominates for some time 
the whole personality with all its experiences, we speak of 
a mood." Therefore, whereas Krafft-Ebing considered 
mood the result of many simultaneous emotions, Bleuler 
saw it as a single, enduring, dominating affect. They seem 
to agree that mood is a persistent and stable subjective 
feeling. 

More recent explanations of mood are largely consist- 
ent with the above as far as the duration and domination 
of the experience are concerned. Noyes and Kolb (7) re- 
ferred to mood as *'a sustained, constant affective state of 
considerable duration." Redlich and Freedman (8) called 
mood "enduring affect" that is usually "in the back- 
ground of consciousness." Although Ewalt and asso- 
ciates (9) concurred that mood is “a more prolonged 
state of feeling [than emotion]," they emphasized that it 
is a subjective term and that “the person is not aware of 
the object toward which the energy of the mood is direct- 
ed." The authors of the latter two references seem to con- 
sider mood to be just as pervasive but to have less of a 
conscious mental representation than was implied by the 
earlier writers. 

The idea that endurance and predominance are quali- 
ties unique to mood is contradicted in the textbook by 
Chapman (10), who wrote, “The term ‘affect’ is used in 
psychiatry to designate a person's feeling tone or pro- 
longed emotional feeling state" (p. 33). He claimed that 
most psychiatrists use the words “affect” and “emotion” 
interchangeably and that those who draw a distinction 
define affect as a "prolonged feeling tone" and emotion 
as a briefer state of strong feeling accompanied by physi- 
ological concomitants. Chapman made no mention of 
mood but seems to call *affect" what others call *mood" 
and “emotion” what others call affect." However, most 
authorities, including Bleuler (6) and Redlich and Freed- 
man (8), described affect in briefer temporal terms than 
they did mood. Noyes and Kolb (7) referred to it as 
"strong temporary variations, modulations, and ex- 
pressions of . . . self-feeling." 


THE SUBJECTIVE-OBJECTIVE PROBLEM 


One of the most unclear issues about the phenomena 
considered here, particularly affect, is the distinction be- 
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tween their subjective and objective properties. Webster's 
Third New International Dictionary points only to the 
subjective quality of both affect and mood, and the psy- 
chological literature does not stress that "affect" and 
"mood" have both subjective and objective meanings. 
The subjective-objective dichotomy is also frequently 
blurred in mental status examination descriptions. For 
instance, it is often stated that ‘‘the patient's mood is de- 
pressed," but it is not often specified whether such states 
are expressed by the patient or observed by the examiner. 

Redlich and Freedman (8), who did take note of this 
distinction, wrote, “Since affects are both felt and ex- 
pressed, some investigators refer to the subjective com- 
ponent as affects or feelings and to the patterned behav- 
ioral expressions as emotion." They also referred to 
"affective display," which is surely an objective phenom- 
enon and is less ambiguous than the most inclusive term 
"affect." They elaborated, “We infer the existence of af- 
fects from behavioral observations, from motor and vis- 
ceral phenomena, from subjective reports, and from our 
own empathic ability to predict the consequences of af- 
fective states." 

Similarly, Ostow (4) discussed ‘“‘affective sensations" 
separately from "signs of affect" that "serve as stimuli to 
other individuals." Clinically, then, affective sensations 
and self-reports of ongoing mood are equivalent to symp- 
toms, whereas continued observations of mood and affec- 
tive display serve as signs. Such a semantic dichotomy 
makes communication about emotional life less ambigu- 
ous. 


AFFECT QUALIFIERS AND AFFECT QUALITY 


There are some qualities of affect that should be con- 
sidered strictly objective. Ewalt and associates (9) re- 
ferred to these qualities in calling affect “a quantitative 
term used to express the person’s emotional capacity and 
the degree of his reaction to given situations.” Words 
commonly used to describe this aspect of affect include 
“range,” “intensity,” and “appropriateness.” In this re- 
gard, Gregory (11) explained, “The emotional reaction 
or variation from the prevailing mood may be labile (e.g., 
euphoria), inappropriate (e.g., schizophrenia), or shallow, 
inadequate, and flattened (e.g., depression or schizophre- 
nia)" (p. 38). These descriptors indicate how affect is ex- 
pressed rather than which type of affect is observed. For 
reasons of clarity and distinction, such descriptors might 
be labeled “‘affect qualifiers” and the group of such quali- 
fiers collectively regarded as “affect quality." This seems 
to be a legitimate semantic category for use in psycholog- 
ical assessments, which seek to determine how affect is 
expressed as well as what is expressed. 


CONCLUSIONS 


I have reviewed the uses of common words that refer to 
emotional phenomena, namely, "affect," "mood," **emo- 


tion," and "feeling." The first two words are often used in 
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scientific literature, psychological evaluations, and men- 
tal status examinations. The latter two have a more gen- 
eral meaning, but when “‘emotion” is used in a scientific 
sense it carries the connotation of physiological in- 
volvement more than do the other three words. 

“Affect” and "mood" are not synonymous. Although 
they are both felt (symptoms) and expressed (signs), “‘af- 
fect" implies greater immediacy and intensity of feeling 
while "mood" implies a more sustained and less flexible 
mental state. The observed affect (e.g., anger, joy, sad- 
ness, hurt, etc.) should be referred to as "affective dis- 
play" to minimize confusion with what the patient re- 
ports he is feeling ("affective sensations"). "Affect 
qualifiers" describe how affect is expressed and include 
the range (e.g., flat, labile, full, etc.), intensity, and appro- 
priateness of the displayed affect. "Affect quality” refers 
to this group of qualifiers collectively. 

Based on these distinctions among words describing 
emotion, the evaluation of emotional functions in a men- 
tal status examination might be reported as follows: 


A. Mood (over specified period of time) 
1. Subjective report of patient 
2. Observed mood 
B. Affect (immediate emotional experience) 
1. Affective sensations (subjective report of patient) 
2. Affective display (type of affect observed) 
3. Affect quality 
a. Range (variability) 
b. Intensity (strength or depth of expressed af- 
fect) | 
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c. Appropriateness (to current situation and con- 
tent of speech) 


Perhaps this classification will help reduce the ambi- 
guity that commonly results from the blurring and over- 
lapping of what are actually separate psychological phe- 
nomena. 
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IN MEMORIAM 





Erwin W. Straus 
1891-1975 


LAST SPRING we were saddened at the news of the death of Er- 
win Straus on May 20 at the age of 83. Today we reflect on the 
fullness and richness of a magnificently productive life that was 
lived vigorously on two continents and that taught three genera- 
tions of students the meaning of the human in the science and 
art of psychiatry. 

In the United States Dr. Straus stood for the best in phenom- 
enological psychology and existential psychiatry. His creden- 
tials were impressive, his missionary zeal undaunted. From his 
later life outpost in Lexington, Ky., at the Veterans Administra- 
tion Hospital, his influence circled out across the country and 
back to Europe, where he had his beginnings in German aca- 
demic medicine. These past two decades he was a tireless travel- 
er and lecturer in Louisville, Washington, Santa Cruz, Pitts- 
burgh, Wurzburg, Kreuzlingen, Louvain, and Heidelberg. 

He was born in Frankfurt and spoke the idiom of his native 
city all his life. After education in Swiss and German universi- 
ties and army service during World War I, he graduated in 
medicine from Berlin in 1919. It was there, at the Charité Hos- 
pital, where Erwin grew to prominence in both neurology and 
psychiatry under the beloved chief Karl Bonhoeffer. In the 
1920s and 30s he was an active teacher, writer, editor, and prac- 
titioner, parts he was to play again in later life. 

Sometime in the 1920s Dr. Straus discovered the phenome- 
nology of Edmund Husserl and took it into himself, with all his 
fine intelligence and penetrating observation. He allied himself 
with similarly inclined clinicians: Ludwig Binswanger, V. E. von 
Gebsattel, Juergen Zutt, and Eugene Minkowski. With others 
they formed a loosely organized circle of psychiatrists dedicated 
to a program of radical description and elucidation along exis- 
tential lines. They stood apart from the Kraepelinian old guard 
and the Freudian psychoanalysts, and they laid the foundations 
for post World War II psychiatry in Europe. 

The Americanization of Erwin Straus took place, not alto- 
gether painlessly, at Black Mountain College, N.C., from 1938 
to 1944. He taught psychology and philosophy at this remark- 
able institution of the educational avant-garde, surrounded by 
other refugees including Bauhaus artists like his friend Josef Al- 
bers. Black Mountain showed Dr. Straus the pioneer spirit and 
the communal frontier, which his German colleagues would not 
be likely to find in Boston or New York. After 1944 it was clini- 
cal psychiatry, research, and writing once more, first at Johns 
Hopkins and then at Lexington. Some of the books he wrote 
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are: On Obsession (19483, The Primary World of the Senses 
(1963, German original 1935); Psychologie der Menschlichen 
Weit (1960), and Phenomenological Psychology (1966). He re- 
mained a man of two cultures, two languages, a seer within two 
worlds. 

If Erwin Straus had a specialty, it was probably the practice 
of wonderment. His seeking the sense of the senses and the 
depths of meaning in ordinary things were his way of approach- 
ing clinical and theoretical problems—hallucinations, obses- 
sions, the sigh, man's upright posture, the experience of time. 
He liked to stand before some taken-for-granted aspect of life 
and by examining appearances show us mysteries, or better still 
teach us the humanizing claims of our sensing and embodied 
sensibility. In this enterprise he enriched the basic science of 
psychiatry and claimed an objectivity that was uncompromising 
and profound. We will remember his sparkling intelligence and 
insightful humor. We will also remember his love of music and 
his deep-toned cello in chamber music played among friends in 
Kentucky. Honors came to him late in life—although he de- 
served them sooner—but friendship he always had in abun- 
dance, the giving and the taking of it, so tactfully balanced be- 
tween distance and closeness and wonderfully expressing his 
phenomenologist's knack for encounter. 

His extraordinary gift was his sensitivity to the everyday pri- 
mary world of experience, whether he was making a critique of 
perception in physiological psychology or walking with a com- 
panion. He would be able to show by word and gesture that we 
inhabit an objective space end a lived space, and he never tired 
of discoursing upon the differences between geography and 
landscape, environment and world, abstract space and a specifi- 
cally human space where we are. In the title of one of his own 
papers, he provides us with a concise epitaph. The title was 
drawn from the end of Goethe's Faust; the watchman on the 
towers speaks of himself: 


Zum Sehen geboren, 
Zum Schauen bestellt . . . 
Born to see, 

Obliged to behold... 


LUCIE JESSNER, M.D. 
JAMES L. Fov, M.D. 


LETTERS TO THE EDITOR 





A Tribute 


Sin: The article by Dr. Spitzer and associates in this issue 
suggests that psychiatry has a sense of direction it lacked only a 
few years ago. The evolution of the diagnostic nomenclature to 
its present tentative form indicates that many psychiatrists see 
themselves as operating within the framework of medicine and 
science rather than being all things to all men. 

Dr. Spitzer comments that a part of the development of psy- 
chiatry as science has been the result of the unusual department 
of psychiatry at Washington University School of Medicine, St. 
Louts, Mo. We would like to point out that the uniqueness of 
that department has been and still is largely the result of the in- 
fluence of Eli Robins, M.D., Wallace Renard Professor and re- 
cently retired head of the department. Those of us who work 
with him would like to thank him publicly for that influence. 
We are pleased that his work with us and with our trainees will 
continue and that he will have increased time for investigation. 

Eli Robins helped to build a department in which each mem- 
ber was an investigator, in which laboratory and clinical investi- 
gation existed side by side and were co-equal, and in which data 
were understood and respected. Interest in and respect for data 
has spread throughout American psychiatry. Of course, Eli 
Robins did not produce this phenomenon singlehandedly, but it 
must have seemed that he had few allies a decade and a half 
ago. His success has depended on a unique combination of sev- 
eral attributes: a broad understanding of biology, a precise un- 
derstanding of neurochemistry, clear notions of what consti- 
tutes validity in clinical research, personal charm and warmth, 
and an eye for the future. 

All of us who have served with him as our chairman are 
thankful for the opportunity and grateful that he will remain ac- 
tive as Wallace Renard Professor. 


ROBERT A. WOODRUFF, JR., M.D. 
DONALD W. GooDWIN, M.D. 
SAMUEL B. GuZE, M.D. 

St. Louis, Mo. 


A Question of Semantics 


SIR: I would like to congratulate Nancy C. Andreasen, M.D., 
Ph.D., and Russell Noyes, Jr., M.D., for their well-written and 
informative article, “Suicide Attempted by Self-Immolation" 
(May 1975 issue). I feel, however, that their use of the term 
"self-immolation"' deserves some comment. 

To immolate, according to The Random House Dictionary 
of the English Language (1), is “to sacrifice. . . to kill as a sacri- 
ficial victim, as by fire; offer in sacrifice." It stems from the Lat- 
in immolatus, “a sprinkling with holy grits in the sacrificial cer- 
emony" meaning, I suppose, that the gods preferred their 
victims garnished rather than plain. The Oxford English Dic- 
tionary (2) dates the use of the term in English in the mid-six- 
teenth century and consistently emphasizes the sacrificial, often 
religious, quality of immolation; nowhere does it specify burn- 
ing as the means. Thus, by definition, any self-immolation is 
suicide, but suicide by fire is not necessarily immolation. 


A decade or more ago, as the cauldron of Southeast Asia 
simmered, we were treated photographically to the aspect of 
Buddhist monks inflaming themselves, and thus their followers, 
in protests for peace: this was genuine self-immolation. Perhaps 
the repeated spectacle of this horror forced on us the spurious 
synonymity of burning and immolation. These zealots could as 
well have immolated themselves by catabythismus (drowning? 
or defenestration (leaping from a window), although the desir- 
able effect of becoming the cynosure of the world would have 
been less surely achieved. 

To be sure, our living language must not be shackled to the 
pillars of the past, but even the most recent reliable source (and 
the only one that lists *self-immolation" separately) (3) defines 
the term simply as “‘a deliberate and willing sacrifice by one- 
self." Again, there is no mention of method, only the implica- 
tion of motive. It is interesting that not ] of the 14 patients de- 
scribed by Drs. Andreasen and Noyes had offered himself as a 
sacrifice to any cause more burning than that of his own mental 
anguish. 
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JAMES R. MORRISON, M.D. 
San Diego, Calif. 


Dr. Andreasen Replies 


SIR: I knew someone would raise this objection eventually, 
and I should have expected that it would be Dr. Morrison, who 
is continuing a tradition of debate over usage that began when 
he was a respected and respectable literary fencing partner and 
fellow colleague in the University of Iowa Department of Psy- 
chiatry. In this round, I think he should be awarded the touché, 
if only for having achieved elegant polysyllabicity that is not en- 
tirely fustian obfuscation. 

As Dr. Morrison pointed out, immolo means simply to offer 
a sacrifice. In the classical era, from which the word stems, sac- 
rifices were ordinarily offered by burning, and Jupiter and his 
court sat on their heavenly thrones enjoying the delicious fumes 
that wafted upward. Through the Renaissance and modern pe- 
riods, the term *'immolation" was used generally to mean any 
kind of sacrifice. In recent years, the Buddhist priests immo- 
lated themselves by using the classical method of burning, and 
the term self-immolation has come to mean a fiery self-sacrifice 
to most people. I would suggest that anyone who doubts this 
ask a few people to define self-immolation. 

The core of the controversy is an issue in linguistic philoso- 
phy. Are dictionaries historical repositories of meaning, or do 
they contain the canons of language? Is their purpose descrip- 
tive or prescriptive? Most current thinking about language sug- 
gests that the former is the case: language changes with time, 
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and dictionaries record these changes. As Dr. Morrison well 
knows, the Oxford English Dictionary is nothing more or less 
than a very rich history of usage. It does not tell us what lan- 
guage we should use. In future years, a revised version will have 
to include burning as a part of the meaning of self-immolation 
because that is the current usage. I chose to follow the modern 
trend (after giving the issue some thought when I chose the ar- 
ticle’s title) because self-immolation seemed a simple, clear 
term with rich historical connotations of fiery self-sacrifice, in 
this case to the Eumenides of mental illness. 

I compliment Dr. Morrison on his elegant critique. I also re- 
mind him that this lady is not for burning quite so easily. 


NANCY C. ANDREASEN, M.D. 
Iowa City, lowa 


Weaning in Biofeedback Training 


Sır: Richard E. Townsend, Ph.D., and associates deserve 
praise for using a relevant control group in their clinical study 
“A Comparison of Biofeedback-Mediated Relaxation and 
Group Therapy in the Treatment of Chronic Anxiety” (June 
1975 issue). They also deserve praise for following their 
patients’ frontalis electromyograms (EMGs) for 2 weeks 
beyond the end of biofeedback training. These follow-up data 
show a backsliding by the biofeedback patients, until at 14 days 
posttraining their EMGs were not significantly lower than those 
of the group therapy patients. Because transfer of the learned 
skill out of the training situation and its persistence after train- 
ing are important, some modification of Townsend and asso- 
ciates' biofeedback procedure seems appropriate. 

Engel and Weiss (1) and Bleecker and Engel (2) employed a 
technique in the biofeedback training of cardiovascular patients 
that may be relevant here, namely, phasing out the feedback 
gradually over the last several training sessions. This weaning 
procedure appeared to facilitate transfer of the learned skill 
(e.g., control of heart rate) out of the laboratory as well as per- 
sistence of the improved cardiovascular function for long peri- 
ods of time. This weaning technique might also be of value for 
EMG feedback in patients with chronic anxiety. 
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THEODORE WEISS, M.D. 
Philadelphia, Pa. 


A Word of Caution 


SIR: In response to the article "Psychoemotional Aspects of 
Mastectomy: A Review of Recent Literature’ by Michael J. 
Asken, M.A. (January 1975 issue), I wish to caution Journal 
readers that cosmetic surgical reconstruction of the breast has 
certain contraindications that should be known by professionals 
who are responsible for counseling the mastectomy patient. 

The primary problem reported by both surgeons and patients 
is that insertion of silicone into the breast makes the detection 
(by touch) of new lumps very difficult. The effect, then, is in- 
adequate breast examination and increased anxiety. Further- 
more, reconstruction is not indicated for all patients, and those 


1220 Am J Psychiatry 132:11, November 1975 


who are bouyed by the promise of such a procedure and con- 
sequently have their hopes shattered are robbed of the opportu- 
nity to begin the adjustment process preoperatively. 

The article by Mr. Asken, specifically the section on cosmetic 
reconstruction, could prove very misleading to professional 
readers and result in dissemination of faulty information and 
false hopes to mastectomy patients. 


Mark H. Weiss, PH.D. 
Atlanta, Ga. 


Mr. Asken Replies 


Sir: Dr. Weiss’s point is well taken, and I feel that this infor- 
mation will be valuable to Journal readers. Since my article was 
of a review nature, however, I feel that Dr. Weiss’s comments 
might best be directed to the authors who have suggested such 
procedures and have had experience with them. Certainly, any 
surgical considerations that limit disfigurement or allow cos- 
metic restoration without danger to the patient are valuable, 
and their development and use should be encouraged. 


MICHAEL J. ASKEN, M.A. 
Morgantown, W.Va. 


A Question of Fellowship 


Sir: The current requirements for fellowship in the American 
Psychiatric Association focus attention on the unfortunate 
schism that has developed between neurologists and psychia- 
trists in this country. I feel that a complete reappraisal and revi- 
sion of the requirements is essential. 

Neurologists with board certification in psychiatry or a con- 
suming interest in the specialty are encouraged to become full 
members both of the local psychiatric societies and APA, but 
they are excluded from fellowship if most of their practice is de- 
voted to neurology. It is inconsistent and unfair for any profes- 
sional society to admit members merely to swell its ranks, ac- 
cepting their dues year after year and then automatically 
barring them from advancement. 

From a historical standpoint, we should not forget that neu- 
rology and psychiatry were at one time completely interrelated, 
with the American Board of Neurology and Psychiatry cer- 
tifying candidates in both fields in a single examination. A 
sharp separation between the two fields developed with the 
great upsurge of interest in psychoanalysis and psychotherapy 
after World War II, and the term “‘neuropsychiatrist” became 
almost obsolete. In recent years, however, there has been a defi- 
nite trend toward renewed blending of the two disciplines. This 
is understandable in view of the exciting discoveries in neu- 
rochemistry, neurophysiology, and neuropharmacology; re- 
newed and refreshing emphasis on the basic aspects of neural 
structure and functioning; as well as the extensive use of phar- 
macotherapy and somatic therapies—often in preference to 
psychotherapy. After all, the brain is still the organ of the mind, 
and both specialties are concerned with the same organ—neu- 
rologists with diseases of the nervous system and psychiatrists 
with the so-called functional brain disorders (which may be 
found in the future to have an organic substratum). Recognition 
of this fundamental fact is the reason why neurologists and psy- 
chiatrists are still examined by the same Board. 

Fellowship status is now granted only to physicians who have 
made “an outstanding contribution to psychiatry." Since there 
is, of course, no adequate yardstick to measure how good a doc- 


tor is, how important his research or his contributions to the lit- 
erature are, and most importantly, how and what he contributes 
to his patients’ welfare, 1 suggest the following alternatives: 1) 
automatic granting of fellowship to anyone who has been a 
member of the APA in good standing for 15 years or more, or 
2) offering an associate membership with much lower dues to 
neurologists with an interest in psychiatry. 

In the highest sense, a psychiatrist should be thought of not 
only as a therapist but as a true neural scientist. The psychia- 
trist is a "Renaissance physician," one who is steeped in knowl- 
edge not only of psychiatry but of neurology, internal medicine, 
and the basic sciences. Let us therefore join forces again. 


IRIS FLETCHER NORSTRAND, M.D., PH.D. 
Brooklyn, N.Y. 


Chlorimipramine in Gilles de la Tourette's Disease 


SIR: Gilles de la Tourette's disease is characterized by sudden 
involuntary movements, explosive utterances, imitative phe- 
nomena, and obsessive-compulsive symptoms. Although its 
etiology remains unknown, it appears to be related to the me- 
tabolism of brain amines. Psychological and biological thera- 
pies have been used with equivocal results; haloperidol seems to 
be the current treatment of choice (1). 

Because some of the symptoms are similar to those described 
in obsessive-compulsive patients, I decided to use chlorimipra- 
mine, a drug with definite anti-obsessive-compulsive action (2), 
with two Gilles de la Tourette patients who did not respond to 
various other treatments. Chlorimipramine was given in 50-mg 
capsules three times daily for a period of one month. In one 
patient, there was complete remission within two weeks, with a 
recurrence of symptoms after he was given placebo. In the other 
case, a complete remission of the motor symptoms with amelio- 
ration of the obsessive-compulsive signs was obtained. This 
patient discontinued treatment for personal reasons and the 
symptoms recurred. | 

The pharmacological response to treatment with chlorimip- 
ramine in Gilles de la Tourette's disease poses new questions 
about the catecholamine theory and may also offer a choice of 
treatment when haloperidol is ineffective or when untoward ef- 
fects contraindicate its administration. I plan to carry out fur- 
ther research in this area. 
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Jose A. YARYURA-Tosias, M.D. 
Manhasset, N.Y. 


Aphasia in Polyglots 


Sir: The letter **Electroconvulsive Therapy and Language" 
(April 1975 issue) by L.H. Lipsius, M.D., is of great empirical 
and theoretical interest. Lasting but reversible post-ECT con- 
fusion in some patients is well known. I had not heard pre- 
viously, however, of a case like the one Dr. Lipsius reported. It 
is obvious that the patient developed a reversible aphasic dis- 
order following ECT and that she recovered her French before 
her English, the language she had used daily for six years. 
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A theoretical explanation of the incident might be found in 
the literature on aphasia in polyglots. According to one ex- 
cellent review (1) understanding of the language recovers before 
the ability to speak it. Usually, the language in current use re- 
covers before the mother tongue, although there are many ex- 
ceptions. Thus, an Englishman who also knew French, Latin, 
and Greek recovered his ability to understand and to speak in 
the reverse order, starting with Greek and ending with English. 
The author of the review felt this was due to the way the patient 
learned his languages—English aurally, French aurally and 
visually, and Greek and Latin only visually. Visualization of 
words was recovered before auditoralization. 

Another case was that of a Swiss living in the linguistic am- 
bience of his native German Swiss dialect. He learned German 
in school and French during his youth in France. After his 
aphasia, he recovered French first, then German, and finally his 
native dialect. During jacksonian seizures, however, he uttered 
French words. The author indicated that strong emotional fac- 
tors were responsible for this development, since the patient had 
happy memories of his youth in France and he was less satisfied 
with his present situation. 

Being a polyglot myself, I realize how complex the problem 
is. I spoke German till I was five, Russian became my daily lan- 
guage in speaking and reading at age 6, my higher education 
and the language of my young adulthood was chiefly French, 
and I learned English at the age of 29. I count and multiply in 
Russian, remember telephone numbers in English, and it is eas- 
ier for me to remember general anatomy in French. My Ger- 
man is poor grammatically, but my pronunciation is excellent. 

Dr. Lipsius! patient, contrary to the general rule, recovered 
her native French before the English she was using currently. 
This may be due either to lack of fluency in English or perhaps 
to emotional facters, such as happy childhood memories of 
home. Since polyglots do not perceive all the areas of living and 
experience equally well in one language, I suppose that Dr. Lip- 
sius' patient recovered some notions in English rather than in 
French, when in a global sense she only understood French. 
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EUGENE REvITCH, M.D. 
Edison, N.Y. 


Dr. Lipsius Replies 


Sır: I read Dr. Revitch's letter with great interest; it is very 
informative regarding aphasia and language disturbance. 

My discussion may have omitted the fact that the patient I 
described actually continued to speak English during and im- 
mediately after the ECT and hospitalization. It was several 
weeks after her hospitalization that she began speaking French 
and apparently could not speak English for a short time. 


L.H. Lipsrus, M.D. 
Rome, Ga. 
The Capgras Syndrome: A Rarity? 
Sır: Prior to “The Capgras Syndrome and Its Psycho- 


pathology” by B. Frank Vogel, M.D. (August 1974 issue), this 
syndrome was considered a clinical rarity. Since then, several 
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case reports of the syndrome have appeared, but one letter to 
the editor (1) noted that “its occurrence in males remains un- 
common for some reason.” I agree that this “rarity” is not as 
rare as we may have believed previously, but I disagree that it is 
still rare in males. The syndrome's rarity most certainly can be 
attributed to the sparse references to it in the literature. The cli- 
nician has not been supplied with the language needed to label, 
describe, and appropriately examine this manifestation. 

I am currently treating a 39-year-old man with an obsessive- 
compulsive personality disorder and episodic depression who 
also manifests the Capgras syndrome. The delusion began when 
the patient was riding home from work with his wife: 


My wife asked me for a new pair of glasses, and from 
this point I wondered if it were really she. I thought that 
she and her parents were kidnapped by a gang of con men, 
and replaced by imposters. I also thought my 7-year-old 
daughter was an imposter. 


These delusions lasted for approximately 3 months until the 
patient was voluntarily hospitalized “to talk with someone 
about my family problems. After 1 got it all out, I was all 
right." He was hospitalized for 2 weeks and the delusion has not 
returned in the 3 years since then. 

Several of my colleagues have also observed this delusion in 
male patients. However, because of the lack of literature rela- 
tive to the disorder, they were not in a position to deal effec- 
tively with it. Increased attention to this syndrome in scientific 
publications may serve to dispel the myth of its rarity not only 
in women but also in men. 
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Louis B. SCHLESINGER, PH.D. 
Newark, N.J. 


Private Practice and Public Policy 


SIR: As a legislative representative of the Intermountain Psy- 
chiatric Association, I received a communication from the 
chairman of the Joint Commission on Legislation that summa- 
rized testimony by Daniel Freedman, M.D., and David Haw- 
kins, M.D., before the House Subcommittee on Appropriations 
for Labor and Health, Education, and Welfare. The testimony 
presented APA's views in terms of suggesting allocations of 
federal funds to support the development of psychiatric and 
mental health manpower. 

As part of the presentation, Dr. Hawkins cited summary 
statements from seven residency training programs describing 
the allocation and current employment status of their gradu- 
ates. It seems to me that some of the programs view private 
practice as a rather undesirable way for a psychiatrist to spend 
his time. One program report stated, “At present, only two 
graduates are known to be in full-time private practice." 

AS a psychiatrist who has been in private practice for five 
years, I find such statements rather discouraging. I have been 
extremely impressed with the quality and volume of mental 
health care delivered by private practitioners of psychiatry in 
my area. In Reno, psychiatrists in private practice dispense a 
majority of the mental health care, on an emergency basis as 
well as in hospital and outpatient clinic settings. In addition, 
several of us are active in consultation with community agencies 
such as the Veterans Administration Hospital, the Nevada 
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State Prison, and the Nevada Mental Health Institute. During 
this work, we often provide direct patient care in addition to 
performing educational and consultative functions. The state 
mental health system, while it provides a service to segments of 
the community, does not exceed private psychiatry in volume or 
quality of service. 

It is my firm conviction that the only way in which one can 
become a seasoned practitioner of psychiatry is to spend several 
years in the direct deliverv of patient care. I feel that one cannot 
move directly from a residency program into education, admin- 
istrative, or training positions without obtaining the experience 
necessary to perform these functions with an informed and well- 
rounded perspective. 

I have no apologies for being in private practice. Rather, | 
have found it the most intzresting and challenging experience of 
my professional career. While I have doubts whether the eco- 
nomics of mental health care in years to come will be such that 
the private practice of psychiatry can continue, I would 
reemphasize that it is an extraordinarily enriching educational 
experience that adds a depth of experience to psychiatric train- 
ing which probably canno: be duplicated. 


DONALD A. MOLDE, M.D. 
Reno, Nev. 


Dr. Hawkins Replies 


Sir: I do not believe there is any serious discrepancy between 
Dr. Molde's viewpoint and that of most of us who are respon- 
sible for residency training programs. 

It is important to underscore the context of the testimony in 
favor of continued federal support for the development of psy- 
chiatric and mental health manpower. The opponents of contin- 
uing federal support have criticized the program on the grounds 
that it simply allowed individuals to train at society's expense 
and then in most cases to enter lucrative private practices. It 
seemed appropriate to emphasize the fact that large numbers of 
psychiatrists trained under government support do in fact enter 
some type of direct public service, and that most of those who 
go into private practice devote time to public activities as well. 
Dr. Molde and his colleagues are excellent examples of the fact 
that most psychiatrists, including those in predominantly pri- 
vate practices, contribute substantial services to the public sec- 
tor, either through voluntary services or part-time consulting 
arrangements. . 

While it is true that some residency programs have a particu- 
lar favor or emphasize certain types of future career patterns, 
most aspire to give a basic education in clinical psychiatric 
competence that will enable their graduates to undertake many 
different career patterns. Certainly, the private practice of psy- 
chiatry is both an enriching experience for the practitioner and 
a major component of the overall mental health care system. 

These views are predominantly my own, but I believe they 
generally reflect those of my colleagues in psychiatric educa- 
tion. No attempt to downgrade private practice was intended in 
my testimony. 


DAVID R. HAWKINS 
Charlottesville, Va. 
“Therapeutic Eros" 


Sır: I enjoyed the editorial “The Ideal Physician" (March 
1975 issue) in which Richard E. Davis, M.D., attempted to ana- 


lyze the concept of the doctor best suited to be a true represen- 
tative of our profession. I quote Dr. Davis: 


One possibility is that compassionate, humanist, or 
“ideal” physicians are those who are aware of and con- 
cerned with the secondary, affective, and peripheral con- 
sequences to their patients of their primary cognitive deci- 
sions and scientific activities. Similarly, such physicians 
are aware of and concerned with the potential cognitive 
impact on the patient of their own affective responses. 


To consider the affective aspect of treatment as “‘secondary”’ 
or "peripheral" seems wrong to me; it denies the entity of the 
patient, who is not merely the carrier of an illness or the object 
of a treatment but is rather a suffering human being who does 
not lose his wholeness because he is ill. 

Some time ago I tried to study the feelings of the therapist to- 
ward his patient and described them as the "therapeutic Eros," 
a special kind of love that is different from all others (1, 2). It is 
a love with particular characteristics that, in the atmosphere of 
the therapeutic relationship, will allow the patient to solve the 
problems that have beset him from infancy. Thus he can change 
his attitudes and mobilize his energies toward cure. The doctor 
should be a good scientist, but I think the real issue is to make a 
physician out of the scientist. The man able to feel the therapeu- 
tic Eros will be a good—if not an ideal—doctor; the one unable 
to experience it may be an outstanding biologist or a perfect 
technician, but not a doctor. A physician will always be the one 
who '*cures," that is, etymologically, the one who "cares." 

I believe that there is only one possible and acceptable atti- 
tude for the doctor—that of approaching the patient with love. 
If this is achieved, the patient can never be objectified, despite 
the corporal manipulations to which the doctor submits him, 
for behind those manipulations will always lie an authentic in- 
terhuman relationship which lies beyond man's factitiousness. 
Of course, that love must not be confused with the other types 
of love, because it possesses the distinct characteristics I have 
described previously. 

An ideal doctor has to relate to the body of his patient, know- 
ing it, but he must always relate as well to the man the patient 
essentially is, loving him. 
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CARLOS ALBERTO SEGUIN, M.D. 
Lima, Peru 


Dr. Davis Replies 


Sir: Dr. Seguin’s letter is written much in the same spirit and 
for purposes similar to those in my editorial. He is courageous 
in attempting to identify a unique kind of love that applies to 
the therapeutic relationship. 

] believe the word "secondary" in my editorial was miscon- 
strued by Dr. Seguin as meaning “of lesser importance or val- 
ue," rather than "secondary in intent." During any specific 
medical visit. —for example, when a patient asks only for specif- 
ic treatment of a sore throat—the physician's cognitive re- 
sponse to the chief complaint given by the patient, e.g., adminis- 
tration of penicillin, is the primary response. In order to keep 
the full human dimension in mind, however, I encourage the 
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physician to respond equally (but secondarily to the primary in- 
tent of the patient's visit) to the fears and anxieties generated 
by the actual cognitive treatment offered by the physician (zn 
injection). 

In psychiatry, the patient often identifies fear or anxiety as 
the primary reason for the professional visit; but for the best in 
overall medical care, a humanistic physician will respond both 
to the primary, cognitive reason given for the patient's visit and 
treatment and to tne secondary (but equally important) mani- 
festations resulting from the prescribed treatment. 


RICHARD E. Davis, M.D. 
Grand Forks, N.D. 


Biofeedback and Anxiety 


Sık: A cursory reading of “A Comparison of Biofeedback- 
Mediated Relaxation and Group Therapy in the Treatment of 
Chronic Anxiety" by Richard E. Townsend, Ph.D., and asso- 
ciates (June 1975 issue) might foster the impression that a new 
treatment involving the much heralded biofeedback technique 
has been found to be effective in chronic anxiety. Actually, the 
opposite conclusion seems to fit the data much better. 

The results of this study demonstrated clearly that there were 
no statistically or clinically significant posttreatment changes in 
electromyogram (EMG) level, mood state scores, state or trait 
anxiety, overall improvement, or medications for the patients 
treated with group psychotherapy. The data showed that this 
treatment was unequivocally ineffective for that sample of 
patients. Despite statistically significant within-group changes 
from baseline in some variables, the biofeedback-mediated re- 
laxation group did not differ significantly from the group psy- 
chotherapy sample in change from baseline in frontalis EMG 
levels, mood state scores, and state-trait anxiety. Would not the 
most appropriate interpretation of these results be that biofeed- 
back-mediated relaxation was, at most, slightly less ineffective 
than group psychotherapy for these chronically anxious 
patients? This conclusion obviously has a different connotation 
from the authors’ statement that “relaxation training [with bio- 
feedback] was at least as effective as group psychotherapy in re- 
ducing both objectively and subjectively determined levels of 
anxiety and mood disturbance." 

Furthermore, even if the biofeedback patients had shown un- 
equivocal improvement, it would not have been at all clear 
whether or to what extent the EMG feedback sessions them- 
selves were specifically therapeutic, since only the patients in 
this group were also practicing deep muscle relaxation without 
biofeedback for a half-hour each day throughout the study. Re- 
ports of studies of nonfeedback relaxation techniques (2.g., 
autogenic therapy, meditation, yoga, jacobsonian exercises, 
etc. suggest that relaxing quietly in a specific manner for a half- 
hour daily may be helpful by itself in reducing chronic anxiety. 
A well-designed study looking for a specific effect of the bio- 
feedback procedure would therefore attempt to control for such 
self-practice as well as for other aspects of the biofeedback ses- 
sions, such as the possible placebo effects of the auditory and vi- 
sual feedback signals. 

The misleading conclusions and implications of this article 
are especially disturbing in light of the increasing need for care- 
ful studies (and accurate interpretations) to resolve the zon- 
troversy about the specific therapeutic relevancy of biofeedback 
techniques to various clinical disorders. 


BERNARD L. FRANKEL, M.D. 
Bethesda, Md. 
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Dr. Townsend Replies 


Sir: Dr. Frankel’s interesting letter raises several points that 
I believe I can clarify. 

The suggestion that there were no significant differences be- 
tween the EMG relaxation and comparison groups is not con- 
sistent with the data we presented. The EMG group achieved 
significantly lower frontalis EMG scores than the comparison 
group. On the more important measure of overall patient im- 
provement, a significantly greater (p«.05) proportion of the 
EMG relaxation patients than of the comparison group was 
classified as improved. Inspection of the figures and table shows 
that the EMG relaxation group had greater decreases from 
baseline than the comparison group on all 18 of the possible be- 
tween-groups comparisons. There is no need to reiterate the 
Discussion section of the paper, which adequately dealt with the 
intra- and intergroup differences that did and did not reach sta- 
tistical significance. 

It was clearly and explicitly stated in the introduction of the 
paper and elsewhere that EMG feedback was used as a training 
aid to accelerate the learning of EMG relaxation. The method 
was described as an extension of exactly the methods Dr. 
Frankel cites as being effective in reducing chronic anxiety. 
There was no assumption, either stated or implied, that the 
feedback training sessions per se had any therapeutic value ex- 
cept as a learning situation to aid rapid development of relax- 
ation skills—which is exactly what occurred. 

As to the suggestion that "placebo effects of the auditory and 
visual feedback signals" be entered as a feature of the experi- 
mental design, we believe that the use of such nontreatment pla- 
cebo variables on hospitalized patients is neither warranted nor 
necessary in research of this type. The use of a neutral instruc- 
tion set has already been demonstrated to be an adequate con- 
trol for placebo effects in a similar situation (1). 

We attempted to be as clear and concise as possible in our ar- 
ticle, and we are sorry to hezr that even a cursory reading of it 
could lead to such a misunderstanding of both the rationale and 
results. 
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Interaction Between Antiparkinsonian Drugs and Neuroleptics 


Sir: In their letter “The Effect of Benztropine Mesylate on 
Plasma Levels of Butaperazine Maleate" (April 1974 issue), M. 
Khaled El-Y ousef, M.D., and D.H. Manier, M.S., reported that 
benztropine mesylate in the dosage given did not change plasma 
levels of butaperzine maleate. Such preliminary work must be 
viewed with caution, since there is research indicating that the 
more commonly used antiparkinsonian drugs lower the plasma 


-levels of chlorpromazine and therefore modify the therapeutic 


effect. Trihexyphenidyl lowers the plasma levels of chlorproma- 
zine; the mechanism may be hepatic enzyme induction or inter- 
ference in absorption in the gastrointestinal tract. Orphenadrine 
also lowers plasma chlorpromazine levels. This explains one 
mechanism of action of the antiparkinsonian drugs in reducing 
the side effects of neuroleptics. However, the clinician may con- 
sider reducing the neuroleptic dosage and avoiding use of an- 
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other drug. A precise clinical study (1) has indicated that the 
addition of benztropine mesylate with schizophrenic patients on 
haloperidol reduces the effectiveness of the latter drug. 

We have had three years of experience in the first Modecate 
(fluphenazine) clinic in Australia (2) which has over 300 out- 
patients (we use intramuscular fluphenazine decanoate). This 
experience has indicated that it is difficult to cease administra- 
tion of trihexyphenidyl and benztropine mesylate. Several ex- 
planations, including drug dependency, have been proposed, 
and the problem is being evaluated. Like most investigators, I 
am concerned about the long-term sequelae of these drugs. 
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An Alternative Rejected 


Sır: In his letter "An Alternative to ‘Borderline Patients’ ™ 
(May 1975 issue), J. Edward Stern, M.D., proposed substitution 
of the term “chronic polymorphous psychiatric syndrome" for 
"borderline patient." Dr. Stern suggested that this change in 
terminology would be in the interests of scientific clarity be- 
cause the term "borderline" is too vague. 

In support of his new term, Dr. Stern suggested that it would 
be more meaningful to nonanalytic clinicians and psycho- 
analysts. However, it seems to me that “‘chronic polymorphous 
psychiatric syndrome” is so broad and all encompassing that it 
could be meaningful to anyone, in the sense that it could be ap- 
plied to the human condition in general. 

I do not wish to imply that I am in favor of the present term, 
but I feel strongly that it is better to struggle along with unsatis- 
factory terminology that everyone understands than to in- 
troduce a new one that will only be confusing rather than eluci- 
dating. 


A.P. ABBOTT, M.B., CH.B. 
Edmonton, Alb., Canada 


Dr. Stern Replies 


Sır: In 1953, Knight (1) observed that “‘the term [borderline 
states] has achieved almost no official status in psychiatric no- 
menclature, and conveys no diagnostic illumination of a case 
other than the implication that the patient is quite sick but not 
frankly psychotic.” Dr. Knight quoted Edward Glover, who 
wrote ir. 1932 that, as generally used, the terms "borderline" or 
"prepsychotic" were unsatisfactory. He also quoted Gregory 
Zilboorg, who noted in 1941 that “When of recent years such 
cases [of less advanced schizophrenia] engaged the attention of 
the clinician, they were usually approached with the euphe- 
mistic labels of borderline cases, incipient schizophrenias, schiz- 
oid personalities, mixed manic-depressive psychoses, schizoid 
manics, or psychopathic personalities." Zilboorg suggested the 
term “ambulatory schizophrenia" for the type of schizophrenia 
in which the individual is able for the most part to conceal his 
pathology from the general public. To his credit, Dr. Knight 
emphasized the partial preservation of the ego system, which 


eye 


helps to explain the diverse symptomatology, and he suggested 
techniques to nurture and strengthen it. 

It should be borne in mind that when others of the early 
profound thinkers (e.g., Freud and Deutsch) dealt with this 
problem, their work was addressed to a small, very knowledge- 
able coterie of readers. 

When we examine the term “borderline state," we might ask 
the following questions: Borderline between what and what? 
And what state? Mental, emotional, or physical? If the term 
“chronic polymorphous psychiatric syndrome” does indeed 
cover the general human condition, as Dr. Abbott suggests, one 
might infer that all human beings are not only suffering from a 
rather subtle but definite psychiatric condition, but also that we 
are all moving, on the surface and in kaleidoscopic fashion, 
from one form of psychiatric disorder to another. 

The definition of borderline state in A Psychiatric Glossary 
(2) is necessarily brief but useful: “An unofficial diagnostic term 
for a condition in which a person’s symptoms are difficult to 
classify as either psychotic or nonpsychotic. The symptoms 
may shift quickly from one pattern to another, and often in- 
clude acting out and behavior suggesting schizophrenia." My 
intent was to emphasize the importance of this state or syn- 
drome and to suggest a rubric (perhaps there is a better one) 
that could become an official diagnostic term. The term “schiz- 
ophrenia, latent type,” is not truly satisfactory and is in fact 
misleading, because the condition is not latent. 

The term "chronic polymorphous psychiatric syndrome" 
does state lucidly several (of course not all) relevant facts—that 
the condition is chronic, that it assumes many forms in the same 
patient, that it has something to do with psychiatric illness, and 
that it is a syndrome based on the concept of a medical model. 
The classic term “borderline state" does none of these things. 
My proposed term is certainly more informative for younger 
psychiatrists in training and for nonpsychiatric physicians in 
that it has real heuristic and communicative value. 
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Bridging the Gap 


Sir: In a past issue of the Journal, I read that there is “‘grow- 
ing evidence that good and poor prognosis schizophrenia are 
different illnesses” (1) and that the authors of a French text- 
book are to be criticized because “the schizophrenias are ac- 
cepted reluctantly" in their work (2). 

Not accepting Bleuler's all-inclusive view of the schizophre- 
nias and placing the so-called acute schizophrenias in another 
category does not mean that one is sticking to an old-fashioned 
or traditional nosology. Instead, it indicates nonacceptance of 
an ill-defined entity and the possibility of making a more re- 
fined and accurate diagnosis than that available in DSM-II. 

I am inclined to believe that the American student is much 
more puzzled about what is going on in psychiatry elsewhere in 
the world than the so-called French disciples are. I remember, 
for instance, an article in Psychiatric News (3) that included a 
glossary of "some unusual Soviet terms." Those terms are in- 
deed used by the Russians, but most of them were introduced 
into psychiatry by the French and the Germans. The “unusual” 
Soviet terms "positive and negative symptoms” were first used 
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in neurology by H. Jackson and in psychiatry by Henri Ev, one 
of the authors of tae French textbook criticized in the Jour- 
nal (2). 

I believe that the gap to be bridged is less between American 
and Soviet psychiatry than it is between the dominant schools 
of psychiatry in the United States, which are stil] under the spell 
of Freud, and psychiatry as it is taught and practiced in most of 
the world. It is to be hoped that the gap is slowly but surely 
being bridged. Two chapters by Lehmann (4, 5) in the Compre- 
hensive Textbook of Psychiatry (2nd edition) are a valuable 
contribution to building that bridge. Unfortunately, I could find 
very little in that text on the Schneiderian concepts of mental 
disease as opposed to the concepts of neurosis and abnormal 
personality. I do not mean to say that we should follow Schnei- 
der’s classification, but I believe his concepts should be more 
generally known so that they could be adopted by those who 
find them useful as a frame of reference, e.g., in daily practice. 
A great service would be done to psychiatry (and psychiatric 
patients) in the United States if the introductory chapters of 
Meyer-Gross and associates’ Clinical Psychiatry (6) were in- 
cluded on readirg lists for psychiatric residents. 
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Chlormethiazol and Delirium Tremens 


Str: In "Chemotherapy of Delirium Tremens: A Survey of 
Physicians’ Preferences" (September 1974 issue), Armando R. 
Favazza, M.D., M.P.H., and Patricia Martin, M.B., reported 
the results of a survey indicating the following order of treat- 
ments of choice benzodiazepines, paraldehyde, phenothiazines, 
and barbiturates. Mortality rates were generally low, with tne 
exception of 5 respondents who reported between 5 and 20 
deaths. 

In the Psychiatric Clinic of the University of Lausanne, we 
have been using chlormethiazol (Hemineurine) since 1965 (this 
drug is not available in the United States). Our first report on 
our experiences with this drug, a derivative of vitamin B,, was 
published in 1957 (1). Its effects can be summarized as follows: 
it is a powerful anticonvulsive, with sedative and hypnotic éc- 
tion as well as inhibitory action of deferent nervous centers and 
with no substantial influence on the autonomic nervous system. 
Acute and chronic toxicity are very low. The only con- 
traindication we have encountered is respiratory insufficiency. 

The following effects of chlormethiazol treatments can be ab- 
served: rapid sedative action and sleep (after the first hour of 
phleboclysis), reduction and disappearance of autonomic prob- 
lems, reduction of confusion and oneirism, as well as an almost 
complete absence of secondary effects. Administration can be 
either intravenous or oral, with intravenous treatment reserved 
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for the acute states. Our procedure for intravenous administra- 
tion involves gradual decreases in rate as agitation diminishes 
and the patient is overcome by sleep. If agitation reappears, 
phleboclysis is continued until it disappears permanently. After 
the agitation phase, we prescribe a sedative on the basis of the 
patient’s needs (e.g., chloral hydrate or further chlormethiazol). 

This treatment produces similar results to treatment based 
on benzodiazepines and meclofenoxate, but the effects of chlor- 
methiazol are much more rapid, thus reducing the dangers of 
infection to a minimum. 

A check of all our files on patients with delirium tremens 
treated with chlormethiazol from January 1, 1970 to December 
31, 1973 (N=78, 35 treated intravenously and 59 orally) in- 
dicated that none of these patients died. Chlormethiazol is cur- 
rently being used in the majority of Swiss psychiatric hospitals, 
and the use of benzodiazepines and phenothiazines has been dis- 
continued, 
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Correction 


In the “Highlights of the 128th Annual Meeting" (Official Actions, 
July 1975 issue), Dr. Colin M. Smith should have been identified as 
President of the Canadian Psychiatric Association and Dr. Frank Wil- 
liams, whose name was omitted, as President of the American Society 
for Adolescent Psychiatry. The staff regrets this error. 
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Neuropsychiatry in World War II, Vol. II: Overseas Theaters. 
Publication 0832-00047, by the Medical Department, United 
States Army. Washington, D.C., Office of the Surgeon General, 
Department of the Army (U.S. Government Printing Office, 
distributor), 1973, 1,094 pp., $16.20. 


The first volume of Neuropsychiatry in World War H was ti- 
tled Zone of the Interior. This, the second volume, is concerned 
with the problems, solutions, treatments, and dispositions of the 
neuropsychiatric casualties overseas. It also contains a section 
on neuropsychiatry in the Army Air Force and one on prisoners 
of war. 

In the foreword, the Surgeon General of the Army makes 
several statements that bear repetition. One, which shows an 
awareness of changing times, follows: 


Regardless of what the future might bring, these experi- 
ences of military neuropsychiatry must be recorded, pre- 
served, and made available for study at all times. Their 
sum total is a remarkable history of human behavior in ab- 
normal circumstances of great stress and of the steps taken 
by neuropsychiatrists to treat and prevent combat psychi- 
atric casualties. Despite its military nature, this history can 
make an important contribution to the peacetime practice 
of neuropsychiatry. 


There is no doubt about the importance of the history; it is a 
record of the nation’s greatest trial as well as psychiatry’s great- 
est ordeal; it is also a record of some of the finest hours of both. 
The editor of neuropsychiatry for this book, Col. Albert J. 
Glass, was ably assisted by Drs. Calvin Drayer, M. Ralph Kauf- 
man, Lloyd Thompson, and the late Lindsay Beaton. The Sur- 
geon General pays tribute to all of these men for their “zeal, un- 
selfish motives, and their keen sense of the need for the history." 
He adds a sad note in his tribute to Col. Stephen C. Sitter, who 
died before he could finish the chapter titled American Prison- 
ers of War," which was completed by Dr. Charles J. Katz and is 
complemented by Col. Robert J. Bernucci's chapter on Ameri- 
cans held prisoner by the Germans and Italians. These three au- 
thors had all been prisoners of war themselves. 

Colonels Drayer and Glass lead off with discussions of the 
North African invasion and the campaigns in Tunis and Sicily. 
The seven sections of the book that follow are written by a num- 
ber of psychiatrists and encompass all aspects of our overseas 
Army operations. One hesitates to name the psychiatrists in- 
volved for fear of missing one inadvertently. Many of them 
have become outstanding representatives of civilian psychiatry. 
One also hesitates to mention specific neuropsvchiatric units be- 
cause all were important in the overall war effort. 

Several syndromes unfamiliar to civilians are described in 
this volume. Old sergeants' syndrome is mentioned, a syndrome 
that seemed to confirm the axiom that every man has his break- 

ing point, even those who had demonstrated superior combat 
effectiveness and leadership ability. Old psychiatrists’ syndrome 
is humorously described; its symptoms became manifest in psy- 


chiatrists caring for “‘multitudes of dispirited, unhappy sol- 
diers" during interminable periods of winter warfare. Fortu- 
nately the syndrome had no lasting effects. 

The situations in all commands are detailed, along with nu- 
merous and by now well-publicized incidents, such as General 
Patton's actions and his apology. There are reports throughout 
the book of the psychiatrists’ problems with medical and line 
officers of every grade as to the reality of psychiatric casualties. 

The Fifth U.S. Army Neuropsychiatry Center (the 601st) 
played an important role in the development of division psychi- 
atry. A new era of combat psychiatry emerged when it was de- 
termined that more effective treatment could be obtained when 
psychiatrists were assigned to divisions and allowed to operate 
in battle areas. Colonel Glass mentions that the staff of the 
601st also provided professional and emotional support for 
their colleagues in the forward areas. 

Kaufman and Beaton’s anecdotal chapter titled “*As We Re- 
member It” mentions over 100 men, many of whom contrib- 
uted informatior for the chapter. They give testimony to the ex- 
cellent work of numerous colleagues. It is with deep regret that 
the names of all of them cannot be mentioned here because they 
all cooperated in a gigantic effort to help with the emotional 
problems of millions of men under arms in a worldwide con- 
flagration. Some suffered more than others, and the description 
of the “Death March” from Bataan and Corregidor is a sad re- 
cital of unwonted cruelty and unmitigated horror, yet the psv- 
chiatric casualtv rate as reported was low. 

The last chapter, by Colonel Glass, is titled “Lessons 
Learned." It is obvious that a great deal was learned about psv- 
chiatry during World War II, but at a terrible price. Colonel 
Glass was able to put the lessons learned to good use in the Ko- 
rean episode, however, and they worked to the benefit of those 
who became ill during that strange war. 

Even though the book is a mélange, the writing is generaly 
good, and all of it is interesting. There is much too much to try 
to encompass in a single review, and again one regrets he cannot 
pay tr:bute to each outfit and each individual. One can say with- 
out hesitation, however, that this is an exceedingly important 
segment of psychiairic history and deals with a period when the 
discipline came of age. It is highly recommended as a valuable 
addition to any psychiatric library, personal or institutional, 
and its compilers and writers are to be congratulated. 


F.J.B. 


Psychotherapy and Multiple Personality: Selected Essays, by 
Morton Prince; edited by Nathan G. Hale, Jr. Cambridge, 
Mass., Harvard University Press, 1975, 328 pp., $12.50. 


Morton Prince was a highly personalized Boston psychiatrist 
and neurologist whose work flourished from around 1890 to his 
death in 1929. His pioneering efforts in the studv of psycho- 
pathology and psychotherapy are largely forgotten today. This 
collection of essays and the notable introductory essay by Na- 
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than G. Hale, Jr., do mucā to clarify Prince's role in the history 
of American psychiatry and make available a number of 
Prince's scientific papers and formulations about the important 
clinical and theoretical issues of his time. 

Prince, born in 1854 and therefore a contemporary of Freud 
and Meyer, was largely influenced by the late nineteenth-cen- 
tury French school of psychiatry, based on the ideas of Bern- 
heim, Charcot, and Janet. Prince introduced many of their 
ideas to the United States but always reflected his own individ- 
ual and particular interests. He became a major influence on 
the development of the psychotherapy and psychopathology of 
the psychoneuroses, and he was the major influence for a group 
of psychologists and psychiatrists in the United States about 
1912, when Freudian psychology became the dominant influ- 
ence. 

Prince devoted little time to the study of the psychoses; his in- 
terests were with such exatic psychopathology as multiple per- 
sonality. His interests became widely known through his work 
The Dissociation of a Personality, a study of one Miss Beau- 
champ. His early presentation of this patient is reprinted in this 
book, providing an idea of Prince’s concepts of the subliminal 
self, the subconscious, the coconscious, disintegration of the 
personality, the use of hypnosis in personality exploration, pri- 
mary consciousness, and amnesic phenomena. 

Hale clarifies the fact that the concept of unconscious mental 
processes by no means began with Freud; this concept was very 
much a part of the psychological Zeitgeist of the late nineteenth 
century. Prince was exposed to such ideas while an under- 
graduate student at Harvard, where he was deeply impressed by 
the teaching and writings of William James. The friendship 
with the Harvard psycholegist and philosopher remained close 
until James's death in 1910. James came to rank Prince as one 
of the principal investigators of the unconscious, along with Ja- 
net, Binet, Breuer, and Freud. 

Prince’s psychology was essentially a commonsense one, ulti- 
mately expressed in physiological terms. His psychotherapy 
consisted of a mixture of suggestion (including hypnosis), reed- 
ucation, rules of conduct, and supportive measures. He rejected 
many aspects of the develcping psychoanalysis as well as Wat- 
son’s behaviorism. The theory of infantile sexuality was anathe- 
ma to him, as was the psychoanalysts’ penchant for theory. He 
refused to become involved with the psychoanalytic movement 
in the United States, althcugh he was a close friend of James 
Jackson Putnam and Ernest Jones. 

Prince must also be recognized for his founding of the Jour- 
nal of Abnormal Psychology in 1906, the American Psycho- 
pathological Association in 1910, and the Harvard Psychologi- 
cal Clinic in 1927. 

Hale has again presented us with a valuable work on the his- 
tory of American psychiatry, as he did with his previous studies, 
Freud and the Americans (1) and James Jackson Putnam and 
Psychoanalysis (2). It is a great pleasure to rediscover Morton 
Prince. Those not already familiar with his works will find value 
in his original essays on dynamic psychopathology and psycho- 
therapy. 
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Annual Progress in Child Psychiatry and Child Development 
1974, edited by Stella Chess, M.D., and Alexander Thomas, 
M.D. New York, N.Y., Erunner/ Mazel, 1975,625 pp., $15.00. 


Since I have had the opportunity to comment on two pre- 
vious volumes in this series (an annual review of an annual re- 
view?), it is possible to compare this collection with the earlier 
ones. This seventh annual review does not seem to reflect the lit- 
erary excitement experienced in the previous volumes. Indeed, 
there seems to be a defini<e decline in quality. 

There are, to be sure, some excellent articles. For example, 
the unending concern about competence and intelligence has 
nowhere been more clearly discussed than in McClelland's arti- 
cles, which appeared originally in the American Psychologist. 
Of equal interest, Lester Grinspoon's classic paper on ampheta- 
mines is more than worth repeating. It is a fascinating and eru- 
dite blend of the polemic with the scientific. 

The group of papers concerned with adolescence contains 
several of high quality, especially the intriguing clinical descrip- 
tion by Schowalter of an adolescent with nephritis making a de- 
cision to die in the face of continued painful treatments. The 
concluding articles, whica depict for both mental illness and 
mental retardation the new concern with the law, are clear and, 
although not exciting, po:nt to the need for a better organized 
form of advocacy than has been previously considered. 

Looking at the scope of the whole volume, however, one gets 
the impression that the collection seems designed for readers 
whose study is limited to the Journal of the American Academy 
of Child Psychiatry and zhe American Journal of Psychiatry. 
The early chapters, which deal with basic developmental issues, 
lack the blockbusters that seemed to fill the preceding volumes. 
There seems to be a decline in either the selective process or, 
possibly, the actual offerings in the field. 

If the decline in quality is due to a dearth of good work, we 
are in trouble. The very first issue of this annual progress review 
in 1968 held out great hope for the field of child psychiatry be- 
cause of the outstanding character of the articles selected. One 
wonders if the entire series began at a time when the product 
was better. Since the editors have had considerable experience 
in the process of selection, it should by now be easier to select 
articles. It may well be, hawever, that there is more difficulty in 
getting permission to reprint papers that have been published 
previously. 

Whatever the cause for -he decline, one hopes that the quality 
of the articles reflects more the process of selection than some- 
thing to do with the field. If the field is in truth declining, we are 
in a most unfortunate situation. 


HENRY H. Wonk, M.D. 
Washington, D.C. 


The Care of Patients: Concepts and Tactics, by Mack Lipkin, 
M.D. New York, N.Y., Oxford University Press, 1974, 268 pp., 
$8.95; $4.95 (paper). 


Mr. Dooley once remarked that “if th’ Christian Scientists 
had some science an’ th’ doctors more Christianity, it wudden’t 
make anny diffrence which ye called in—if ye had a good 
nurse." 

Finley Peter Dunne wrote Mr. Dooley's Opinions over 50 
years ago. Since then the accelerated growth of medical tech- 
nology has given us more reason to be concerned about the de- 
humanization of medicine and the undue emphasis on the scien- 
tific, mechanistic approach to disease. A truly scientific 
approach to the problems of illness and a humanistic, compre- 
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hensive understanding and care of the patient as an individual 
complement each other, but too many modern physicians re- 
gard the patient as the point of intersection of a number of 
physicochemical variables. Dr. Lipkin addresses himself to this 
problem and in so doing gives a brilliant overview of the prac- 
tice of medicine in history and the present day. He may or may 
not have read Peter Finley Dunne, but he seems to have read ev- 
erything else in the medical literature; the book is full of ex- 
cellent quotes. The author’s experience as a teacher and prac- 
titioner is extensive. 

This is the kind of book that every physician dreams of writ- 
ing, but few of us have the body of knowledge and the back- 
ground in general medicine and psychiatry to bring it off. It 
should be required reading for every medical student—prefera- 
bly between the third and fourth years. 

The book progresses from a discussion of such basic ques- 
tions as, “What is Health?” to a consideration of various etio- 
logic factors, the diagnostic process, and patterns and problems 
of modern treatment. Among the many subjects covered are un- 
necessary surgery, preoperative and postoperative management 
of the surgical patient, a review of psychiatric treatment, drug 
reactions, the role of suggestion in the patient-physician rela- 
tionship, geriatrics, and hospital care. The theme stressed 
throughout is to treat the patient and not just the disease. The 
difference this philosophy can make to clinical management 
and outcome is illustrated by numerous case vignettes. 

The approach is psychosomatic in the best sense of that often 
abused concept, but the balance of this book is demonstrated by 
the author’s penetrating criticism of the more loosely con- 
structed theories of psychosomatic illness. The lively spirit of 
the writer is made even more apparent when he takes a well-de- 
served swipe at the abuse of authority in medicine. He writes, 
"Unquestioning reliance on authority has been one of the major 
forces in retarding the progress of medicine,” and illustrates 
this statement by quoting Galen: “Never as yet have I gone 
astray in either treatment or prognosis. .. . If anyone wishes to 
gain fame... all that he needs is... to accept what I have been 
able to establish." It was a long time before physicians ceased 
to believe in the five-lobed liver. 

The writing is informal but well organized, lucid, and easy to 
read. It is inevitable that in a book of modest size covering such 
a large territory some things are left out. If one has to make a 
criticism it would be that there is no mention of the pressures 
that make it difficult for even the best-intentioned physician to 
practice good medicine. In particular the pressure of overwork 
can desensitize the best practitioner; when the patient is the last 
of a long line seen by the physician that day, the outlines of his 
personality become a little blurred. There is also no mention of 
the current problems of malpractice suits and the difficulties 
created when patients become potential adversaries in a court- 
room. 

Then again, maybe it is better that Dr. Lipkin left it that way. 
He is writing about medicine the way it should be practiced, 
and, Heaven knows, we need something like this to inspire us. 


AUSTIN McCAWLEY, M.D. 
Hartford, Conn. 


The Speed Culture: Amphetamine Use and Abuse in America, by 
Lester Grinspoon, M.D., and Peter Hedblom. Cambridge, 
Mass., Harvard University Press, 1975, 329 pp., $15.00. 


Amphetamine use and abuse has been relatively ignored re- 
cently in the concern about opiate and marijuana use. By re- 
viewing a vast amount of scientific and anecdotal material, Dr. 
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Grinspoon and Peter Hedblom have produced a rich resource. 
Divided into ten chapters, this volume first reviews the current 
status cf the social phenomenon of amphetamine use and then 
goes on to systematic chapters on its development and pharma- 
cology, its effects on mood and performance, other psychologi- 
cal effects, and long- and short-term influences. The authors 
emphasize the often-ignored physiological dependence on am- 
phetamines. A separate chapter deals with the data so dear to 
the hearts of defense lawyers—the influence of amphetamines 
on crime and violence. 

The discussion on medical use of amphetamines is divided 
into two chapters, one on the treatment of hyperkinetic children 
and the other on the use of amphetamines in such conditions as 
narcole»sy and obesity. The book concludes with a chapter de- 
scribing the complexities of trying to avoid amphetamine abuse. 

This 200k is so well written that it may lull the unaware read- 
er into easy acceptance of much that I think is editorializing. 
Although there is a plethora of horror stories regarding am- 
phetamine abuse, the authors provide no data on the frequency 
of tragic results compared with the total amount of ampheta- 
mines consumed. Their efforts to show that amphetamines are 
more dangerous and more addictive than opiates are not entire- 
ly convincing, e.g., the following statement: “To graduate from 
heroin to amphetamine abuse is to exchange a bad situation for 
a worse one. Heroin with its ‘normalizing’ rather than in- 
toxicating effect on the body has never been shown to produce 
any disease or tissue or organ damage." Although they “view 
with alzrm" the use of stimulants for hyperkinetic children, the 
authors produce no convincing data on the amount of damage 
that has been done. The authors grudgingly acknowledge the 
benefits of stimulants for a substantial number of hyperkinetic 
children, and they do not seem to question the fact that these 
children rarely go on to become addicts. One therefore wonders 
how they concluded that amphetamines are more dangerous 
than opiates. 

A long section whipping doctors for being stupid about the 
use of drugs is of dubious utility. “The fact that introductions to 
amphetamines come from doctors' prescriptions suggests that 
physicians are not well educated about this class of drugs" is an 
example of the authors’ logic. Completely ignored is the fact 
that most of the abuse of prescription writing is done by a hand- 
ful of doctors. Furthermore, no data are presented to show that 
a majority of doctors are ignorant or avaricious in their pre- 
scription-writing habits. 

The authors ignore the major area of the natural history of 
amphetamine abuse. Speed is a young person's drug; most 
abusers give it up spontaneously. One rarely sees a middle-aged 
speed freak. Quite the reverse is true with regard to the use of 
hypnotic drugs. What is the nature of this spontaneous ex- 
tinction? 

While speed kills, and this book has some overkill, it remains 
a most stimulating and useful contribution. 


PAUL H. BLACHLY, M.D. 
Portland, Ore. 


Advocacy for Child Mental Health, edited by Irving N. Berlin, 
M.D. New York, N.Y., Brunner/Mazel, 1975, 333 pp., $13.50. 


Many read the report of the Joint Commission on Mental 
Health of Children (1) with interest, enthusiasm, confusion, 
concern, or disagreement. This book is the "inside story" of 
that report, written by members of the commission. 

The book traces the origins of the Joint Commission. The 
country's outrage at the assassination of John F. Kennedy and 
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the resulting violence led to the enactment of the so-called Os- 
wald bill to provide more psychiatric services for children. This 
book describes how a small group of community- and pre- 
vention-oriented mental health experts stopped a simple expan- 
sion of the services of the past to promote a nationwide study of 
the fundamental needs of children. 

Investigation of the etiologic factors that lead children and 
adults to violent behavior was a charge of the commission. Ir- 
ving Berlin traces its work as it examined the environmental 
factors that influence violence. He articulates the principal mes- 
sage of the commission—advocacy—and outlines his concept of 
“operational advocacy,” the evolution of a system that would 
provide services to deal effectively with the needs of the popu- 
lation of children and their parents in a defined geographic area. 
Operational advocacy emphasizes preventive and early inter- 
vention measures and continuous diagnostic assessment of 
needs. 

This work, edited by Berlin, is an excellent exposition of the 
social and mental health viewpoint in which prevention out- 
ranks treatment in priority. Although the chapters are at times 
polemic, repetitive, and lengthy, they are generally well se- 
quenced and integrated and laced with Berlin’s own com- 
mentary, which carefully builds and synthesizes the model he 
advocates. 

Beginning with an examination of the explosive social crisis 
currently facing our nation—an increasing work force colliding 
with a decreasing number of jobs and a superimposed racism— 
the chapters analyze and detail the shocking incidence of physi- 
cal and emotional problems among our young people and our 
society’s responsibility for them. Forcing us to recognize that 
ours is one of the least child-oriented societies in the world and 
that we are not gaining on the problem, Berlin presents a Bill of 
Rights for children. 

Subsequent chapters review child development and psycho- 
pathology against a background of social and environmental 
deprivation. Refusal to go to school, for instance, is considered 
in social rather than intrapsychic terms. Other chapters contin- 
ue to develop a comprehensive theory of child development 
that, although it does not replace familiar psychological frame- 
works, emphasizes the social component that has been so ne- 
glected in our theoretical formulations. 

Julius Richmond, Stanley Walzer, and Theodore De Buno 
continue along this line in their description of the philosophy 
and epidemiology of learning disorders in broader perspective 
than the traditional clinical view. They also weave an excellent 
review of recent brain research into their articles. Norman 
Lourie provides a penetrating assessment of the deficits in our 
present human services system, pointing out that it is primarily 
oriented toward serving the needs of the providers, that it is 
crisis-oriented rather than focused on fundamental environmen- 
tal problems, and that it serves a small and “safe” population 
by screening out **hard-care" groups. Lourie's discussion of the 
objectives, method, and internal contradictions of the “New 
Federalism," e.g., setting up a National Cancer Institute and a 
National Institute of Education while advocating decentral- 
ization, presents some intriguing facets of present-day politics. 

David Bazelon discusses the social roots of crime and the ju- 
venile court system, reviewing well-known recent precedent-set- 
ting cases and detailing the inadequacies of detention and other 
juvenile facilities. Berlin follows with an analysis of crime, pov- 
erty, violence, and racism, taking us inside detention and other 
juvenile facilities to illustrate the horrors of our present treat- 
ment and rehabilitative programs. 

Dane Prugh and Kent Jordan detail the dehumanizing and 
damaging process of pediatric hospitalization; the shifts in pedi- 
atric care over the years; and the philosophy, psychology, and 
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psychopathology of hospitalization. They propose a modern de- 
velopmentally oriented program for the future. In the last three 
chapters, Berlin deals with the rights and needs of the retarded, 
develops the concept of advocacy with illustrative cases, synthe- 
sizes and integrates idezs from the other chapters, and, with 
Lourie, discusses political and legislative vicissitudes and strate- 
gies. 

One of the most fascinating chapters, and one that illustrates 
the intrigue of this boak, is written by Chester Pierce. He 
presents an eloquent exposition of the meaning of racism as a 
mental illness and outlines a program to combat its effects on 
children. His skepticism regarding the commission's real com- 
mitment to the needs of the minority poor suggests one reason 
why the report has been so controversial among child mental 
health professional groups. 

This book is recommended to all in the child mental health 
field, not only because it provides the inside story of the Joint 
Commission report written by the key figures in the movement 
itself, but also because it advocates a new national commitment 
to children and proposes à process and system of child advocacy 
to achieve this. Irving Berlin, through a careful choice of au- 
thors and the sprinkling of his own integrative chapters, has 
provided us with a fascirating story of social psychiatry in the 
making. 
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Mental Health. New York, Harper & Row, 1970 


JOHN F. McDermott, JR., M.D. 
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Patient Care Evaluation in Mental Health Programs, edited by 
Donald C. Riedel, Gary L. Tischler, and Jerome K. Myers. 
Cambridge, Mass., Ballinger Publishing Co. {J.B. Lippincott 
Co.), 1974, 287 pp., no price listed. 


In the last few years “‘evaluation” has become a popular by- 
word in the general health field and also in psychiatry. Empha- 
sis is being given to the assessment of the quality, cost, distribu- 
tion, and results of health care. The impetus for this trend has 
come largely from recent changes in the funding of health pro- 
grams, especially in such federally sponsored structures as 
Medicare and Professional Standards Review Organizations 
(PSRO), which have insisted on mechanisms of systematic re- 
view and fiscal and professional accountability. This, in turn, 
has sharpened the need to catalog and examine the techniques 
by which such reviews mav be carried out. 

Patient Care Evaluation in Mental Health Programs, an in- 
terdisciplinary effort from Yale University, was conceived in 
this context. It examines what is meant by “‘quality of care" and 
how data systems— basic to any utilization review—-are estab- 
lished. Consideration is given to standardized forms that at- 
tempt to encompass the patient's psychiatric history and mental 
status examination. The various types of study that may be car- 
ried out are also reviewed. These include epidemiologic and 
ecologic analyses, evaluation of direct patient care, review of in- 
direct services, outcome studies, and special studies of distinct 
clinical groups representing key segments of the patient popu- 
lation (e.g., schizophrenic, adolescent, or suicidal patients). 

The principal assets of this book are its comprehensiveness 
and methodological sophistication. The editors, experts in this 
specialized field, have performed a real service by analyzing the 
various segments of the evaluation process and indicating the 


methods by which the problems of evaluation may be ap- 
proached. Although generally substantial and praiseworthy 
from a technical standpoint, this book has limitations in other 
respects. In the discussion of how to establish a data base for an 
evaluation project, more might have been said about interrater 
reliability and the assessment of the relative quality of diagnos- 
tic observations. This is particularly a problem in community 
mental health centers, in which clinical appraisals are often car- 
ried out by persons who vary widely in clinical skill and experi- 
ence and who may range from a senior psychiatrist to a relative- 
ly untrained paraprofessional. 


A more important flaw in this book is its inclination to cir- - 


cumvent philosophical issues. This might have been a deliberate 
choice to keep the focus sharply on matters of methodology. 
However, one senses that something important is missing, that 
the conceptual and practical implications of far-reaching review 
programs have not been considered. The underlying premise is 
that such programs are needed and that their time has come; the 
book’s main concern is with their technical implementation. 
Whether certain segments of clinical performance may be more 
fit for evaluation than others is not considered. Presumably, the 
more review programs the better, the limit being set only by the 
resources and technical means available. 

Hardly any recognition is given to the problem of main- 
taining confidentiality or, in fact, that it is a problem. What is 
the impact on the individual citizen of the accumulation of sen- 
sitive personal information in computerized data banks? Does a 
dummy code really protect the patient’s privacy? The authors 
regard the misgivings of clinicians about some aspects of eval- 
uation projects as an expression of "resistance" (p. 223). They 
seem unaware that clinicians often practice defensive record- 
keeping, Le they write case histories that are deliberately 
abridged and opaque and rely as much as possible on "benign" 
diagnoses. As a result of the ease of photocopying and the con- 
stantly growing scrutiny of patients' records, there is fairly gen- 
eral recognition that a detailed and truthful case history may 
present a risk to the patient and his treatment. The clinician of- 
ten has difficulty justifying this risk. 

The book briefly mentions that evaluation projects not only 
check on the quality of care but also serve to shape the way psy- 
chiatry will be practiced. However, no hint is given that the re- 
searcher's preliminary findings or suggested guidelines have a 
way of emerging as governmental policy directives that attempt 
to stipulate, for example, the length of hospitalization or who 
may receive ECT. Many practitioners are concerned about the 
restrictiveness and forced uniformity that such approaches 
bring about (1). 

Finally, while the book takes for granted that the clinician's 
work and his cost effectiveness need to be monitored, what 
about the cost effectiveness of the evaluation projects? In other 
words, what are reasonable goals and workable priorities? 
What can be accomplished without unduly burdening the clini- 
cian with time-consuming paperwork that diverts him from his 
principal function? How much evaluation and review is sen- 
sible, given tight budgets and the fact that when these projects 
are mandated their funding tends to be carved out of existing 
treatment programs? These are hard questions that have not 
been critically examined in this book. 


REFERENCE 


l. Wayne GJ: Forced uniformity: a crisis for private psychiatric hos- 
pitais. Journal 6(4):5-8, winter 1974-1975 


PIETRO CASTELNUOVO-TEDESCO, M.D. 
Nashville, Tenn. 


BOOK REVIEWS 


Psychophysiologie du Sommeil et Psychiatrie, by Henri Ey, Ga- 
brielle-C. Lairy, Mario de Barros-Ferreira, and Léon Gold- 
steinas. Paris, France, Masson & Cie, 1975, 309 pp., 150 French 
francs. 


This volume is the product of some 10 years of research on 
sleep and its relationship to psychiatry. Funded by the French 
National Institute of Health and Medical Research, the work 
was conducted with about 500 subjects by a group at two large 
psychiatric centers using sophisticated electrophysiological as 
well as clinicopsychological tools. The results as well as suf- 
ficient experimental data are presented here clearly, succinctly, 
and subtly. This is an outstanding piece of work. 

The authors state, 


The research work published in this monograph has 
been conducted in the hope of objectifying the negative 
neurobiological process or processes generating psychoses, 
whether acute or chronic, by looking for such factors in the 
area of the regulation and organization of the different 
phases of sleep. 


The result is a very fascinating, sound piece of work based on 
an enormous research effort. I would venture to say that this 
book reports the largest body of data compiled and the longest 
effort made by a single research group in the study of sleep and 
its relation to psychosis to date. 

The authors note that dreams and dreaming are not tempo- 
rally limited either to a given state of sleep (1.e., REM) or to any 
other definite phase of sleep. Dreaming is a product of "contin- 
uous mental activity." In spite of the commonly accepted idea, 
there is no linear relation between dreams and REM sleep. The 
authors are quite emphatic in denying, on the basis of their 
data, the direct and simple equation of REM sleep and dreams 
that has been proposed by Dement. They are able to show that 
while it is true that 20 percent of normal nocturnal sleep is occu- 
pied by REM sleep, patients report dreams in 40 percent of 
awakenings during deep sleep and in 66 percent of the awak- 
enings during the intermediate, transitional (PI) phase of sleep. 
Dreams are reported in 72 percent of awakenings from REM 
sleep. 

The reports in the data show rich visual imagery in dreams 
during both deep and intermediate sleep in total absence of rap- 
id ocular movements. Indeed, the authors have EEG evidence 
that REM sleep itself can occur without ocular movements. The 
simple dichotomy of deep sleep/R EM sleep is too schematic 
and too simplistic. There is also evidence in the authors' data 
that mentally ill subjects show a large portion of intermediate 
phase (PI) sleep. PI sleep represents only about 7 percent of the 
sleep time of normal subjects. 

The authors neze that in chronic schizophrenic patients a 
great deal of REM sleep is accompanied by an extreme poverty 
or even absence of any reported or reportable mental activity. 
The amount of REM sleep in chronically ill patients seems to 
be at a normal or, often, a greatly increased level. However, the 
patients’ reports on awakening from REM sleep are notably 
impoverished, vague, ambiguous, and marked by underlying 
anxiety during REM sleep. This is in marked contrast to the 
clear-cut electrical activity of the EEG, according to which we 
would expect to get reports of clear, detailed, organized dreams. 

In chronic psychoses disorganization is not simply a reflec- 
tion of an acute process or a restitution integrum of a biological 
equilibrium; it is a new dynamic modality of organization or 
disorganization in which there is a dissociation of factors. In 
spite of what is commonly held, there is no unequivocal rela- 
tionship between dreams and delusions. Delusions may be con- 
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ceived of as an intrusion into the waking state of a process that 
should remain locked up in sleep. 

Turning to sleep deprivation, the authors learned that even 
prolonged deprivation of REM sleep is less **psychotogenic" 
than they had been led to believe by the work of others. There 
was even an amelioration rather than an aggravation of the 
clinical condition in some cases of psychosis. There seemed to 
be a decrease in the total amount of sleep, a decrease in REM 
sleep, an increase in PI sleep, and marked disturbances of EEG 
patterns in acutely psychotic patients. 

The final conclusion cf the authors may be summed up in the 
following statement: 


One can perhaps say that where the hypno-oneric siate 
itself has lost its organization, its psycho-biological sense, 
direction, and evolution, there the work of delusion and 
hallucination and its secondary elaboration begins to take 
place in a sort of closed system. 


The authors offer many suggestive theoretical hypotheses 
that are interesting and would merit discussion, but I think I 
have indicated enough of the richness and value of this excellent 
book. 


JOSEPH ZINKIN, M.D. 
New York, N.Y. 


The Teenage Pregnant Girl, edited by Jack Zackler, M.D., and 
Wayne Brandstadt, M.D. Springfield, Ill., Charles C Thomas, 
1974, 300 pp., $12.95. 


This book is impressive as a comprehensive, multifaceted re- 
source for anyone interested in the scattered professional litera- 
ture about the unwed pregnant teenager. It has both author and 
subject indices, but the extensive bibliography is unfortunately 
footnoted throughout the text. It is an interesting book, often 
heavily referenced and at times speculative; some statements 
are arrived at deductively from a mass of statistical data. 

It takes some unraveling to identify these deductive threads 
because they are intermixed with factual data. The first chap- 
ter, for example, seems unduly demanding in this respect, yet I 
found this chapter one of the most interesting because of the 
breadth of the material covered. I found the following state- 
ments, all of which appear in the first chapter, to be.confusing; 
they seemed to prevent a clear understanding of the author's 
point: 


Lower economic groups have higher illegitimacy rates 
than do groups with superior economic status. (p. 39) 

We do not expect the problem of teenage illegitimacy to 
disappear with further gain in income. The reason for this 
apparent contradiction is that the post World War II peri- 
od has seen an enormous reduction in the proportion of the 
population living below the poverty line, while simulta- 
neously being a period of rising teenage illegitimacy rates. 
Further gain in family income, with the resulting decline in 
the percent of white or nonwhite teenagers below a fixed 
poverty line, does not [ead to the prediction that the illegiti- 
macy rate of white or nonwhite teenagers will decline. (p. 
41) 

Therefore, if relative economic position in some way 
acts to determine illegitimacy rates, there is no reason to 
expect that the trend in the differences between white and 
nonwhite illegitimacy since 1950 should be other than what 
we have observed. (p. 13) 
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To reduce permanently the racial differences in teenage 

illegitimacy we would argue that a large improvement in 
the economic position of blacks relative to that of average 
whites would be required. (p. 44) 

Illegitimacy rates are vulnerable to change from de- 
mographic and economic factors. This should not obscure 
the point that differences among populations on the com- 
ponents of the culture of fertility regulation probably ex- 
plains more of the differences among populations’ illegiti- 
macy rates at a given time than do differences in economic 
and demographic characteristics. (p. 45) 

Achievement of a long-run goal of diminishing white 
and nonwhite differences in teenage illegitimacy, and re- 
ducing the illegitimacy rates of lower income groups within 
each population, will depend, not only on the spread of the 
culture of fertility regulation, but on a shift toward a more 
equal distribution of income as well. At present there is 
little reason to believe that the distribution of income with- 
in the white and nonwhite population will change. (p. 46) 


Although there was less poverty in 1970 than in 1950, the 
number of illegitimate births increased more than proportion- 
ate to our population increase. This is true of both black and 
white births. (Blacks! economic improvements have been at a 
slower pace than whites’.) Simultaneously, there has been a 
much more rapid rise in illegitimate pregnancies among the 
black population than among whites. This book concludes that 
the increasing discrepancy in economic growth between blacks 
and whites (i.e., each group is improving but at different rates) 
is causally related to the racial differences in teenage illegiti- 
macy: "To reduce permanently the racial difference in teenage 
illegitimacy we would argue that a large improvement in the 
economic position of blacks relative to that of average whites 
will be required" (p. 44). 

Two or more sets of simultaneous events can occur because 
they are coincidental, parallel, interactive, or causally related. 
The argument presented in this chapter is stimulating, but it is 
not clearly stated and lacks any evidence that alternative hy- 
potheses were disproved. 

Other chapters cover a broad spectrum of interests—obstet- 
rical and medical problems, nutrition, community health nurs- 
ing activities, social-psychiatric interactions, laws relating to 
family planning, and how to appraise a program for prevention. 
The writing by the many different contributors is generally 
good, and the book is more cohesive than some composites. 

This is a useful book; I learned a great deal from reading it. I 
think most readers of this journal would agree. 


RICHARD E. Davis, M.D. 
Norfolk, Va. 


Methods of Psychiatric Research: An Introduction for Clinical 
Psychiatrists, 2nd ed., edited by Peter Sainsbury, M.D., 
D.P.M., and Norman Kreitman, M.D., D.P.M. New York, 
N.Y., Oxford University Press, 1975, 305 pp., $18.95 (paper). 


In the first edition of this book, the editors made it clear that 
they believe it is possible to introduce psychiatrists to the basic 
procedures, methods, and techniques of clinical research. In this 
edition they direct their attention to the many psychiatrists who 
are not university based and who, they feel, need advice and en- 
couragement to embark on research. To accomplish this pur- 
pose they provide a comprehensive set of knowledge. It seems 
that no aspect of potential research is omitted. The reader is ex- 
posed to discussions of objectives, methods, supporting person- 


nel, and much more. This content is supplemented by valuable 
references, some quite recent, with which to pursue the material 
in greater detail. 

Readers in the United States would probably wish to have an 
American edition of this volume to replace such material as the 
discussion of procuring research grants in Great Britain. The 
chapters are also uneven. Some of the contributors are inclined 
to be pedantic and simplistic, for my taste, and others are some- 
what overwhelmingly sophisticated. The book’s effect is best ex- 
pressed in a paraphrase of the words of one of the contributors, 
Prof. D.A. Pond, who states that this book is valuable in learn- 
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ing to acquire critical judgment, not only of the works of others, 
but also in the evaluation of one’s own abilities. 

Although this has always been a laudable goal in medicine, it 
has become a legal requirement with the passage of legislation 
creating Professional Standards Review Organizations 
(PSROSs). Psychiatrisis who are involved in developing PSROs 
will find the contents of this book invaluable in evaluating the 
quality of care furnished by their peers. 


MERVIN ROSENBERG, M.D. 
Hartford, Conn. 


The American Psychiatric Association invites applications for its annual Hofheimer Prize for 
outstanding research in psychiatry and mental hygiene. The award is given for a book, mono- 
graph, or series of related papers reporting the findings of major studies or research programs 
which have been published or accepted for publication. The award carries with it an honorarium 
of $750 and will be presented at the Convocation of Fellows at the Association's 1976 Annual 


Meeting. 


Applicants must be U.S. or Canadian citizens not older than age 50. If a group of co-workers is 
involved, their median age must be less than 50, and the majority of them must be U.S. or Cana- 
dian citizens. Any professional person who has done creative work in this area is eligible. How- 
ever, the work must have been completed or published within the last three years (on or after 


July 1, 1972). 


To apply, submit six copies of the book, monograph, or series of related papers (or reprints) to: 
Marvin Stein, M.D., Chairman, Hofheimer Prize Board, American Psychiatric Association, 
1700 Eighteenth Street, N.W., Washington, D.C. 20009. Entries will be acknowledged, but will 
not be returned. The deadline for submission is December 31, 1975, and any entry to be consid- 


ered must be in Washington by that date. 
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This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be sent to the 
publishers. Books cannot be returned to the publishers. 


Music Therapy, by Juliette Alvin. New York, N.Y., Basic 
Books, 1975, 173 pp., $8.95. 


Amnesty International Report on Torture. New York, N.Y., 
Farrar, Straus and Giroux, 1975, 285 pp., $3.45 (paper). 


People-Reading: How We Control Others, How They Control 
Us, by Dr. Ernst G. Beier and Evans G. Valens. New York, 
N.Y., Stein and Day, 1975, 219 pp., $8.95. 


Psychiatric Aspects of Neurological Disease, edited by D. Frank 
Benson, M.D., and Dietrich Blumer, M.D. New York, N.Y., 
Grune & Stratton (Harcourt Brace Jovanovich), 1975, 307 pp., 
no price listed. 


Methods in Brain Research, edited by Philip B. Bradley. New 
York, N.Y., Wiley-Interscience (John Wiley & Sons), 1975, 544 
Dp., $47.50. 


Luria's Neuropsychological Investigation: Text, Manual, and 
Test Cards, by Anne-Lise Christensen. New York, N.Y., Spec- 
trum Publications (Halsted Press, John Wiley & Sons, distrib- 
utor), 1975, text, 203 pp., manual, 55 pp., 4 sets test cards; text, 
$24.00 (paper), manual, $7.95 (paper), test cards, $40.00. 


The Old Ones of New Mexico, by Robert Coles; photographs by 
Alex Harris. Garden City, N.Y., Anchor Books (Anchor Press/ 
Doubleday), 1975, 104 pp., $2.50 (paper). 


New Laugh Poems, by E.C. Deza, M.D. Bigfork, Minn., North- 
woods Press, 1975, 86 pp., $2.95 (paper). 


Unmasking the Face: A Guide to Recognizing Emotions from 
Facial Clues, by Paul Ekman and Wallace V. Friesen. Engle- 
wood Cliffs, N.J., Prentice-Hall, 1975, 207 pp., 810.95. 


Community Mental Health Legislation: The Formative Process, 
by Henry A. Foley. Lexington, Mass., Lexington Books (D.C. 
Heath and Co.), 1975, 148 pp., $14.00. 


The Alternate Services: Their Role in Mental Health, by Ray- 
mond M. Glasscote, M.A., James B. Raybin, M.D., Clifford B. 
Reifler, M.D., and Andrew W. Kane, Ph.D. Washington, D.C., 
Joint Information Service of the American Psychiatric Associ- 
ation and the National Association for Mental Health, 1975, 
329 pp., $8.00. 


Psychotherapy of Schizophrenia, edited by John G. Gunderson, 
M.D., and Loren R. Mosher, M.D. New York, N.Y., Jason 
Aronson, 1975, 433 pp., 817.50. 


The New Psychotherapies, by Robert A. Harper. Englewood 
Cliffs, N.J., Prentice-Hall, 1975, 168 pp., no price listed. 


The Age of Sensation, by Herbert Hendin. New York, N.Y., 
W.W. Norton & Co., 1975, 344 pp., $9.95. 


Practical Psychiatry for the Primary Physician, by James R. 
Hodge, M.D. Chicage, Ill, Nelson-Hall, 1975, 345 pp., $15.00. 


Review of Child Development Research, Vol. 4, edited by 
Frances Degan Horowitz, E. Mavis Hetherington, Sandra 
Scarr-Salapatek, and Gerald M. Siegel. Chicago, Ill., Universi- 
ty of Chicago Press, 1975, 654 pp., $17.50. 


The Social Basis of Drug Abuse Prevention, by Richard Jacob- 
son and Norman E. Zinberg. Washington, D.C., Drug Abuse 
Council, 1975, 118 pp., $1.25 (paper). 


Sex and Status, by Doris Jonas and David Jonas. New York, 
N.Y., Stein and Day, 1975, 207 pp., $8.95. 


The Role of Diagnosis in Psychiatry, by R.E. Kendell, M.D. Ox- 
ford, England, Blackwell Scientific Publications (Philadelphia, 
Pa., J.B. Lippincott Co., distributor), 1975, 166 pp., $14.00. 


Childhood in China, edited by William Kessen. New Haven, 
Conn., Yale University Press, 1975, 234 pp., $3.95 (paper). 


Children and Television: Lessons from Sesame Street, hy Gerald 
S. Lesser. New York, N.Y., Vintage Books (Random House), 
1975, 278 pp., $3.45 (paper). 


Hamlet's Enemy: Madness and Myth in Hamlet, by Theodore 
Lidz. New York, N.Y., Basic Books, 1975, 246 pp., $12.95. 


Masturbation: From Infancy to Senescence, edited by Irwin M. 
Marcus, M.D., and John J. Francis, M.D. New York, N.Y., In- 
ternational Universities Press, 1975, 491 pp., $22.50. 


The Varieties of Abnormality: A Phenomenological Analysis, by 
Raymond J. McCall, Ph.D. Springfield, Ill., Charles C Thomas, 
1975, 560 pp., no price listed. 


A Manual of Death Education and Simple Burial, 7th ed., edited 
by Ernest Morgan. Burnsville, S.C., Celo Press, 1975, 63 pp., 
$1.50 (paper). 


Female Sexuality and the Oedipus Complex, by Humberto Na- 
gera, M.D. New York, N.Y., Jason Aronson, 1975, 139 pp., 
$10.00. 
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: ~ Anger Control: The: Developiient and Evaluation of an Experi- N 
-i mental Treatment, by Raymond W. Novaco. Lexington, Mass., 
ro Eedngion Books ( D: C. Heath and Co.), 1975, 125 pp., $14.50. 


ps " The Sociology. of TEN by Ann Oakley New York, N.Y., 


= 2 Pantheon Books (Random House) 1974, 238 pp., $3.95 (paper). 


a 


b: S ORR Cognitive Deficits, and Retardation. Study Group 7, |. 


edited by Neil O'Connor, M.A., Ph.D: Boston, Mass., Butter- 


- worths (published for the Institute for Research Into Mental 


and M ultiple Handicap j, 1 975, 226 pp., $18.50. 


Det "Behavior Change: 1974: An Aldine Annual on JPedehen: 
— 1s; Counseling and Behavior Modification, edited by Gerald R. Pat- 
=- ` Person, Isaac M. Marks, Joseph D. Matarazzo, Roger A. 
e > Myers, Gary E. Schwartz, and Hans H. Strupp. Chicago, ill., 

A Aldine Publishing Co., 1975, 483 PP. no price listed. 


~:~. ~ Alcohol, Drugs and Brain Daa International Symposia on 

.: ; Alcohol and Drug Problems 7, edited by James G. Rankin. To- . . 
7277 ronto, Ont., Canada, Alcoholism and Drug Addiction Research : 
SES Foundation of Ontario, 1975,98 pp., $8:00. 


Medical Sociology: A General Systems Approach, by Leon S. 


Robertson, Ph.D., and Margaret C. Heagarty, M.D. Chicago, 


-<= IL,-Nelson-Hall, 1975, 208 pp., $11.00. 


The Psychology of Color and Design, by Deborah T. Sharpe. 


1- Totowa, NJ., Littlefield, Adams & Co., 1975, 158 pp., $2.95 


DE Den ( paper). 


n 57. Collision for Contorni; by Anden Slaby, M.D., M.P. H., and 


B us . Laurence Tancredi, M.D., J.D. New York, N.Y., Jason Aron- 
: “json, 1975, 203 pp., $10.00. 
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Cases of the Reincarnation Type, Vol. I: Tén Cases in India; by E 
` Ian Stevenson, M.D. Charlottesville, Va., ee Press o E 


Virginia, 1975, 367 pp., no pace listed. 


A Psychiatric Glossary: The Meaning of Tene ibus. Used 
— in Psychiatry, 4th ed., edited by the Subcommittee of the Com=: ` 


mittee on Public Information, American Psychiatric Associa- ` 


- tion. New York, N.Y., Basic Books, 1975, 153 PP. m^ 95. 


Chlorpromazine in Psychiatry: A Study of Therapeutic: In- 
novation, by Judith P. Swazey. Came dee Mass., MIT Press, 
1974, 332.pp.. $17.50. 


Legal fisies in Psychiatric Care, by Tamne R. Tired 
M.D., J.D., Julian Lieb, M.B., B.Ch., and Andrew. E. Slaby, 
M.D., M.P.H. Hagerstown, Md., Medical DPR cd 


, & Row, 1975, 160 pp., $10.75 (paper). 


Pain: .Clinical and Experimental. Perspectives, edited by Mati- © 
syohu Weisenberg, Ph.D.- St. Louis, Mo., C:V. Mosby Co., - 
1975, 385 PP.: $9.50 {paper}. 


‘Group Therapy 1975: An Overview, edited b y Lewis R. Wolberg. i 


and Marvin L. Aronson. New York, N.Y., Stratton Inter-` 


continental Medical Book Corp., 1975, 254 pp., $15.00. 


Organization of Mental Health Services in. Developing Coun- 


tries: Sixteenth Report of the World Health Organization Ex- 
pert Committee on Mental Health. WHO Technical Report Sé-~-. 
ries 564. Geneva, Switzerland, WHO (Albany, N.Y., Q Corp. : 
distributor), 1975, 41 pp., 6 Swiss francs ( di 


Drug Addicts in a Therapeutic Community: The Satori Po 
proach, by Vincent P. Zarcone, Jr., M.D. Baltimore, Md., York. 
Press, 1975, 249 pp., $14.00. l à 


MOBAN 


(molindone HCI} 


THE FIRST OF A NEW CLASS OF 
ANTIPSYCHOTICS TO TREAT THE MANIFESTATIONS 
OF SCHIZOPHRENIA 





CHEMICALLY UNIQUE: MODAN*" is completely unrelated structurally 
or chemically to any of the three main categories of major onti- 
psychotics currently available* MOBAN® represents a new dass of 
antipsychotic...the dihydroindolones, oxygenated indole derivatives. 

*Please see list of reference literature on comparative studies. 


MOBAN (molindone HCl) PERMITS PATIENT 
PARTICIPATION AND COOPERATION IN A PROGRA 
OF ON-GOING REHABILITATION 


CONTROLS SCHIZOPHRENIC 
SYMPTOMS AS IT MOBILIZES 
THE PATIENT TOWARD 
PRODUCTIVE ACTIVITY 


At the start of therapy, MOBAN® can often 
control schizophrenic symptoms. MOBAN" 
acts rapidly— usually within 2 to 4 weeks 
—attaining maximum therapeutic bene- 
fit by the third treatment month. Once 
control is achieved, it can often be main- 
tained with MOBAN*. MOBAN^ produces 
increased functional activity which may 
allow a gradual return to the world the 
patient has left behind: his family, his job, 
and his social activities. (Of course, in 
certain instances where increased activ- 
ity is contraindicated, caution should be 
exercised.) 

In controlled pre-introductory stud- 





RAPIDLY AIDS ARREST OF ACUTE 
OR CHRONIC PSYCHOTIC SYMPTOMS 
OF SCHIZOPHRENIA 





ies, MOBAN® produced significant impro 
ment of thought, affective, motor, ar 
behavioral disorders. 


HELPS KEEP PATIENTS 
ALERT AND RESPONSIVE T( 
PSYCHOTHERAPY 


Because MOBAN® has been shown 1 
produce a sense of alertness in certa 
patients, it may be useful in som 
who are withdrawn and apathetic. 

MOBAN® (molindone HCI) does n 
produce the prolonged dulling effec 
observed with earlier antipsychoti: 
This lack of continued sedation shou 
make for a more cooperative, betti 
functioning potient...one who will E 
able to assume a more active role in F 
over-all rehabilitation, and one less like 





ACTIVATES MANY WITHDRAWN AND 
APATHETIC PATIENTS 


O discontinue the needed maintenance 
medication. A beneficial sense of well- 
deINQ occurs in some patients (others 
nay experience an abnormal, exagger- 
ated sense of well-being). 


AN EFFECTIVE 
THERAPEUTIC ALTERNATIVE 


Vhen patients are unresponsive or have 
»ecorme refractory to their current medi- 
ration or suffer certain untoward side 
affects, MOBAN" offers a clear-cut thera- 
»eutic alternative. MOBAN” may be effec- 
ively used for the newly diagnosed 
ichizophrenic, on a long-term, in-patient 
asis, or later on when the patient has 
assumed aN out-patient status. In short, 
3t any step on the way home. 


?HARMACOLOGIC PROFILE 


[he pharmacologic profile of MOBAN" in 
aboratory animals resembles that of 
other major antipsychotic agents in that 
t causes the reduction of spontaneous 
ocomotion and aggressiveness, Sup- 
oression. of conditioned psychotic 
esponses and antagonism of the bizarre, 
itereotyped behavior and hyperactiv- 
ty induced by amphetamines. In addi- 
ion, MOBAN* antagonizes the depres- 
jon caused by the tranquilizing agent, 
etrobenazine. 

-In human clinical studies, tranquili- 
ration is achieved in the absence of mus- 
le relaxing or incoordinating effects. 
Jased on EEG studies, MOBAN* exerts its 
affects on the ascending reticular activa- 
ing system. 

Human metabolic studies show 
^OBAN* to reach peak blood levels within 
one hour after oral administration. 

Tolerance has not developed dur- 
ng long-term (3 years) therapy in 
imited pre-introductory studies. 

PLEASE NOTE: Lenticular opacities 


and skin pigmentation often seen with 
other currently-prescribed antipsychotics, 
have not been observed during pre- 
introductory studies with MOBAN®...malk- 
ing it suitable for those patients from 
whom other medication should be with- 
drawn due to those side effects. Such 
adverse effects result principally from 
long-term, high dose phenothiazine 
therapy. The possibility that similar ad- 
verse reactions may occur with MOBAN* 
should be kept in mind. 


USUAL DOSAGE RANGES 


Initial and maintenance dosages of 
MOBAN* (molindone HCI) should be in- 
dividualized, and the minimal effective 
dose should be employed. Elderly and 
debilitated patients should be started on 
lower doses. 


Mild 5 mg three or four times a day, up to 
15 mg three or four times a day. 
Moderate 10 mg three or four times a 
day, up to 25 mg three or four times 
a day. 

Severe Daily dosages up to 225 mg may 
be required. 





AVAILABLE AS TABLETS IN THREE 
DOSAGE STRENGTHS 


9» 
E ab Vy 


5 mg lOmg 25mg 
Reference Literature On Comparative Studies 
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No. 7, July, 1970 2. Brauzer, B and Burton, J: A clinical com- 
parison of molindone hydrochloride with trifluoperozine in 
psychotic out-patients, Curr Ther Res 13: 152, March. 1971 
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zine in the treatment of acute schizophrenia, J Clin Phar- 
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(molindone HCI) 


MOBILIZES THE PATIENT TOWARD PRODUCTIVE ACTIVITY 
€ndo Laboratories, Inc. 


Subsidiary of E I. du Pont de Nemours & Co (Inc ) 
Garden City, N. Y. 11530 


PLEASE SEE NEXT PAGE FOR 
FULL PRESCRIBING INFORMATION 


MOBAN*(molindone HCI) 


DESCRIPTION MOBAN® (molindone hydrochloride) is a dihydroindo- 
lone compound which is not structurally related to the phenothia- 
zines, the butyrophenones or the thioxanthenes. 

MOBAN® is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4(5H)-one hydrochloride. It is a white crystalline powder, freely 
soluble in water and alcohol and has a molecular weight of 312.67. 


O | N-CH2 CH2-CH3 
Nu 
m CHa @HCl 
| 
H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN® (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN* antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 

In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN* exerts its effect on the ascending reticular activating 
system. 

Human metabolic studies show MOBAN* to reach peak blood levels 
within one hour after oral administration. 


INDICATIONS MOBAN* (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 


CONTRAINDICATIONS MOBAN* (molindone hydrochloride) is con- 
traindicated in severe central nervous system depression (alcohol, 
barbiturates, narcotics, etc.) or comatose states, and in patients 
with known hypersensitivity to the drug. 


WARNINGS Usage in Pregnancy Studies in the pregnant patient 
have not been carried out. Animal reproductive studies have not 
demonstrated a teratogenic potential. The anticipated benefits must 
be weighed against the unknown risks to the fetus if used in these 
patients. 


Nursing Mothers Data is not available on the content of MOBAN* 
(molindone hydrochloride) in the milk of nursing mothers. 


Usage in Children Use of MOBAN* (molindone hydrochloride) in 
children below the age of twelve years is not recommended because 
safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN® (molindone hydro- 
chloride) may note drowsiness initially and they should be advised 
against activities requiring mental alertness until their response to 
the drug has been established. 

Increased activity has been noted in patients receiving MOBAN® . 
Caution should be exercised where increased activity may be 
harmful. 


ADVERSE REACTIONS Transient initial drowsiness was noted most 
frequently. Noted less frequently were Parkinsonian reactions (aki- 
nesia characterized by rigidity, immobility and reduction of volun- 
tary movement and tremor), akathisia, restlessness, insomnia, 
depression, feeling of dizziness, blurred vision, hyperactivity, 
euphoria, dry mouth, headache, nausea and tachycardia. Upon 
abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 

Others which were observed included weight gain, weight loss, 
suicidal thinking, postural hypotension, initial heavy menses, amen- 
orrhea, lactation, rash, spasticity, dystonia, akinesia, oculogyric 
crisis, gastrointestinal upset, increased libido, leukopenia, and 
nonspecific EKG changes. 


ADVERSE REACTIONS NOTED WITH OTHER ANTIPSYCHOTIC AGENTS 
The following adverse reactions have been observed with phenothi- 
azine antipsychotic drugs. MOBAN* (molindone hydrochloride) dif- 
fers chemically and to some degree pharmacologically from 
phenothiazines, but the possibility that similar adverse reactions 
may occur with MOBAN* (molindone hydrochloride) should be kept 
in mind. 

Drowsiness Usually mild to moderate, may occur, particularly during 
the first or second week, after which it generally disappears. If trou- 
blesome, dosage may be lowered. 


Jaundice Over-all incidence has been low, regardless of indication 
or dosage. Most investigators conclude it is a sensitivity reaction. 
Most cases occur between the second and fourth weeks of therapy. 
The clinical picture resembles infectious hepatitis, with laboratory 
features of obstructive jaundice, rather than those of parenchymal 
damage. It is usually promptly reversible on withdrawal of the medi- 
cation; however, chronic jaundice has been reported. There is no 
conclusive evidence that pre-existing liver disease makes patients 
more susceptible to jaundice. Alcoholics with cirrhosis have been 
successfully treated with phenothiazine, without complications. 
Nevertheless, the medication should be used cautiously in patients 
with liver disease. Patients who have experienced jaundice with a 
phenothiazine should not, if possible, be re-exposed to 
phenothiazines. 

If fever with grippe-like symptoms occurs, test for increased biliru- 
bin or for bile in urine. If tests are positive, stop treatment. 

Liver function tests in jaundice induced by the drug may mimic 
extrahepatic obstruction; withhold exploratory laparotomy until 
extrahepatic obstruction is confirmed. 





Hematological Disorders Including agranulocytosis, eosinophilia, 
leukopenia, hemolytic anemia, thrombocytopenic purpura, and pan- 
cytopenia, though rare, have been reported. 


n enin beg Observe patients regularly for sudden appearance 
of sore throat or other signs of infection. If white blood counts and 
differential smears incicate cellular depression, stop treatment and 
start antibiotic and other suitable therapy. 

Most cases have occurred between the 4th and 10th weeks of ther- 
apy; patients should be watched closely during that period. 


Moderate suppression of white blood cells is not an indication for 
stopping treatment unless accompanied by the symptoms described 
above. 


Cardiovascular: 

Hypotensive Effects Postural hypotension, simple tachycardia, 
momentary fainting and dizziness may occur after the first injection; 
occasionally after subsequent injections; rarely after the first oral 
dose. Usually recovery is spontaneous and symptoms disappear 
within 2 to 2 hours. Occasionally, these effects may be more severe 
and prolonged, producing a shock-like condition. 


EKG Changes Particularly nonspecific, usually reversible Q and T 
wave distortions — have been observed in some patients receiving 
phenothiazine tranquilizers. Their relationship to myocardial dam- 
age has not been confirmed. 

Note: sudden death, apparently due to cardiac arrest, has been 
reported, but there is not sufficient evidence to establish a rela- 
tionship between such deaths and the administration of the drug. 


C.N.S. Effects: 

Neuromuscular (Extrapyramidal) Reactions Closely resembling 
parkinsonism, and motor restlessness have occurred most 
frequently in psychiatric patients receiving high dosages. Dystonic 
reactions have been reported occasionally. Such symptoms usually 
disappear soon after dosage is lowered, the drug temporarily with- 
drawn, and/or concomitant administration of an anti-parkinsonism 
agent. (Note: Levodopa has not been found effective in relief of 
these neuromuscular reactions.) In severe cases suitable supportive 
measures such as maintaining a clear airway and adequate hydra- 
tion should be used. When phenothiazine is reinstituted, it should be 
at a lower dosage. 

Hyperreflexia has been reported in the newborn. 


Persistent Tardive Dyskinesia As with all antipsychotic agents, 
tardive dyskinesia may appear in some patients on long-term ther- 
apy or may appear after drug therapy has been discontinued. The 
risk appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be accompanied by 
involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia; anti- 
parkinsonism agents usually do not alleviate the symptoms of this 
syndrome. It is suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be necessary to reinsti- 
tute treatment, or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may be masked. 

It has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


Adverse Behavioral Effects Psychotic symptoms and catatonic-like 
states have been reported rarely. 


Other C.N.S. Effects Cerebral edema has been reported. 

Convulsive seizures (petit mal and grand mal) have been reported, 
particularly in patients with EEG abnormalities or history of such 
disorders. 

Abnormality of the cerebrospinal fluid proteins has also been 
reported. 


Allergic Reactions Of a mild urticarial type of photosensitivity are 
seen. Avoid undue exposure to sun. More severe reactions, including 
exfoliative dermatitis, have been reported occasionally. 


Endocrine Disorders Lactation and moderate breast engorgement 
may occur in females on large doses. If persistent, lower dosage or 
withdraw drug. False positive pregnancy tests have been reported, 
but are less likely to occur when a serum test is used. Amenorrhea 
and gynecomastia have also been reported. Hyperglycemia, hypogly- 
cemia and glycosuria have been reported. 


Autonomic Reactions Occasional dry mouth; nasal congestion; con- 
stipation; adynamic ileus; urinary retention; miosis and mydriasis. 


Special Considerations in Long-Term Therapy Skin pigmentation 
and ocular changes have occurred in some patients taking substan- 
tial doses of phenothiazines, for prolonged periods. 


Skin Pigmentation Rare instances of skin pigmentation have been 
observed in hospitalized mental patients, primarily females who 


have received the drug usually for three years or more in higher dos- 
ages. The pigmentary changes, restricted to exposed areas of the 
body, range from an almost imperceptible darkening of the skin to a 
slate gray color, sometimes with a violet hue. Histological examina- 
tion reveals a pigment, chiefly in the dermis, which is probably a 
melanin-like complex. The pigmentation may fade following discon- 
tinuance of the drug. 


Ocular Changes Ocular changes have occurred more frequently 
than skin pigmentation and have been observed both in pigmented 
and nonpigmented patients receiving phenothiazines, usually for 
two years or more. Eye changes are characterized by deposition of 
fine particulate matter in the lens and cornea. In more advanced 
cases, star-shaped opacities have also been observed in the 
anterior portion of the lens. The nature of the eye deposits has not 
yet been determined. A small number of patients with more severe 
ocular changes have had some visual impairment. In addition to 
these corneal and lenticular changes, epithelial keratopathy and 
pigmentary retinopathy have been reported. Reports suggest that 
the eye lesions may regress after withdrawal of the drug. 

Since the occurrence of eye changes seems to be related to dosage 
levels and/or duration of therapy, it is suggested that long-term 
patients on moderate to high dosage levels have periodic ocular 
examinations. 


Etiology The etiology of both of these reactions is not clear, but 
exposure to light, along with dosage/duration of therapy, appears to 
be the most significant factor. If either of these reactions is ob- 
served, the physician should weigh the benefits of continued ther- 
apy against the possible risks and, on the merits of the individual 
case, determine whether or not to continue present therapy, lower 
the dosage, or withdraw the drug. 


Other Adverse Reactions Mild fever may occur after large I.M. 
doses. Hyperpyrexia has been reported. Increases in appetite and 
weight sometimes occur. Peripheral edema and a systemic lupus 
erythematosus-like syndrome have been reported. 

Note: There have been occasional reports of sudden death in 
patients receiving phenothiazines. In some cases, the cause 
appeared to be asphyxia due to failure of the cough reflex. In others, 
the cause could not be determined. There is not sufficient evidence 
to establish a relationship between such deaths and the adminis- 
tration of phenothiazines. 

DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized, and 
the minimal effective dose should be employed. Elderly and debili- 
tated patients should be started on lower dosage. 


Dosage schedule, based on severity of symptomatology 

1. Mild —5 mg three or four times a day; an increase to 15 mg three 
or four times a day may be required. 

2. Moderate— 10 mg three or four times a day; an increase to 25 mg 
three or four times a day may be required. 

3. Severe — daily dosage as high as 225 mg may be required. 


DRUG INTERACTIONS Potentiation of drugs administered concur- 
rently with MOBAN* (molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not shown increased 
toxicity when MOBAN* is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
should be the rule. 
Gastric lavage is indicated for the reduction of absorption of 
MOBAN* (molindone hydrochloride) which is freely soluble in water. 
Since the absorption of MOBAN* (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 
Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 
A significant increase in the rate of removal of unmetabolized 
MOBAN* from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN* is excreted unmetabolized in the urine.) However, poor 
response of the patient may justify use of these procedures. While 
the use of laxatives or enemas might be based on general princi- 
ples, the amount of unmetabolized MOBAN® in feces is less than 1%. 
Extrapyramidal symptoms have responded to the use of diphenhy-. 
dramine (Benadryl*) and the synthetic anticholinergic antiparkinson 
agents, (i.e., Artane*, Cogentin", Akineton“ ). 
HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 
5 mg orange * Benadryl — Trademark, Parke Davis and Co. 

10 mg lavender | "Artane— Trademark, Lederle Laboratories 
25 mg light green| * Cogentin — Trademark, Merck Sharp & Dohme 

* Akineton — Trademark, Knoll Pharmaceutical Co. 


Endo Loboratories,Inc. 


Subsidiary of E.l. du Pont de Nemours & Co. (Inc.) 
Garden City, N.Y. 11530 


«iU POR» 


MOBAN' IS AN ENDO REGISTERED U.S. TRADEMARK 
U.S PAT 3.491.093 
PRINTED IN U.S.A. 


EN-5371R OCT. 1975 


 Thorezine 
chlorpromazine 
18 Dosage Forms and Strengths 


Tablets— 10, 25, 50, 100 and 200 mg. 
Spansule? capsules— 30, 75, 150, 200 and 300 mg. 
Injection —25 mg./ml. 

Syrup—10 mg./5 ml. 
Suppositories—25 and 100 mg. 
Concentrate—30 and 100 mg./ml. 
single Unit Packages — 10, 25, 50, 100 and 200 mg. tablets; 
30, 75, 150, 200 and 300 mg. Spansule? capsules 


S|4SF Smith Kline & French Laboratories 
Division of SmithKline Corporation, Philadelphia, Pa. 19101 
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Bisel 


School © 


Liberty, N.Y. 


A residential program for the child with learning 
disabilities, adjustment or perceptual problems. 
Ungraded remedial & developmental program. 


During the summer months a full residential 
camp program is offered which also includes 
children not at the Beaumont School. 


_,. Limited Enrollment . . . Small Classes 


For enrollment contact: Dr. G. Burday 
Beaumont School, Dept. 4, Liberty, N.Y. 12754 
Telephone: (914) 292-6430 


Tuition reinbursement assistance for 
parents under N.Y. State, Conn., and 
New Jersey Education Acts. 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 lbs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 





Akineton hydrochloride 
(biperiden hydrochloride) 
Tablets /Ampules 


Contraindications: The only known 
contraindication is sensitivity to 
Akineton hydrochloride. 


Warnings: Isolated instances of mental 
confusion, euphoria, agitation and dis- 
turbed behavior have been reported 
in susceptible patients. 


Precautions: Caution should be ob- 
served in patients with manifest glau- 
coma, though no prohibitive rise in 
intraocular pressure has been noted 
following either oral or parenteral ad- 
ministration. Patients with prostatism 
or cardiac arrhythmia should be given 
this drug with caution. Occasionally, 
drowsiness may occur. 


Adverse reactions: Adverse reactions 
encountered are primarily dry mouth 
and blurred vision. These side effects 
are usually slight and can : 
come by judicious reduction of dos- 
age. If gastric irritation occurs, it can 
be avoided by administering during or 
after meals. 


Dosage and Administration: Doses re- 
quired to achieve therapeutic goal 
are variable and must be individually 
and gradually adjusted. 


Parkinson's disease: 1 tablet, 2 mg. 
three or four times daily. 


Drug-induced extrapyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 


How Supplied: 

Akineton hydrochloride tablets, 
2 mg. each, bisected—bottles of 
100 and 1000. 

Akineton lactate ampules, 1 ml. each 

, containing 5 mg./ml. in angue- 
ous 1.4 percent sodium f- 
solution. No added preserVative. 
Boxes of 10. 


Additional literature available upon 
request. 


Knoll Pharmaceutical Company 
Whippany, New Jersey 07981 


® 





STABILIZE 


EXTRAPYRAMIDAL REACTIONS 


è 


e Early control of drug-induced 
extrapyramidal reactions 

often without reduction in 
dosage or discontinuance of the 
psychotropic agent 


e Efficacy demonstrated in 
more than a decade of clinical 
experience 


e Minimal anticholinergic side 
effects 
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Consider the advantages of 
starting her on HALDOL (haloperidol) 


Acts promptly to 
control 

hostility and 
suspiciousness 


Several clinicians have cited the 
special value of HALDOL 
haloperidol in controlling 
hostility, suspiciousness, ideas of 
persecution and other delusions 
associated with psychoses: 
Symptom control is achieved 
rapidly, with many patients 
showing distinct improvement in 
a few days to a week! "— 
frequently within a few hours 
when the intramuscular form is 
used for initial control of acutely 
agitated psychotic states" 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
haloperidol is rare. In fact, this 
drug has been reported to increase 
activity in some underactive 
patients, while in hyperactive 
patients it usually reduces activity 
to a normal level without 
somnolence. HALDOL 
haloperidol has been found to 
"normalize" behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community.’ 


Reduces 
likelihood of 


certain adverse 
reactions 


HALDOL haloperidol, a 
butyrophenone, avoids or 
minimizes many of the problems 
associated with the 
phenothiazines. The most 
commonly noted side effects of 
HALDOL haloperidol — 
extrapyramidal reactions — are 
usually dose-related and readily 
controlled with antiparkinson 
drugs. 

Transient hypotension occurs 
rarely; severe orthostatic 
hypotension has not been 
reported. HALDOL haloperidol 
is also unlikely to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity 
reactions and skin rashes. Ocular 
damage and pigmentation 
changes have not been reported. 


References: 1. Towler, M.L., and Wick, P.H.: Int. J. Neuropsychiat. 3: Suppl. 1,62 (Aug.) 1967. 2. Crane, G.E.: Int. J. Neuropsychiat. 3: Suppl. 
1,111 (Aug.) 1967. 3. Ban, T.A., and Lehmann, H.E.: Int. ]. Neuropsychiat. 3: Suppl. 1,79 (Aug.) 1967. 4. Haward, L R.C.: Clin. Trials ]. 2:135 
(May) 1965. 5. Yun, B.S., et al.: Mich. Med. 67:1349 (Nov.) 1968. 6. Rubin, R.: Alabama J. Med. Sci. 8:414 (Oct.) 1971. 7. Reschke. R.W.: Dis. 


Nerv. Syst. 35:112 (Mar.) 1974. 8. Palestine, M.L., and Alatorre, E : Quart. J. Stud. Alcohol 34:185 (Mar.) 1973. 


HALDOL 


(haloperidol) 


tablets/concentrate/injection 





highly specific control of disordered and disruptive behavior 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


IMPORTANT: Full directions for use should be read before HALDOL haloperidol is administered or prescribed. 


*McNeil Laboratories, Inc., 1975 
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HALDOL 


(haloperidol) 


tablets/concentrate/i Os 


highly specific control of 
disordered and disruptive behavior 


A Dosage Form for Every Need: 


A rapid-acting injection for psychiatric 


emergencies: 5 mg. per cc., with 0.5 mg. 
C -Á- M8 methylparaben and 0.05 mg. propylparaben 
per cc., and lactic acid for pH adjustment to 


3.4702. 


5 tablet strengths for convenience in individualizing dos- 
age: V» mg., 1 mg., 2 mg., 5 mg. and 10 mg. 


An undetectable, tasteless liquid concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 





Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this TIT. 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related RUE 
mortality (presumably due to lack of maternal care reflecting 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperido! should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders, 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2) — receiving anticonvulsant medica- 
tion, because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3) — with known allergies, or with a history of allergic 


A48 


reactions to drugs. (4)— receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 

If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol! is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs, including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperidol is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions — 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage, or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache. confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision, urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. 

Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL haloperidol is administered or prescribed. 9 /74 


McNeil Laboratories, Inc. 
McNEIL Fort Washington, Pa. 19034 
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Milwaukee Psychiatric Hospital — Intensive, dynamic 
psychotherapy for adults and adolescents, individually- 
planned activity therapy. 


Adolescent Therapy Unit — Designed for the problems of 
today's emotionally disturbed youth. Patients attend ac- 
credited Kradwell High School on the grounds... excel- 
lent teaching staff ... credits are transferrable. 


Dewey Center — Acute detoxification and inpatient treat- 
ment for persons with dependency on alcohol and other 
drugs, daily schedules, broad supportive services. 


Milwaukee Sanitarium — Custodial services for persons 
with chronic emotional and geriatric illnesses. 


Affiliated with the Medical College of Wisconsin 
Accredited by the Joint Commission on Accreditation of Hospitals 
Non-Sectarian * Non-Profit 


Units of MILWAUKEE SANITARIUM FOUNDATION 


For information contact Executive Director 
1220 Dewey Avenue * Wauwatosa, Wis. 53213 © (414) 258-2600 


Participating Member Blue Cross-Blue Shield * approved for participation under Medicare 


FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 


Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 


Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 


MEDICAL DIRECTOR 
PSYCHIATRIC UNIT 


Major referral, 391 bed medical center is 
seeking a board certified psychiatrist as Medical 
Director for 30 bed, acute, short-term, 
behaviorally-oriented, psychiatric treatment 
facility. Position includes responsibility for 
providing and coordinating consultations, in- 
patient and emergency care, and provides an 
opportunity for influencing and developing 
overall delivery of mental health care for referral 
area of 250,000 population. Applicant should 
have a successful history of clinical and 
managerial experience and be in a position to 
make a long-term commitment to development 
of this program. Guaranteed minimum salary 
negotiable. 


Unlimited outdoor recreation, cultural and 
educational opportunity are offered by this uni- 
versity community of 130,000 located within 60 
miles of the coast and Cascade mountains. 


Please contact Gerald E. Allenbaugh, Assis- 
tant Administrator, Sacred Heart General 
Hospital, 1200 Alder Street, Eugene, Oregon 
97401. (503) 686-7171. All inquiries kept in strict 
confidence. 


AN EQUAL OPPORTUNITY EMPLOYER 


PSYCHIAIRISIS 


We need Professionals 


Central State Psychiatric Hospital is a 1,450 bed hospital 
associated with two medical schools and numerous colleges and 
universities. Positions are for Hospital Superintendent and staff 
Psychiatrist. Board Certified / Eligible and Tennessee license are 
required. 


Salary per qualifications with the following bases. Superinten- 
dent: $35,900; Staff Psychiatrist: $31,224. Excellent benefits and 
the location is in the beautiful and Entertaining Nashville area. 


A mental health career in Tennessee can mean a lot to you and 
your family. Numerous state and national parks provide all 
manner of out door recreation. Add to this Nashville's famous 
Entertainment, the cultural and Educational climate, and you 
have a good place to call Home. 


Contact: Sam Pieper, Jr., M.D., Assistant Commissioner 
Tennessee Department of Mental Health & Mental 
Retardation 
Central State Psychiatric Hospital 
1501 Murfreesboro Road 
Nashville, Tennessee, 37217 


615-741-7522 or 741-3348 


An equal opportunity employer 
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The familiar refrain of depression: 


morning fatigue... sadness... 
anorexia... insomnia 


Now, Merrell offers Norpramin (desipramine hydrochloride tablets N.F.) 
to effectively relieve these common manifestations 


of depression. 


Norpramin also provides additional benefits in treatment 


of your patients. 


[ effectively relieves physical, 
psychological and emotional 


symptoms of depression 


C] minimal daytime sedation — 
important for patients who must be 
alert to perform daytime activities 


[ side effects rarely require 


discontinuation of therapy 
[ increases interpersonal 


responsiveness 


psychotherapy 


O relief that may begin in 2 to 5 
days — but full therapeutic effect is 


seldom seen before 2 weeks 


Prescribe Norpramin to change the familiar refrain of 


depression in your practice. 


Norpramin® 
(desipramine hydrochloride tablets N.F.) 


Brief Summary 

Indications: Norpramin (desipramine hydrochloride 
tablets N.F.) is indicated for the relief of depressive 
symptoms. Endogenous depressions are more likely 
to be alleviated than others. 

Contraindications: Desipramine hydrochloride should 
not be given within two weeks of treatment with a 
monoamine oxidase inhibitor. Contraindications in- 
clude the acute recovery period following myocardial 
infarction and hypersensitivity to the drug. Cross sen- 
sitivity with other dibenzazepines is a possibility. 
Warnings: 1. Extreme caution should be used in pa- 
tients: (a) with cardiovascular disease. (b) with a his- 
tory of urinary retention or glaucoma. (c) with thyroid 
disease or those on thyroid medication. (d) with a 
history of seizure disorder. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use in Pregnancy: 
Safe use during pregnancy and lactation has not been 
established. 4. Use in Chilaren: Norpramin is not 
recommended for use in children. 5. This drug may 
impair the mental and/or physical abilities required 
for the performance of potentially hazardous tasks 
such as driving a car or operating machinery. There- 
fore, the patient should be cautioned accordingly. 
Precautions: This drug should be dispensed in the 
least possible quantities to depressed outpatients, 
since suicide has been accomplished with drugs of 
this class. If possible, dispense in child-resistant 
containers. It should be kept out of reach of children 
Reduce dosage, or alter treatment, if serious adverse 
effects occur. Norpramin therapy in patients with 
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manic-depressive illness may induce a hypomanic 
state after the depressive phase terminates and may 
cause exacerbation of psychosis in schizophrenic 
patients. Use cautiously with anticholinergic or sym- 
pathomimetic drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent administration 
of ECT and antidepressant drugs one should consider 
the possibility of increased risk relative to benefits. 
Discontinue as soon as possible prior to elective 
surgery because of possible cardiovascular effects. 
Hypertensive episodes. have been observed during 
surgery in patients on desipramine hydrochloride. 
Leukocyte and differential counts should be per- 
formed in any patient who develops fever and sore 
throat during therapy: the drug should be discon- 
tinued if there is neutropenia. 

Adverse Reactions: Cardiovascular: hypotension, 
hypertension, tachycardia, palpitation, arrhythmias, 
heart block, myocardial infarction, stroke. Psychiatric: 
confusional states (especially in the elderly), hallu- 
cinations, disorientation, delusions; anxiety, restless- 
ness, agitation; insomnia and nightmares; hypomania; 
exacerbation of psychosis. Neurological: numbness, 
tingling, paresthesias of extremities; incoordination, 
ataxia, tremors; peripheral neuropathy; extrapyramidal 
symptoms; seizures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and rarely associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, paralytic 
ileus; urinary retention, delayed micturition, hypotonic 
bladder. Allergic: skin rash, petechiae, urticaria, itch- 
ing, photosensitization, edema (of face and tongue 
or general), drug fever, cross sensitivity with other 
tricyclic drugs. Hematologic: bone marrow depres- 
sions including agranulocytosis, eosinophilia, pur- 


O can help facilitate 


pura, thrombocytopenia. Gastrointestinal: anorexia, 
nausea and vomiting, epigastric distress, peculiar 
taste, abdominal cramps, diarrhea, stomatitis, black 
tongue. Endocrine: gynecomastia, breast enlargement 
and galactorrhea in the female; increased or decreased 
libido, impotence, testicular swelling; elevation or 
depression of blood sugar levels. Other: jaundice 
(simulating obstructive), altered liver function; weight 
gain or loss, perspiration, flushing; urinary frequency, 
nocturia; parotid swelling; drowsiness, dizziness, 
weakness and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative of addiction, 
abrupt cessation after prolonged therapy may pro- 
duce nausea, headache and malaise. 

Dosage and Administration: The usual adult dose: 
50 mg. three times daily; increase if necessary after 
7 to 10 days to maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recommended. Main- 
tenance: At a lower dose adequate to maintain remis- 
sion. Adolescent and geriatric patient dose: 25 to 

50 mg. daily; increase to 100 mg. daily if necessary. 
Overdosage: There is no specific antidote for desip- 
ramine, nor are there specific phenomena of diagnos- 
tic value characterizing poisoning by the drug. The 
principles of management of coma and shock by 
means of the mechanical respirator, cardiac pace- 
maker, monitoring of central venous pressure and 
regulation of fluid and acid-base balance are well 
known in most medical centers. If heart failure is 
imminent, digitalize promptly. 


MERRELL-NATIONAL LABORATORIES 
Division of Richardson-Merrell Inc. 


Cincinnati, Ohio 45215 5-8008 (7156) 
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ANTABUSE: Social security" 
for the alcoholic who wents 
tO stop orini«ing.. 















The temptation is resisted, 
ANTABUSE (disulfiram) represents 
the security alcoholics need 


in any situation. They are M". 
better able to abstain from | 

drinking because they knowthe "~ 
consequences of taking "even one.” 


until psychiatric support 


can do the rest 
~~ C Undoubtedly it will take 
» considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 

"T selected the patients 
who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portiveresourcesinthecommunity. ` 
In the meantime, ANTABUSE can help ~= 
the chronic alcoholic abstain from drinking. 
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BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 


ANTABUSE’ (disulfiram) in Alcoholism 


INDICATION: ANTABUSE is an aid in the manage- 
ment of selected chronic alcoholic patients who 
that supportive and psychotherapeutic treatment 
may be applied to best advantage. (Used alone, 
without proper motivation and without suppor- 
tive therapy, ANTABUSE is not a cure for alco- 
holism, and it is unlikely that it will have more 
than a brief effect on the drinking pattern of the 
chronic alcoholic.) 


CONTRAINDICATIONS: Patients who are re- 
ceiving or have recently received metronidazole, 
paraldehyde, alcohol, or alcohol-containing 
preparations, e.g. cough syrups, tonics, and the 
like, should not be given ANTABUSE. 


ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
psychoses, or hypersensitivity. 


WARNINGS: ANTABUSE should never be 
administered to a patient when he is ina state 
of alcohol intoxication or without his full 


knowledge. 


The physician should instruct relatives 
accordingly. 


The patient must be fully informed of the 
ANTABUSE-alcohol reaction. He must be strongly 
cautioned against surreptitious drinking while 
taking the drug, and he must be fully aware of 
possible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
lotions and back rubs. He should also be warned 
that reactions may occur with alcohol upto 14 
days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: 
ANTABUSE plus alcohol, even small amounts, 
produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficulty, nausea, 
copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycar- 
dia, hypotension, syncope, marked uneasiness, 
weakness, vertigo, blurred vision, and confusion. 
In severe reactions there may be respiratory 
depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart 
failure, unconsciousness, convulsions, and death. 


The intensity of the reaction varies with each 
individual, but is generally proportional to the 
amounts of ANTABUSE (disulfiram) and alcohol 
ingested. Mild reactions may occur in the sensi- 
tive individual when the blood alcohol concentra- 
tion is increased to as little as 5 to 10 mg. per 

100 cc. Symptoms are fully developed at 50 mg. 
per 100 cc., and unconsciousness usually results 
when the blood alcohol level reaches 125 to 

150 mg. 


The duration of the reaction varies from 30 to 60 
minutes to several hours in the more severe cases, 
or as long as there is alcohol in the blood. 


DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are me- 
tabolized and so may increase the blood levels 
and the possibility of clinical toxicity of drugs 
given concomitantly. 


Disulfiram should be used with caution in those 
patients receiving diphenylhydantoin and its con- 
geners, since toxic levels of these antiepileptic 
agents have been reported during concomitant 
disulfiram therapy. 


It may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping 
disulfiram, since disulfiram may prolong pro- 
thrombin time. 


Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of un- 
steady gait or marked changes in mental status and 
the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-alcohol 





reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 

the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but tne possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 

a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a 
basis for permanent self-control is established. 
Depending on the individual patient, maintenance 
therapy may be required for months or even years. 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction has 
been largely abandoned. Furthermore, such a 

test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 

and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (% oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develops, 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom- 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine suifate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 


HOW SUPPLIED: No. 809 — Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 


AYERST LABORATORIES 
New York, N.Y. 10017 
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Just published 
4th edition 


A 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me | .. copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 


| | bill me | | remittance enclosed 

Name 

Address 

QS BeM—— —.  — — 
1175AJP 


Send coupon to: Publications Sales 
American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 
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LIBRIUM 


(chlordiazepoxide HCI) 
5 mg,10 mg, 25 mg capsules 


Before prescribing, please consult 
complete product information, a summary 
of which follows: 

Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. As with all CNS-acting 
drugs, caution patients against hazardous 
occupations requiring complete mental 
alertness (e.g., operating machinery, driv- 
ing). Though physical and psychological 
dependence have rarely been reported on 
recommended doses, use caution in ad- 
ministering to addiction-prone individuals 
or those who might increase dosage; with- 
drawal symptoms (including convulsions), 
following discontinuation of the drug and 
similar to those seen with barbiturates, 
have been reported. Use of any drug in 
pregnancy, lactation or in women of child- 
bearing age requires that its potential 
benefits be weighed against its possible 
hazards. 

Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less per 
day) to preclude ataxia or oversedation, 
increasing gradually as needed and tol- 
erated. Not recommended in children 
under six. Though generally not recom- 
mended, if combination therapy with other 
psychotropics seems indicated, carefully 
consider individual pharmacologic effects, 
particularly in use of potentiating drugs 
such as MAO inhibitors and phenothia- 
zines. Observe usual precautions in pres- 
ence of impaired renal or hepatic function. 
Paradoxical reactions (e.g., excitement, 
stimulation and acute rage) have been 
reported in psychiatric patients and hy- 
peractive aggressive children. Employ 
usual precautions in treatment of anxiety 
states with evidence of impending depres- 
sion; suicidal tendencies may be present 
and protective measures necessary. Vari- 
able effects on blood coagulation have 
been reported very rarely in patients re- 
ceiving the drug and oral anticoagulants; 
causal relationship has not been estab- 
lished clinically. 

Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in the 
elderly and debilitated. These are revers- 
ible in most instances by proper dosage 
adjustment, but are also occasionally ob- 
served at the lower dosage ranges. In a 
few instances syncope has been reported. 
Also encountered are isolated instances of 
skin eruptions, edema, minor menstrual 
irregularities, nausea and constipation, 
extrapyramidal symptoms, increased and 
decreased libido—all infrequent and gen- 
erally controlled with dosage reduction; 
changes in EEG patterns (low-voltage fast 
activity) may appear during and after treat- 
ment; blood dyscrasias (including agranu- 
locytosis), jaundice and hepatic dysfunction 
have been reported occasionally, making 
periodic blood counts and liver function 
tests advisable during protracted therapy. 
Supplied: Librium® Capsules containing 

5 mg, 10 mg or 25 mg chlordiazepoxide 
HCI. Libritabs9 Tablets containing 5 mg, 
10 mg or 25 mg chlordiazepoxide. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley. New Jersey 07110 


PERFUHMANLE.IT'S 
A MAT TER OF RECORD. 


Anxiety. An inevitable aspect of life. A motivating force in seeking 
medical attention. An expected reaction during psychotherapy. 

Yet when anxiety is excessive, mental processes often break down. 
The progress of psychotherapy can be impeded. And the patient's ability to 
communicate freely in therapy can be interrupted. To meet the challenge of 
excessive anxiety, there are several alternatives, among which is the reliable 
antianxiety action of Librium. 

Psychiatrists prescribe Librium because of its specific antianxiety 
effect. During therapy, barriers to successful communication may be lifted, 
usually without compromise of mental acuity. Often patients are calmer, 
verbalize more constructively and benefit more from sessions. Also, Librium 
is used concomitantly with such drugs as cardiac glycosides, diuretics, anti- 
cholinergics and antacids. As with all CNS-acting agents, however, patients 
should be cautioned against hazardous activities requiring complete mental 
alertness. 

Librium has a wide margin of safety and a documented benefit- to- 
risk ratio. And as physicians acknowledge, and published papers confirm, 
the antianxiety actions of Librium are consistent and predictable. So when 
you need proven antianxiety therapy, remember the Librium record. 
Because performance does matter. 











PROVEN ADJUNCT IN PSYCHOTHERAPY 


LIBRIUM 


chlordiazepoxide HCI Roche 


FOR ALL THE RIGHT REASONS. 


Please see summary of product information on opposite page. 





“ljust feel like 
dropping out: 


Name: Denise W. 


Occupation: School- 
teacher 

Complaint: Fatigue, 
insomnia, weight loss, 
lack of motivation 
Diagnosis: Neurotic 
depressive reaction 
Comments: Patient 
must continue to maintain 
normal daily activities 








In depression 


Proven clinical efficacy 


When patient complaints lead you to a diagnosis 
of depression, "...desipramine is an effective 
antidepressant...The most effective results occurred 
in those patients in whom the primary diagnosis 
was a psychoneurotic depressive reaction.’ ! Such 
efficacy has been well documented *^ in over 
a decade of clinical use. 


Prompt therapeutic response 


Several studies have shown that Pertofrane may 
have a rapid onset of therapeutic action. This 
relatively rapid onset of action is particularly useful 
when patients must continue to function actively 
on their jobs or at home. 


Mid-range sedation 


"There is no problem of drowsiness:'! Pertofrane 
shows good to excellent antidepressant 
effect yet is only mid-range in sedation5— especially 
important when patients must maintain normal 
levels of daily activity. 


Compatible with 
tranquilizers/sedatives 


When indicated, Pertofrane may be used with 
tranquilizers or sedatives.' This allows valuable 
flexibility in the individualization of therapy to the 
specific needs of the patient whose mild anxiety or 
agitation, which accompanies his depression, 
does not remit to Pertofrane alone. 


References 1 Barringer. T J Psychosomatics 6:326. 1965 2 Cammer. L. in Depression A Practical 
Approach (Davis. J M . ed ). New York Medcom, 1974. p 26 3 Lapolla A Am J Psychiatr 
121:1206 1965 4 Krakowski AJ Am J Psychiatry 120 494 1963 5 Prange AJ 
Ann 3.56. 1973 


ertofrane 
esipramine 
hydrochloride NF 
When activity is important 


USV Pharmaceutical Mfg. Corp. 
PHARMACEUTICALS Manati, P.R. 00701 











Indication: For relief of mental depression. Contraindica- 
tions: Do not use MAO inhibitors concomitantly or within 2 
weeks of the use of this drug. Hyperpyretic crises or severe 
convulsive seizures may occur with such combinations; 
potentiation of adverse reactions can be serious or even 
fatal. When substituting Pertofrane (desipramine HCI) in 
patients receiving an MAO inhibitor, allow an interval of at 
least 14 days. Initial dosage in such patients should be low 
and increases should be gradual and cautiously pre- 
scribed. The drug is contraindicated following recent myo- 
cardial infarction and in patients with a known 
hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest 
care in patients with narrow-angle glaucoma or urethral or 
ureteral spasm. Do not use in patients with the following 
conditions unless the need outweighs the risk: severe 
coronary heart disease with EKG abnormalities, progres- 
sive heart failure, angina pectoris, paroxysmal tachycardia 
and active seizure disorder (may lower seizure threshold). 
This drug may block the action of the antihypertensive, 
guanethidine, and related adrenergic neuron-blocking 
agents. Hypertensive episodes have been observed dur- 
ing surgery. The concurrent use of other central nervous 
system drugs or alcohol may potentiate adverse effects. 
Since many such drugs may be used during surgery.desip - 
ramine should be discontinued prior to elective proce- 
dures. Caution patients on the possibility of impaired ability 
to operate a motor vehicle or dangerous machinery. Do nct 
use in women who are or may become pregnant, or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitiv- 
ity to the drug, use lower than normal dosage in adolescent 
and geriatric patients. Precautions: Potentially suicidal 
patients require careful supervision and protective mea- 
sures during therapy. Prescriptions should be limited to 
small quantities. Discontinuation of the drug may be nec- 
essary in the presence of increased agitation and anxiety 
shifting to hypomanic or manic excitement. Atropine-like 
effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic 
drugs (including antiparkinsonism agents). Prescribe cau- 
tiously in hyperthyroid patients and in those receiving 
thyroid medications; transient cardiac arrhythmias have 
occurred in rare instances. Periodic blood and liver studies 
should supplement careful clinical observations in all 
patients undergoing extended courses of therapy. 
Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, head- 
ache, disturbed visual accommodation, tremor, unsteadi- 
ness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling 
and neuromuscular incoordination. A confusional state 
(with such symptoms as hallucinations and disorientation), 
particularly in older patients and at higher dosage, may 
require discontinuation of the drug. Gastrointestinal Tract: 
anorexia, dryness of the mouth, nausea, epigastric dis- 
tress, constipation and diarrhea. Skin: skin rashes (includ- 
ing photosensitization), perspiration and flushing 
sensations. Liver: rare cases of transient jaundice 
(apparently of an obstructive nature) and liver damage. If 
jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. Blood Elements: bone- 
marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Tran- 
sient eosinophilia has been observed. Cardiovascular 
System: orthostatic hypotension and tachycardia. Care- 
fully supervise patients requiring concomitant vasodilating 
therapy, particularly during initial phases. Genitourinary 
System: urinary frequency or retention and impotence. 
Endocrine System: occasional hormonal effects, including 
gynecomastia, galactorrhea and breast enlargement, and 
decreased libido and estrogenic effect. Sensitivity: urticaria 
and rare instances of drug fever and cross-sensitivity with 
imipramine. Dosage: All patients except geriatric and ado- 
lescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be 
increased up to 200 mg. daily. Geriatric and adolescent 
patients should usually be started with lower dosage (25 to 
50 mg. daily) and may not tolerate higher doses. Dosage 
may be increased up to 100 mg. daily. Lower maintenance 
dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Mild anxiety and agita- 
tion which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative 
or tranquilizer may be indicated. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. 
capsules (maroon and pink), bottles of 100 and 1000; 
single-dose blister packs, boxes of 500. 
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_ itcansave time, 
it can save money, and it can 
even save people - 


by reducing readmissions. 






L3 
'ime Prolixin Decanoate (Fluphenazine Decanoate Money Martin and Townend’, who found from their 
njection), with duration of action that may last up to 4 study of Prolixin Decanoate that 15 of 39 patients could 
ieeks or longer in patients on maintenance therapy, can be maintained on 25 mg. every 4 weeks, also note that on 
ffect important savings in nursing time. this basis “a years maintenance on chlorpromazine 


represents the order of 110 grams of phenothiazine as 
; ; ; - opposed to 0.33 gram of fluphenazine.” Translating this 
Approximate Staff Time Required to Medicate into dollars shows the following potential hospital savings 
TE SEEN TAISNI on the basis of patient population: 


n a 












1 injection ever Cost/500 
y Agent and Cost/patient/ patients/ 
eo GRYS IOE TROSI amount/year Form ear ear 
patients uy y y 
4 minutes required ei eue : ve ea ean $48.75 $24,375 
for each injection l rand) rate mg. mi. 
110 grams 
S VA. LEGS DESIG Prolixin Decanoate 5 ml. vials 23.17** 11,585 
time in 28 days 
Vs .33 grams 25 mg./ml. 
V SAVED IN 61 hours and 50 minutes or ae E a a aa 
e more than 7% eight-hour e | 
- $ 1 working days * Calculated from prices published in 1975 Red Book 
" — ** Calculated from Squibb 1975 price catalogue 
tF | ir J Social Psychiatry 2: 187-191, 1968. t With tablets, the annua! cost is even greater 


People The controlled drug delivery system of Prolixin Decanoate helps get 
schizophrenic patients out of the hospital and helps them stay out. It promotes 
continuity of therapy—reducing outpatient drug defaulting from approximately 
50% with oral medications according to one report? to about 16% according to 
another report?. 


It reduces the number and length of rehospitalizations. In one study of 103 patients 
maintained on injections of long-acting fluphenazines, total hospital readmissions 
for a year were cut from 191 to 50 and inpatient time from 8,713 days to 1,335 days*. 


It facilitates return to a productive life. A 12-month followup of 103 discharged 
patients revealed 77% in full-time employment or household duties and only 23% 
unemployed‘. 
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(Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks 
or longer in patients on maintenance therapy. 


& 
S UIB ‘The Priceless Ingredient of every product 
is the honor and integrity of its maker! ™ 
eferences 
Martin ICA and Townend RA: Brit J Psychiat 124: 173-6, 1974 


Goldberg HL, DiMascio A, Chaudhary B: Psychosomatics 11: 173-177, 1970 . 
Medical World News, February 11, 1972, p. 58H For product brief summary see following page. 
Denham J and Adamson L: Can Psychiat Assoc J 18: 235-7, 1973. H425-001R 
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(Fluphenazine Decanoate Injection) 
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may control schizophrenic symptoms for up to 4 weeks or longer in patients on maintenance therapy. 


Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 
25 mg. fluphenazine decanoate per ml. in a sesame oil vehicle with 
1.2% (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established sub- 
cortical brain damage. In patients who have a blood dyscrasia, liver 
damage or renal insufficiency, or who are receiving large doses of 
hypnotics, or who are comatose or severely depressed. In patients who 
have shown hypersensitivity to fluphenazine; cross-sensitivity to phe- 
nothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car 
or operating heavy machinery may be impaired by use of this drug. 
Physicians should be alert to the possibility that severe adverse re- 
actions may occur which require immediate medical attention. Potentia- 
tion of effects of alcohol may occur. Safety and efficacy in children 
have not been established because of inadequate experience in use 
in children. 


Usage in Pregnancy: Safety for use during pregnancy has not been 
established; weigh possible hazards against potential benefits if ad- 
ministering this drug to pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine 
compound caused cholestatic jaundice, dermatoses or other allergic 
reactions because of the possibility of cross-sensitivity. When psychotic 
patients on large doses of a phenothiazine drug are to undergo surgery, 
hypotensive phenomena should be watched for; less anesthetics or 
central nervous system depressants may be required. Because of added 
anticholinergic effects, fluphenazine may potentiate the effects of 
atropine. 

Use fluphenazine decanoate cautiously in patients exposed to ex- 
treme heat or phosphorus insecticides; in patients with a history of 
convulsive disorders since grand mal convulsions have occurred; and 
in patients with special medical disorders such as mitral insufficiency 
or other cardiovascular diseases, and pheochromocytoma. Bear in 
mind that with prolonged therapy there is the possibility of liver damage, 
pigmentary retinopathy, lenticular and corneal deposits, and devalop- 
ment of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direstion 
of a physician experienced in the clinical use of psychotropic drugs. 
Periodic checking of hepatic and renal functions and blood picture 
should be done. Renal function of patients on long-term therapy should 
be monitored; if BUN becomes abnormal, treatment should be dis- 
continued. "Silent pneumonias" are possible. 


ADVERSE REACTIONS: Central Nervous System— Extrapyramidal 
symptoms are most frequently reported. These include pseudoparkin- 
sonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
and hyperreflexia; most often these are reversible, but they may be 
persistent. One can expect a higher incidence of such reactions with 
fluphenazine decanoate than with less potent piperazine derivátives 
or straight-chain phenothiazines. The incidence and severity will de- 
pend more on individual patient sensitivity, but dosage level and patient 
age are also determinants. As these reactions may be aiarming, the 
patientshould beforewarned andreassured. Thesereactionscan usually 
be controlled by administration of antiparkinsonian drugs such as benz- 
tropine mesylate or intravenous Caffeine and Sodium Benzoate Injec- 
tion U.S.P., and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, per- 
sistent and sometimes irreversible tardive dyskinesia may appear in 
some patients on long-term therapy or may occur after discontinuation 
of drug. The risk seems greater in elderly patients, especially females, 
on high dosages. The syndrome is characterized by rhythmical involun- 
tary movements of tongue, face, mouth, or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and may be accompanied by involuntary movements of extremities. 
There is no known effective therapy for tardive dyskinesia; usually the 
symptomsare notalleviated by antiparkinsonism agents. Ifthe symptoms 
appear, discontinuation of all antipsychotic agents is suggested. The 
syndrome may be masked if treatment is reinstituted, or drug dosage 
increased, or a different antipsychotic agent used. Reports are that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause restlessness, 
excitement, or bizarre dreams; reactivation or agaravation of psychotic 
processes may be encountered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System —Hypertension and fluctuations in blood 
pressure have been reported. Although hypotension is rarely a prob- 
lem, patients with pheochromocytoma, cerebral vascular or renal in- 
sufficiency or severe cardiac reserve deficiency such as mitral insuf- 
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ficiency appear to be particularly prone to this reaction and shoul 
observed carefully. Supportive measures including intraven 
vasopressor drugs. should be instituted immediately should se 
hypotension occur; Levarterenol Bitartrate Injection U.S.P. is the r 
suitable drug; epinephrine should not be used since phenothia 
derivatives have been found to reverse its action. Nausea, los 
appetite, salivation, polyuria, perspiration, dry mouth, headache 
constipation may occur. Reducing ortemporarily discontinuing the 
age will usually control these effects. Blurred vision, glaucoma, bla: 
paralysis, fecal impaction, paralytic ileus, tachycardia, or nasal 
gestion have occurred in some patients on phenothiazine derivat 

Metabolic and Endocrine —Weight change, peripheral edema, 
normal lactation, gynecomastia, menstrual irregularities, false re: 
on pregnancy tests, impotency in men and increased libido in wo 
have occurred in some patients on phenothiazine therapy. 


Allergic Reactions—itching, erythema, urticaria, seborrhea, ph 
sensitivity, eczema and exfoliative dermatitis have been reported 
phenothiazines. The possibility of anaphylactoid reactions shoul: 
borne in mind. 


Hematologic —Blood dyscrasias including leukopenia, agranul 
tosis, thrombocytopenic ornonthrombocytopenic purpura, eosinopt 
and pancytopenia have been observed with phenothiazines. lf s 
ness of the mouth, gums or throat or any symptoms of upper respira 
infection occur and confirmatory leukocyte count indicates cel 
depression, therapy should be discontinued and other appropi 
measures instituted immediately. 


Hepatic —Liver damage manifested by cholestatic jaundice, par 
larly during the first months of therapy, may occur; treatment sh: 
be discontinued. A cephalin flocculation increase, sometimes acc 
panied by alterations in other liver function tests, has been repo 
in patients who have had no clinical evidence of liver damage. 


Others —Sudden deaths have been reported in hospitalized pati 
on phenothiazines. Previous brain damage or seizures may be 
disposing factors. High doses should be avoided in known sei: 
patients. Shortly before death, several patients showed flare-up 
psychotic behavior patterns. Autopsy findings have usually reve 
acute fulminating pneumonia or pneumonitis, aspiration of ga 
contents, or intramyocardial lesions. Although not a general featur 
fluphenazine, potentiation of central nervous system depressants s 
as opiates, analgesics, antihistamines, barbiturates, and alcohol 
occur. 

Systemic lupus erythematosus-like syndrome, hypotension se 
enough to cause fatal cardiac arrest, altered electrocardiographic 
electroencephalographic tracings, altered cerebrospinal fluid prote 
cerebral edema, asthma, laryngeal edema, and angioneurotic ede 
with long-term use, skin pigmentation and lenticular and cor 
opacities have occurred with phenothiazines. Local tissue react 
occur only rarely with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 mi. Unimatic* single dose preassembled syrir 
and cartridge-needle units, and 5 ml. vials. 






FILMS ON PSYCHIATRIC MANAGEMENT 
. AVAILABLE FROM SQUIBB 


e A Chance for Change 

e A Way Out 

e Community Treatment of the Psychotic Patient 
e A New Concept in Psychiatric Management 

* Psychiatric Services in General Hospitals 

e The Quality of Care 









For further information contact your Squibb Representative 
or write: Squibb, P.O. Box 4000, Princeton, N.J. 08540 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 

AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 


ORGANIZATION 


STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


Confirmed in psychiatric patients: 
the effectiveness of 


Dalmane for insomnia 
(flurazepam HCI) 





In a double-blind study ^" among 49 


psychiatric patients with insomnia... 


The effectiveness of Dalmane (flurazepam HCl) was 
measured against matching placebo in an 8-night standard 
clinical hospital study? One baseline night without medi- 
cation was followed by 7 treatment nights. Patients were 
randomly assigned to either Dalmane 30 mg or placebo for 
the treatment period; 26 received Dalmane, 23 placebo. 


Dalmane (flurazepam HCl) proved 
superior to placebo in inducing and 
maintaining sleep, reducing number 2 


of nighttime awakenings” 


On average, compared to baseline values, 
Dalmane 30 mg h.s. reduced sleep induction 
time by 2796, while placebo was ineffective. 
Sleep duration increased 11.5% with Dalmane, 
only 4% with placebo, on average. Number of 
nighttime awakenings decreased more 
among Dalmane patients. 
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Objectively, according to And subjectively, by the 
monitors who observed patients patients’ own estimates... 


at regular intervals... The consensus of patients’ daily pre- 
Using the most objective form of obser- and postsleep questionnaires was that 


vation found outside the sleep research Dalmane, measured against baseline, 
laboratory, monitors obtained the data induced sleep 21 minutes sooner, extended 


(see chart) by completing bed-check sleep by 1.4 hours, reduced number of 
reports every 15 minutes during the first nighttime awakenings. 

hour after drug administration; every 

30 minutes thereafter.'’ 


SUMMARY OF OBJECTIVE RESULTS'” 


in a study involving 49 psychiatric patients (% average improvement over baseline) 


SLEEP INDUCTION TIME SLEEP DURATION TIME 
27% 


Dalmane 
E (flurazepam HCI) 
30 mg 


E Placebo 





44 min H baseline 
i i i l A values 


_.Dalmane (flurazepam HC!) 
£i is generally well tolerated, 


E iE. 





Dalmane 








- seldom causes mornin 
"Uu j flurazepam HC 
hang-over” 
Dalmane is relatively safe. No physical One 30-mg capsule h.s.— usual adult dosage 
. (15 mg may suffice in some patients). 
or psychological dependence has been One 15-mg capsule h.s.— initial dosage for 


reported; observe usual precautions when elderly or debilitated patients. 


prescribing for depressed patients or | when medication IS 


those who may increase dosage on their ^ s ^ i 
own. Initiating dosage with 15 mg in indicated for insomnia 
the elderly and debilitated is recommended 
to help preclude oversedation, dizziness 

or ataxia. Before prescribing, weigh poten- 
tial benefits against possible risks. 


o Reduces sleep induction time 

0 Reduces nighttime awakenings 

O Prolongs total sleep time with a 
single h.s. dose 





Please see following page for a summary of product information. 
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^ Effectiveness 
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confirmed in 
E. = psychiatric patients 
qx with insomnia 


Dalmane when medicationis | 
(flurazepam HC!) indicated for insomnia 


Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 
on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 





o Reduces sleep induction time 

o Reduces nighttime 
awakenings 

o Prolongs total sleep time 
with a single h.s. dose 


Before prescribing Dalmane (flurazepam 
HCI), please consult complete product 
information, a summary of which follows: 


Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 
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slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 


Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 

30 mg flurazepam HCI. 


REFERENCES: 


1. Jacobson A, et al: Psychophysiology 
7:345, Sep 1970 


2. Data on file, Medical Department, 
Hoffmann-La Roche Inc., Nutley NJ 


SD 


ROCHE LABORATORIES 
Division of Hoff mann-LaRoche Inc. 
Nutley, New Jersey O7110 


Inclinically significant depression 








TABLETS, 5 mg and 10 n 


Vivactil ; 
(Protriptyline HCl| MSD) 











€— aay 


` When you want an antidepressant 
that is characteristically nonsedating for 
the patient under close medical supervision 
(Symptoms such as anxiety or agitation 
may be aggravated.) MSD 





RE 
For a brief summary of prescribing information please see following page. HM 


In clinically significant depression 


TABLETS, 5 mg and 10 mg 


Vivactil 
Protriptyline HCl/MSD 


Contraindications: Known hypersensitivity; acute 
recovery phase following myocardial infarction. Should 
not be given concomitantly with an MAOI; hyperpyretic 
crises, severe convulsions, and deaths have occurred in 
patients receiving tricyclic antidepressant and MAOI 
drugs simultaneously. When it is desired to substitute 
protriptyline HCI for an MAOI, a minimum of 14 days 
should be allowed to elapse after the latter is discon- 
tinued. Protriptyline HCI should then be initiated 
cautiously with gradual increase in dosage until op- 
timum response is achieved. 


Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 
mental and/or physical abilities required for the perform- 
ance of hazardous tasks, such as operating machinery 
or driving a motor vehicle. Should be used with caution in 
patients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency to urinary 
retention or increased intraocular tension. 


Tachycardia and postural hypotension may occur more 
frequently than with other antidepressant drugs. Should 
be used with caution in elderly patients and patients 
with cardiovascular disorders; such patients should be 
observed closely because of the tendency of the drug to 
produce tachycardia, hypotension, arrhythmias, and 
prolongation of the conduction time. Myocardial infarc- 
tion and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiv- 
ing thyroid medication may develop arrhythmias when 
this drug is given. 

Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 


Usage in Pregnancy: Safe use in pregnancy and lacta- 
tion has not been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 


Precautions: When protriptyline HCI is used to treat 
the depressive component of schizophrenia, psychotic 
symptoms may be aggravated; likewise, in manic- 
depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase; paranoid delu- 
sions, with or without associated hostility, may be exag- 
gerated. In any of these circumstances, it may be advisa- 
ble to reduce the dose of protriptyline HCI or to use a 
major tranquilizing drug concurrently Symptoms, such 
as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 


When given with anticholinergic agents or sym- 
pathomimetic drugs, including epinephrine combined 
with local anesthetics, close supervision and careful ad- 
justment of dosages are required. May enhance 
response to alcohol and effects of barbiturates and other 
CNS depressants. Possibility of suicide in depressed pa- 
tients remains during treatment and until significant 
remission occurs; this type of patient should not have 
access to large quantities of the drug. Concurrent ad- 
ministration with electroshock therapy may increase 
hazards of therapy; such treatment should be limited to 
patients for whom it is essential. Discontinue drug 


Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported 
with this specific drug. However, the pharmacologic 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is 
more likely to aggravate agitation and anxiety and pro- 
duce cardiovascular reactions such as tachycardia and 
hypotension. 


Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart 
block, stroke. 


Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation; insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 


Neurological: numbness, tingling, and paresthesias of 
extremities; incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; altera- 
tion in EEG patterns, tinnitus. 


Anticholinergic: dry mouth and rarely associated 
sublingual adenitis; blurred vision, disturbance of ac- 
commodation, mydriasis; constipation, paralytic ileus; 
urinary retention, delayed micturition, dilatation of the 
urinary tract. 


Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (general, or of face and tongue), drug fever. 


Hematologic: bone marrow depression; agranulocytosis; 
leukopenia; eosinopnilia; purpura; thrombocytopenia. 


Gastrointestinal: nausea and vomiting, anorexia, 
epigastric distress, diarrhea, peculiar taste, stomatitis, 
abdominal cramps, black tongue. 


Endocrine: gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence; testicular swelling; eleva- 
tion or depression of blood sugar levels. 


Other: jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 


Withdrawal Symptoms: though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 


Overdosage: Hospitalize as soon as possible all pa- 
tients suspected of having taken an overdose. Treatment 
is symptomatic and supportive. In addition, the in- 
travenous administration of 1 to 3 mg physostigmine 
salicylate is reported to reverse the symptoms of other 
tricyclic antidepressant poisoning. Because physostig- 
mine is rapidly metabolized, the dosage should be re- 
peated as required, particularly if life-threatening signs 
suchas arrhythmias, convulsions, and deep coma recur or 
persist after the initial dosage of physostigmine. 


How Supplied: Tablets, containing 5 mg and 10 mg 
protriptyline HCI each, in single-unit packages of 100 
and bottles of 100 and 1000. 


For more detailed information, consult your MSD repre- 


sentative or see full prescribing information. MSD 


Merck Sharp & Dohme, Division of Merck & Co., INC., ERCK 
West Point, Pa. 19486. SHAR 


several days before elective surgery, if possible. Both . 
elevation and lowering of blood sugar levels have been 
reported 
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MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


= 
The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 


"ES 










The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
ad , Sedac Therapy, Pre-Convulsive Sedac, Post- 
— off Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC II—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
See us at Booth E6 at the Annual Meeting 
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who 
carry 
the 


promise 
of 


happy tomorrows. 


. THE DEVEREUX FOUNDATION 
DEVON, PA. 


Sixty Or service to exceptional children 
have reassured us that the latest educational tool 
is second to the value of the himan resource. 


B $. 
4" *. A NON-PROFIT ORGANIZATION i 
~ Helena’T. Devereux, NN Marshall H. Jarvis, ™ ~e” THE DEVEREUX FOUNDATION 
: Founder and Consultant c goeigont re 
i 

| : l 
FOR “INFORMATION AND LITERATURE: "charles J. Hr Director, of Admissions 
Devereux ies d Devon; Pennsylvania 19333 

PENNSYLVANIA, MASSACHUSETTS, CONNECTICUT ; 
| > Ellwood M. Smit Milson Officer, Devon, Pa. 19333 
5 Wier (Keith A. Seaton, Admissiqns,Officer, Box 1079, “Safta Barbara 93102 
derer ; 2 Robert £. Worsley, Admissions Officer, Box 2666 Victoria 77901 
$ lis a a ,Bette F. Eden, Ed.D., Director, 6404 E. Sweetwater, Scottsdale 85254 
BEcCis ic E L. Comerford, Director, 1980 Stanley Road, N.W., Kennesaw « 30144 
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Lift the Mask of 
Psychotic Detachment 


Schizophrenic patients often hide behind 
a mask of detachment, apathy or withdrawal, 
which can make them inaccessible to your 
therapy. Effective management of such 


patients often begins with ‘Stelazine’ 


* controls psychotic symptoms 


* apparently activates withdrawn patients 


* seldom causes excessive sedation 


efore prescribing, see complete prescrib- 
1g information in SK&F literature or 
DR. The following is a brief summary. 


Indications 

Based on a review of this drug by the 
National Academy of Sciences — 
National Research Council and/or 
other information, FDA has classified 
the indications as follows: 


Effective: For the management of the 
manifestations of psychotic disorders. 


Possibly effective: To control exces- 
sive anxiety, tension and agitation as 
seen in neuroses or associated with 
somatic conditions. 

Final classification of the less-than- 
effective indications requires further 
investigation. 





ontraindications: Comatose or greatly 
2pressed states due to C.N.S. depressants; 
lood dyscrasias; bone marrow depres- 

on; liver damage. 

larnings: Caution patients about 

ctivities requiring alertness (e.g., operating 
ehicles or machinery), especially during 

1e first few days’ therapy. 


Ise in pregnancy only when necessary 
yr patient's welfare. 


recautions: Use cautiously in angina. 

void high doses and parenteral admin- 
tration when cardiovascular system 
impaired. Antiemetic effect may mask 


signs of toxic drug overdosage or physical 
disorders. Additive effect is possible with 
other C.N.S. depressants. Prolonged 
administration of high doses may result in 
cumulative effects with severe C.N.S. or 
vasomotor symptoms. If retinal changes 
occur, discontinue drug. Agranulocytosis, 
thrombocytopenia, pancytopenia, 

anemia, cholestatic jaundice, liver 
damage have been reported. 


Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, in- 
somnia, amenorrhea, fatigue, muscular 
weakness, anorexia, lactation, blurred 
vision. Neuromuscular (extrapyramidal) 
reactions: motor restlessness, dystonias, 
pseudo-parkinsonism, persistent tardive 
dyskinesia. 

Other adverse reactions reported with 
Stelazine (trifluoperazine HCl, SKF) or 
other phencthiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insuffi- 
ciency or pheochromocytoma). 

Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, 
heat, and organophosphorus insecticides; 
nasal congestion, headache, nausea, 
constipation, obstipation, adynamic 
ileus, inhibition of ejaculation; reactiva- 
tion of psychotic processes, catatonic- 
like states; hypotension (sometimes fatal); 
cardiac arrest; leukopenia, eosinophilia, 


Stelazine. 


trifluoperazine HCl 


Tablets: 5 and 10 mg 
lelps detached patients become more responsive. 


pancytopenia, agranulocytosis, thrombo- 
cytopenic purpura; jaundice, biliary 
stasis; menstrual irregularities, galactor- 
rhea, gynecomastia, false positive 
pregnancy tests; photosensitivity, itching, 
erythema, urticaria, eczema up to ex- 
foliative dermatitis; asthma, laryngeal 
edema, angioneurotic edema, anaphy- 
lactoid reactions; peripheral edema, 
reversed epinephrine effect; hyper- 
pyrexia; a systemic lupus erythematosus- 
like syndrome; pigmentary retinopathy; 
with prolonged administration of 
substantial doses, skin pigmentation, 
epithelial keratopathy, and lenticular 
and corneal deposits. EKG changes have 
been reported, but relationship to 
myocardial damage is not confirmed. 
Discontinue long-term, high-dose 
therapy gradually. NOTE: Sudden death 
in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 
has been reported, but no causal re- 
lationship has been established. 
Supplied: Tablets, 1 mg., 2 mg., 5 mg. 
and 10 mg., in bottles of 100; in Single 
Unit Packages of 100 (intended for 
institutional use only); Injection, 

2 mg./ml.; and Concentrate (intended for 
institutional use only), 10 mg./ml. 


SK&F CO. 


Manufactured and distributed by 
SK&F Co., Carolina, P.R. 00630 
Stelazine* trademark licensed by 
SmithKline Corporation. 


Criminality and Psychiatric Disorders 


Samuel B. Guze, Washington University School of Medicine. This book reviews a series of studies begun 

by Dr. Guze and his colleagues in 1959 that probably represents the most extensive and systematic 
long-term psychiatric study of criminals ever made. Two hundred ninety-nine felons of both sexes were 
studied with the cooperation of the Missouri Board of Probation and Parole. Sociopathy, alcoholism 
and drug dependence were found to be the psychiatric disorders characteristically associated 

with serious crime. 

January 1976 176 pp. $9.50 


Society, Stress, and Disease 
Volume 2: Childhood and Adolescence 


Edited by Lennart Levi, Karolinska Institute, Sweden. During this century new physical and 
psychosocial stresses have emerged, associated with the changing patterns of family and 
community life. Their effects on the formative years of childhood and adolescence are of particular 
importance. This volume presents papers and discussions concerned with the stressors which 
influence development during childhood and adolescence, and considers practical ways of 
applying existing scientific knowledge in the prevention and alleviation of disorders. 

1975 560 pp. $72.00 


Explaining the Brain 

W. Ritchie Russell, University of Oxford, with A. J. Dewar. This clear and readable account of the brain 
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1975 200 pp. 23 illus. cloth $11.50 paper $5.95 


A Handbook for the Study of Suicide 


Edited by Seymour Perlin, Georgetown University and George Washington University School of 
Medicine. Developed from a post-graduate program on suicide given at Johns Hopkins University, 
this book presents a wide range of information on suicide gathered from several disciplines. 

From historical, literary and philosophical perspectives, it proceeds to the social sciences and 

to a balanced psychiatric consideration of suicidal behavior. 

1975 272 pp. 9 illus. cloth $9.95 paper $5.95 


Malnutrition and Brain Development 


Myron Winick, Columbia University College of Physicians and Surgeons. This book explores the relationship 
between malnutrition in early life and retarded brain development in man and animals. The author gives 
an overview of clinical malnutrition and then describes the biochemical changes that occur in the 
developing nervous system, the effects of undernutrition on these changes, the possible damage that 
prenatal malnutrition may have on a fetus, and the effects of early malnutrition on mental development. 
January 1976 176 pp. 59 illus. $10.00 


Behavioral Neurology 


Jonathan H. Pincus, Yale University School of Medicine, and Gary J. Tucker, Dartmouth Medical School. 
Exploring the border zone between psychiatry and neurology, the authors discuss seizure disorders; 

the limbic system; schizophrenia; organic brain syndromes; biogenic amines in movement disorders, 
depression, psychosis and sleep; and manifestations of anxiety. "The text is eminently readable, and the 
figures that illustrate it are both helpful and pleasing. . . . This book might best serve as 

a day-to-day textbook for both students and physicians rather than merely for reference.” — 

George C. Cotzias in The New England Journal of Medicine 
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Methods of Psychiatric Research 


Second Edition 
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topics covered are the design of experiments, statistical analysis and data handling, evaluation of 
treatment, psychological tests, and psychophysiological methods. Nine of the original chapters 
have been rewritten and nine new chapters have been added to this edition. 

1975 320 pp. paper $18.95 
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1700 Eighteenth Street, N.W., Washington, D.C. 20009. Au- 
thors of numbered papers presented at the Association’s annual 
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All numbered annual meeting papers become the property of 
the Journal although, due to space limitations, fewer than half 
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number. In the case of annual meeting papers, this is the num- 
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has been published in the Journal, which is a copyrighted publi- 
cation, the legal ownership of all parts of the paper, including 
any illustrations, passes from the author to the Journal. If an in- 
dividual or organization wishes to reprint material published in 
the Journal, written permission must first be secured from the 
APA Publications Services Division, 1700 Eighteenth St., 
N.W., Wash., D.C. 20009; there will usually be a charge for 
granting this permission. 

Manuscripts are accepted on condition that the Editor be 
given the right to make revisions aimed at greater conciseness 
and clarity and to bring the manuscript into conformity with 
Journal style regarding capitalization, punctuation, etc. 

The Journal does not hold itself responsible for statements 
made by contributors. Unless so stated, material in the Journal 
does not reflect the official attitude or position of the American 
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side only of letter-size bond (or other opaque) paper. All parts 
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Author identification. The authors’ affiliations and position 
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Precis. A brief precis is included at the beginning of each ar- 
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Communications. The author may prepare the precis himself or 
ask that the Journal staff prepare it, in which case the author 
may make any necessary changes on the galley proofs. 

Informed consent. Manuscripts that report the results of ex- 
perimental investigation on human subjects must include a 
statement to the effect that informed consent was obtained after 
the nature of the procedure had been fully explained. 

References. References should be typed double-spaced on a 
separate sheet of paper, to be attached at the end of the manu- 
script. They should be arranged according to their order of ap- 
pearance in the text, where they should be indicated by numbers 
in parentheses. Reference citations should be restricted to 
closely pertinent papers; a complete review of the literature is 
rarely desirable, except in the case of review articles for which a 
special arrangement has been made with the Editor. 

References should be typed in accordance with the style 
shown below for boøks and journal articles; chapters in books 
will be treated as journal articles with regard to capitalization. 
Up to three authors should be listed; one or more authors past 
the third will be designated "et al." Abbreviations of journal 
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l. Berne E: Principles ef Group Treatment. New York, Oxford Univer- 

sity Press, 1966, p 26 
2. Schildkraut JJ: Tranylcypromine: effects on norepinephrine metabo- 

lism in rat brain. Am J Psychiatry 126:925 931, 1970 
3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions be- 

tween monoamine oxidase inhibitors and foodstuffs. Br J Psychiatry 

113:349-365, 1967 
4. Brosin H: Communication systems of the consultation process, in 

The Psychiatric Consultation. Edited by Mendel W, Solomon P. 

New York, Grune & Stratton, 1968, pp 1 -12 


Tables and figures. Titles and headings of any tables and fig- 
ures should be sufficiently clear that the meaning of the data is 
understandable without reference to the text. See recent issues 
of the Journal for the general requirements of style. 

Each table should be typed on a separate sheet, attached at 
the end of the manuscript. The data should be arranged so that 
columns of like material read down, not across. 

A complete set of figures, preferably in the form of glossy 
prints, should accompany each of the two copies of the manu- 
script. Most figures will be reduced to about 3' : inches in width, 
the column width of the Journal; all elements of a figure should 
be prepared to withstand this reduction. Graphs should be fin- 
ished drawings not requiring further artwork. Authors are 
urged to engage the services of a professional in the preparation 
of figures. Authors may be required to meet the costs of any fur- 
ther artwork that must be done in the editorial office. 


AUTHORS’ CORRECTIONS 


Galley proofs will be sent to the first-named author for cor- 
rections after the paper has been scheduled for publication: 
prompt return (preferably within 48 hours of receipt) is neces- 
sary to ensure publication in the assigned month. If an author 
expects to be away from his office for a long period of time after 
he has received the acceptance letter, he should inform the Jour- 
nal office or arrange with a colleague to read the proofs. Au- 
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No reprints are furnished gratis. An order form for reprints 
will be attached to the galley proofs submitted to authors for 
correction. Reprints are usually mailed to authors about a 
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Effectiveness across 
the spectrum of most 
common forms 
of insomnia 


Awake too long, awake too often, As you can see, this hypothetical “patient” 
awake too early. eh takes well over an hour to fall asleep, awakens 
These are the most common forms of insomnia, Several times during the middle of the night 

and may occur singly or in any combination. and awakens too early in the morning. 
The night of troubled sleep depicted here Sleep Stages 
comprises all three types. As the night [73 FTN [Ed Stage 2 
progresses from left to right, each 
sleep stage is identifiable by its own E = =| REM ae Stage 3 
shade of gray. Blue represents "Awake: EI Stage geo Sid d 

| P 3 4 5 


| | Ex 
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Awake too € ften du ig the night 








The insomnias most often 


occurring in young and older adults 
For patients with trouble falling asleep 

(common in young adult insomnia patients), 

Dalmane (flurazepam HCl) 30 mg provides sleep 

within 17 minutes, on average. For those with 

trouble staying asleep or sleeping long 

enough (common in those over 50), Dalmane 

offers increased total sleep time with fewer 

nocturnal awakenings. These clinical results 

were demonstrated in studies conducted in 

four geographically separated sleep 

research laboratories!“ 


The relative safety of Dalmane 


(flurazepam HCl) is well documented 
Dalmane (flurazepam HCl) is relatively safe 

and well tolerated; morning “hang-over” has 

been infrequent. The usual adult dosage is 30 

mg; in elderly or debilitated patients, limit 

initial dosage to 15 mg to preclude over- 

sedation, dizziness or ataxia. Caution patients 

about possible combined effects with 

alcohol and other CNS depressants. 


Broad-spectrum 
medication for the 
"most common forms - 











of insomnia 


Dalmane 


flurazepam HC 


One 30-mg capsule h.s.— usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.— initial dosage for 
elderly or debilitated patients. 








o induces sleep rapidly 
o reduces nighttime awakenings 
o lengthens total sleep time 


Please see following page for a 
summary of complete product information. 


Broad-spectrum medication for 
the most common forms of insomnia 


Dalmane 
(flurazepam HCI) © 





Objectively proved in the 
sleep research laboratory, 
Dalmane 
o induces sleep within 

17 minutes, on average 
o reduces nighttime 

awakenings 
o provides 7 to 8 hours 

sleep, on average, with- 
out repeating dosage 


Before prescribing Dalmane (flurazepam 
HCl), please consult complete product 
information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; inpatients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
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recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 
on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If | 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidnev 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpstations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of leukopenia, granulocytopenia, sweating, 
flushes, difficulty in focusing, blurred 
vision, burning eyes, faintness, hypotension, 
shortness of breath, pruritus, skin rash, dry 
mouth, bitter taste, excessive salivation, 
anorexia, euphoria, depression, slurred 
speech, confusion, restlessness, hallucina- 
tions, and elevated SGOT, SGPT, total and 
direct bilirubins and alkaline phosphatase. 
Paradoxical reactions, e.g., excitement, 


stimulation and hyperactivity, have also 
been reported in rare instances. 


Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. E/derly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 

30 mg flurazepam HCl. 





REFERENCES: 


l. Karacan I, Williams RL, Smith JR: The 
sleep laboratory in the investigation of 
sleep and sleep disturbances. Scientific 
exhibit at the 124th annual meeting of the 
American Psychiatric Association, 
Washington DC, May 3-7, 1971 

2. Frost JD Jr: A system for automatically 
analyzing sleep. Scientific exhibit at the 
24th Clinical Convention of the American 
Medical Association, Boston, Nov 29- 

Dec 2, 1970; and at the 42nd annual 
scientific meeting of the Aerospace Medical 
Association, Houston, Apr 26-29, 1971 

3. Vogel GW: Data on file, Medical 
Department, Hoffmann-La Roche Inc., 
Nutlev NJ 

4. Dement WC: Data on file, Medical 
Department, Hoffmann-La Roche Inc., 
Nutley NJ 
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Division of Hoffmann-La Roche Inc. 
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nclinically significant depression 






TABLETS, 5 mg and 10 mg 


Vivactil 
(Protriptyline HCI MSD) 
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: When you want an antidepressant 
that is characteristically nonsedating for 
the patient under close medical supervision 
‘Symptoms such as anxiety or agitation 
may be aggravated.) MSD 


‘or a brief summary of prescribing information please see following page. 


Inclinically significant depression 


TABLETS, 5 mg and 10 mg 


Vivactil 


(Protriptyline HC 


Contraindications: Known hypersensitivity; acute 
recovery phase following myocardial infarction. Should 
not be given concomitantly with an MAOI; hyperpyretic 
crises, severe convulsions, and deaths have occurred in 
patients receiving tricyclic antidepressant and MAOI 
drugs simultaneously. When it is desired to substitute 
protriptyline HCI for an MAOI, a minimum of 14 days 
should be allowed to elapse after the latter is discon- 
tinued. Protriptyline HCI should then be initiated 
cautiously with gradual increase in dosage until op- 
timum response is achieved. 


Warnings: May block the antihypertensive effect of 
guanethidine or similarly acting compounds. May impair 


‘mental and/or physical abilities required for the perform- 


ance of hazardous tasks, such as operating machinery 
or driving a motor vehicle. Should be used with caution in 
patients with a history of seizures and, because of its 
autonomic activity, in patients with a tendency to urinary 
retention or increased intraocular tension. 


Tachycarcia and postural hypotension may occur more 
frequently than with other antidepressant drugs. Should 
be used with caution in elderly patients and patients 
with cardiovascular disorders; such patients should be 
observed closely because of the tendency of the drug to 
produce tachycardia, hypotension, arrhythmias, and 
prolongation of the conduction time. Myocardial infarc- 
tion and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiv- 
ing thyroid medication may develop arrhythmias when 
this drug is given. 

Usage in Children: Not recommended for use in children 
because safety and effectiveness in the pediatric age 
group have not been established. 


Usage in Pregnancy: Safe use in pregnancy and lacta- 
tion has not been established; therefore, use in pregnant 
women, nursing mothers, or women who may become 
pregnant requires that possible benefits be weighed 
against possible hazards to mother and child. 


Precautions: When protriptyline HCl is used to treat 
the depressive component of schizophrenie, psychotic 
symptoms may be aggravated; likewise, in manic- 
depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase; paranoid delu- 
sions, with or without associated hostility may be exag- 
gerated. In any of these circumstances, it may be advisa- 
ble to reduce the dose of protriptyline HCI or to use a 
major tranquilizing drug concurrently Symptoms, such 
as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 


When given with anticholinergic agents or sym- 
pathomimetic drugs, including epinephrine combined 
with local anesthetics, close supervision and careful ad- 
justment of dosages are required. May enhance 
response to alcohol and effects of barbiturates and other 
CNS depressants. Possibility of suicide in depressed pa- 
tients remains during treatment and until significant 
remission occurs; this type of patient shou.d not have 
access to large quantities of the drug. Concurrent ad- 
ministration with electroshock therapy may increase 
hazards of therapy; such treatment should be limited to 
patients for whom it is essential. Discontinue drug 
several days before elective surgery, if possible. Both 
elevation and lowering of blood sugar levels have been 
reported. 
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Adverse Reactions: Note: Included in this listing are a 
few adverse reactions which have not been reported 
with this specific drug. However, the pharmacologic 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when 
protriptyline HCl is administered. Protriptyline HCI is 
more likely to aggravate agitation and anxiety and pro- 
duce cardiovascular reactions such as tachycardia and 
hypotension. 


Cardiovascular: hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart 
block, stroke. 

Psychiatric: confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions, anxiety, 
restlessness, agitation; insomnia, panic, and nightmares; 
hypomania; exacerbation of psychosis. 


Neurological: numbness, tingling, and paresthesias of 
extremities; incoordination, ataxia, tremors, peripheral 
neuropathy; extrapyramidal symptoms; seizures; altera- 
tion in EEG patterns, tinnitus. 


= Anticholinergic: dry mouth and rarely associated 


sublingual adenitis; blurred vision, disturbance of ac- 
commodation, mydriasis; constipation, paralytic ileus; 
urinary retention, delayed micturition, dilatation of the 
urinary tract. 


Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (general, or of face and tongue), drug fever. 


Hematologic: bone marrow depression; agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. 
Gastrointestinal: nausea and vomiting, anorexia, 
epigastric distress, diarrhea, peculiar taste, stomatitis, 
abdominal cramps, black tongue, 


Endocrine: gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence; testicular swelling; eleva- 
tion or depression of blood sugar levels. 


Other: jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency, nocturia; drowsiness, dizziness, weakness 
and fatigue; headache; parotid swelling; alopecia. 


Withdrawal Symptoms: though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 


Overdosage: Hospitalize as soon as possible all pa- 
tients suspected of having taken an overdose. Ireatment 
is symptomatic and supportive. in addition, the in- 
travenous adminis-ration of 1 to 3 mg physostigmine 
salicylate is reported to reverse the symptoms of other 
tricyclic antidepressant poisoning. Because physostig- 
mine is rapidly metabolized, the dosage should be re- 
peated as requirec, particularly if life-threatening signs 
suchas arrhythmias, convulsions, and deep coma recur or 
persist after the initial dosage of physostigmine. 


How Supplied: Tablets, containing 5 mg and 10 mg 
protriptyline HCI each, in single-unit packages of 100 
and bottles of 100 and 1000. 


For more detailed information, consult your MSD repre- 
sentative or see full prescribing information. MSD 


Merck Sharp & Dohme,Division of Merck & Co. INC, ERCK 
West Point, Pa. 19486. SPAN 


MONTEFIORE HOSPITAL AND MEDICAL CENTER 


The Department of Psychiatry 
Department of Psychiatry, Albert Einstein College of Medicine 
offers 


FELLOWSHIPS 


In 


POST-DOCTORAL RESEARCH TRAINING 


Fellowship positions are available through N.I.M.H.-supported programs that provide basic 
preparation for research in areas relevant to mental health, the brain and behavior. The 
program is available to psychiatrists who have completed three years of residency training. 


Emphasis is on acquiring proficiency in the fundamental principles of research strategy, 
methodology and techniques currently employed in laboratory and clinical studies in psychiatry. 
The traineeships stress active participation in research work under the supervision of faculty 
preceptors, supplemented by a curriculum of seminars and workshops. 


Appointments are full-time and are for one to two years. 


For details, write to: 

Herbert Weiner, M.D., Chairman 
Department of Psychiatry 
Montefiore Hospital and Medical Center 
111 East 210th Street 
Bronx, New York 10467 


The January 1976 issue of 


The American Journal of Psychiatry 


will feature 


e John M. Davison 
Maintenance Therapy in Psychiatry 


II. Affective Disorders 
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Tested by time and experience i 


Over a decade of controlled studies thus can often improve cognition 
and clinical experience has shown and promote learning.” 

the effectiveness of Ritalin in reduc- And side effects — insomnia : 
ing the hyperactivity, ' distractibil- appetite loss — with Ritalin have 
ity, ^ and disorganized behavior'* ^ occurred less frequently than wit 
in the MBD child. m 


dextroamphetamine. 
* ..aconsiderable decrease By lessening the effects of Indeed, Ritalin ls currently a 
of hyperactivity...’ motor and attentional disorders, drug of choice in many MBD situ: 
EUM Ritalin can help the MBD tions," ^ and can prove to be an in 
Knobel, 1962 child to better focus his portant element in many complet 
attention on mean- remedial programs for MBD. 





ingful stimuli and Therapy with Ritalin should 
undertaken only after a medical 
a diagnosis of MBD has been made. 
—_— oe Drug treatment is not indicated fc 
"^ deno Toy L A all children with MBD. 

Dosage should be periodicall: 
interrupted. Often, these interrur 
tions reveal some “stabilization” ir 
the child’s behavior even without 
medication, permitting a reductioi 
in dosage and eventual discontinu 
ance of drug therapy. 





Ritali 


methylphenidate) 
Only when medication 
Is indicated 
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he treatment of MBD 


94 


an effective agent in the 
viation of the hyper- 


etic disorder....’”” 
ffman et al, 1974 











Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as ad- 
junctive therapy to other remedial measures 
(psychological, educational, social) 

Special Diagnostic Considerations 
Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diag- 
nostic test. Adequate diagnosis requires the use 
not-only of medical but of special psychological, 
educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, dis- 
tractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neuro- 
logical signs and abnormal EEG. Learning m 

or may not be impaired. The diagnosis of MB 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these characteristics. 
Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary to 
environmental factors and/or primary psychiatric 
disorders, including psychosis. Appropriate edu- 
cational placement is essential and psycho- 
social intervention is generally necessary. When 
remedial measures alone are insufficient, the 
decision to prescribe stimulant medication will 
depend upon the physician’s assessment of the 
chronicity and severity of the child’s symptoms. 


CONTRAINDICATIONS l , 
Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also con- 
traindicated in patients known to be hypersensi- 
tive to the drug and in patients with glaucoma. 


WARNINGS 

Ritalin should not be used in children under 

six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on anser and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. Although 
a causal relationship has not been established, 
suppression of growth (ie, weight gain and/or 
height) has been reported with long-term use of 
stimulants in children. Therefore, children re- 
quiring long-term therapy should be carefully 
monitored. 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in ab- | 
sence of seizures. Safe concomitant use of anti- 
convulsants and Ritalin has not been established. 
If seizures occur, Ritalin should be discontinued. 
Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all parea taking Ritalin, 
especially those with hypertension. 


Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anti- 
convulsants (phenobarbital, diphenylhydantoin, 
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| Ritalin 


(methylphenidate) 


Only when medication 


Is indicated 


primidone), phenylbutazone, and tricyclic anti- 
depressants (imipramine, desipramine). Down- 
ward dosage adjustments of these drugs may be 
required when given concomitantly with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to estab- 
lish safe use of Ritalin during pregnancy have 
not been conducted. Therefore, until more infor- 
mation is available, Ritalin should not be pre- 
scribed for women of childbearing age unless, 
in the opinion of the physician, the potentiai 
benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or alco- 
holism, because such patients may in- 
crease dosage on their own initiative. 
Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be un- 
masked. Long-term follow-up may be re- 
quired because of the patient's basic 
personality disturbances. 





PRECAUTIONS . 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS | 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; ab- 
dominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. Al- 
though a definite causal relationship has not been 
established, the following have been reported 

in patients taking this oe leukopenia and/or 
anemia; a few instances of scalp hair loss. 

In children, loss of appetite, abdominal pain, | 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over) 

Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 
mg weekly. "e dosage above 60 mg is not 
recommended. If improvement is not observed 
after appropriate dosage adjustment over a one- 
month period, the drug should be discontinued. 
If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or, if 
necessary, discontinue the drug. 

Ritalin should be periodically discontinued to 
assess the child's condition. Improvement may 
be sustained when the drug is either temporarily 
or permanently discontinued. 


Drug treatment should not and need not be 
indefinite and usually may be discontinued afte 
puberty. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak? blister units of 1( 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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turbed children. Am J Orthopsychiatry 40:615- 
628, 1970. 
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5. Seger EY, Hallum G: Methylphenidate in chil- 
dren with minimal brain dysfunction: Effects on 
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4:484-490, 1971. 
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nidate for adolescents with minimal brain dys- 
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THE FIRST OF A NEW CLASS OF 
ANTIPSYCHOTICS TO TREAT THE MANIFESTATIONS 
OF SCHIZOPHRENIA 





CHEMICALLY UNIQUE: MOBAN" is completely unrelated structurally 
or chemically to any of the three main categories of major anti- 
psychotics currently available* MODAN*" represents a new class of 
antipsychotic...the dihydroindolones, oxygenated indole derivatives. 

*Please see list of reference literature on comparative studies. 


MODAN (molindone HCI) PERMITS PATIENT 
PARTICIPATION AND COOPERATION IN A PROGRA 
OF ON-GOING REHABILITATION 


CONTROLS SCHIZOPHRENIC 
SYMPTOMS AS IT MOBILIZES 
THE PATIENT TOWARD 
PRODUCTIVE ACTIVITY 


At the start of therapy, MOBAN® can often 
control schizophrenic symptoms. MOBAN" 
acts rapidly— usually within 2 to 4 weeks 


—attaining maximum therapeutic bene- 


fit by the third treatment month. Once 


control is achieved, it can often be main- 


tained with MOBAN*. MOBAN® produces 
increased functional activity which may 
allow a gradual return to the world the 


patient has left behind: his family, his job, 


and his social activities. (Of course, in 


certain instances where increased activ- 


ity is contraindicated, caution should be 
exercised.) 


In controlled pre-introductory stud- 





RAPIDLY AIDS ARREST OF ACUTE 
OR CHRONIC PSYCHOTIC SYMPTOMS 
OF SCHIZOPHRENIA 





ies, MOBAN® produced significant impro 
ment of thought, affective, motor, ar 
behavioral disorders. 


HELPS KEEP PATIENTS 
ALERT AND RESPONSIVE T¢ 
PSYCHOTHERAPY 


Because MOBAN® has been shown | 
produce a sense of alertness in certa 
patients, it may be useful in som 
who are withdrawn and apathetic. 

MOBAN* (molindone HCI) does n 
produce the prolonged dulling effec 
observed with earlier antipsychoti 
This lack of continued sedation shou 
make for a more cooperative, bett 
functioning patient...one who will t 
able to assume a more active role in F 
over-all rehabilitation, and one less lilke 





ACTIVATES MANY WITHDRAWN AND 
APATHETIC PATIENTS 


to discontinue the needed maintenance 
medication. A beneficial sense of well- 
being occurs in some patients (others 
may experience an abnormal, exagger- 
ated sense of well-being). 


AN EFFECTIVE 
THERAPEUTIC ALTERNATIVE 


When patients are unresponsive or have 
become refractory to their current medi- 
cation or suffer certain untoward side 
effects, MOBAN” offers a clear-cut thera- 
peutic alternative. MOBAN" may be effec- 
tively used for the newly diagnosed 
schizophrenic, on a long-term, in-patient 
basis, or later on when the patient has 
assumed an out-patient status. In short, 
at any step on the way home. 


PHARMACOLOGIC PROFILE 


The pharmacologic profile of MOBAN" in 
laboratory animals resembles that of 
other major antipsychotic agents in that 
it causes the reduction of spontaneous 
locomotion and aggressiveness, sup- 
pression of conditioned psychotic 
responses and antagonism of the bizarre, 
stereotyped behavior and hyperactiv- 
ity induced by amphetamines. In addi- 
tion, MOBAN" antagonizes the depres- 
sion caused by the tranquilizing agent, 
tetrabenazine. 

In human clinical studies, tranquili- 
zation is achieved in the absence of mus- 
cle relaxing or incoordinating effects. 
Based on EEG studies, MOBAN" exerts its 
effects on the ascending reticular activa- 
ning system. 

Human metabolic studies show 
MOBAN* to reach peak blood levels within 
one hour after oral administration. 

Tolerance has not developed dur- 
ing long-term (3 years) therapy in 
limited pre-introductory studies. 

PLEASE NOTE: Lenticular opacities 


and skin pigmentation often seen with 
other currently-prescribed antipsychotics, 
have not been observed during pre- 
introductory studies with MODBAN" ...mmal- 
ing it suitable for those patients from 
whom other medication should be with- 
drawn due to those side effects. Such 
adverse effects result principally from 
long-term, high dose phenothiazine 
therapy. The possibility that similar ad- 
verse reactions may occur with MOBAN" 
should be kept in mind. 


USUAL DOSAGE RANGES 


Initial and maintenance dosages of 
MOBAN" (molindone HCl) should be in- 
dividualized, and the minimal effective 
dose should be employed. Elderly and 
debilitated patients should be started on 
lower doses. 


Mild 5 mg three or four times a day, up to 
15 mg three or four times a day. 
Moderate 10 mg three or four times a 
day, up to 25 mg three or four times 
a day. 

Severe Daily dosages up to 225 mg may 
be required. 





AVAILABLE AS TABLETS IN THREE 








DOSAGE STRENGTHS 
5 mg 10mg 25mg 
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dissimilar antipsychotics — molindone vs. chlorpromazine, 
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MODBAN"'(molindone HCI) 


DESCRIPTION MOBAN® (molindone hydrochloride) is a dihydroindo- 
lone compound which is not structurally related to the phenothia- 
Zines, the butyrophenones or the thioxanthenes. 

MOBAN* is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 
indol-4(5H)-one hydrochloride. It is a white crystalline powder, freely 
soluble in water and alcohol and has a molecular weight of 312.67. 
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MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN® (molindone hydrochloride) has a pharmacological 
profile in laboratory animals which predominantly resembles that of 
major tranquilizers causing reduction of spontaneous locomotion 
and aggressiveness, suppression of a conditional response and 
antagonism of the bizarre stereotyped behavior and hyperactivity 
induced by amphetamines. In addition, MOBAN® antagonizes the 
depression caused by the tranquilizing agent tetrabenazine. 

In human clinical studies tranquilization is achieved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG studies, 
MOBAN" exerts its effect on the ascending reticular activating 
system. 

Human metabolic studies show MOBAN* to reach peak blood levels 
within one hour after oral administration. 


INDICATIONS MOBAN® (molindone hydrochloride) is indicated in the 
management of the manifestations of schizophrenia. 


CONTRAINDICATIONS MOBAN® (molindone hydrochloride) is con- 
traindicated in severe central nervous system depression (alcohol, 
barbiturates, narcotics, etc.) or comatose states, and in patients 
with known hypersensitivity to the drug. 


WARNINGS Usage in Pregnancy Studies in the pregnant patient 
have not been carried out. Animal reproductive studies have not 
demonstrated a teratogenic potential. The anticipated benefits must 
be weighed against the unknown risks to the fetus if used in these 
patients. 


Nursing Mothers Data is not available on the content of MOBAN" 
(molindone hydrochloride) in the milk of nursing mothers. 


Usage in Children Use of MOBAN* (molindone hydrochloride) in 
children below the age of twelve years is not recommended because 
safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN* (molindone hydro- 
chloride) may note drowsiness initially and they should be advised 
against activities requiring mental alertness until their response to 
the drug has been established. 

Increased activity has been noted in patients receiving MOBAN* . 
Caution should be exercised where increased activity may be 
harmful. 


ADVERSE REACTIONS Transient initial drowsiness was noted most 
frequently. Noted less frequently were Parkinsonian reactions (aki- 
nesia characterized by rigidity, immobility and reduction of volun- 
tary movement and tremor), akathisia, restlessness, insomnia, 
depression, feeling of dizziness, blurred vision, hyperactivity, 
euphoria, dry mouth, headache, nausea and tachycardia. Upon 
abrupt withdrawal after prolonged high dosage an abstinence 
syndrome has not been noted. 

Others which were observed included weight gain, weight loss, 
suicidal thinking, postural hypotension, initial heavy menses, amen- 
orrhea, lactation, rash, spasticity, dystonia, akinesia, oculogyric 
crisis, gastrointestinal upset, increased libido, leukopenia, and 
nonspecific EKG changes. 


ADVERSE REACTIONS NOTED WITH OTHER ANTIPSYCHOTIC AGENTS 
The following adverse reactions have been observed with phenothi- 
azine antipsychotic drugs. MOBAN* (molindone hydrochloride) dif- 
fers chemically and to some degree pharmacologically from 
phenothiazines, but the possibility that similar adverse reactions 
may occur with MOBAN* (molindone hydrochloride) should be kept 
in mind. 

Drowsiness Usually mild to moderate, may occur, particularly during 
the first or second week, after which it generally disappears. If trou- 
blesome, dosage may be lowered. 


Jaundice Over-all incidence has been low, regardless of indication 
or dosage. Most investigators conclude it is a sensitivity reaction. 
Most cases occur between the second and fourth weeks of therapy. 
The clinical picture resembles infectious hepatitis, with laboratory 
features of obstructive jaundice, rather than those of parenchymal 
damage. It is usually promptly reversible on withdrawal of the medi- 
cation; however, chronic jaundice has been reported. There is no 
conclusive evidence that pre-existing liver disease makes patients 
more susceptible to jaundice. Alcoholics with cirrhosis have been 
successfully treated with phenothiazine, without complications. 
Nevertheless, the medication should be used cautiously in patients 
with liver disease. Patients who have experienced jaundice with a 
phenothiazine should not, if possible, be re-exposed to 
phenothiazines. 

If fever with grippe-like symptoms occurs, test for increased biliru- 
bin or for bile in urine. If tests are positive, stop treatment. 

Liver function tests in jaundice induced by the drug may mimic 
extrahepatic obstruction; withhold exploratory laparotomy until 
extrahepatic obstruction is confirmed. 





Hematological Disorders Including agranulocytosis, eosinophilia, 
leukopenia, hemolytic anemia, thrombocytopenic purpura, and pan- 
cytopenia, though rare, have been reported. 


MICHI Observe patients regularly fer sudden appearance 
of sore throat or other signs of infection. If white blood counts and 
differential smears indicate cellular depression, stop treatment and 
start antibiotic and other suitable therapy. 

Most cases have occurred between the 4th and 10th weeks of ther- 
apy; patients should be watched closely during that period. 


Moderate suppression of white blood cells is not an indication for 
stopping treatment unless accompanied by the symptoms described 
above. 

Cardiovascular: 

Hypotensive Effects Postural hypotension, simple tachycardia, 
momentary fainting and dizziness may occur after the first injection; 
occasionally after subsequent injections; rarely after the first oral 
dose. Usually recovery is spontaneous and symptoms disappear 
within 1⁄2 to 2 hours. Occasionally, these effects may be more severe 
and prolonged, producing a shock-like condition. 


EKG Changes Particularly nonspecific, usually reversible Q and T 
wave distortions —have been observed in some patients receiving 
phenothiazine tranquilizers. Their relationship to myocardial dam- 
age has not been confirmed. 

Note: sudden death, apparently due to cardiac arrest, has been 
reported, but there is not sufficient evidence to establish a rela- 
tionship between such deaths and the administration of the drug. 


C.N.S. Effects: 

Neuromuscular (Extrapyramidal) Reactions Closely resembling 
parkinsonism, and motor restlessness have occurred most 
frequently in psychiatric patients receiving high dosages. Dystonic 
reactions have been reported occasionally. Such symptoms usually 
disappear soon after dosage is lowered, the drug temporarily with- 
drawn, and/or concomitant administration of aa anti-parkinsonism 
agent. (Note: Levodopa has not been found effective in relief of 
these neuromuscular reactions.) In severe cases suitable supportive 
measures such as maintaining a clear airway and adequate hydra- 
tion should be used. When phenothiazine is reinstituted, it should be 
at a lower dosage. 

Hyperreflexia has been reported in the newborn. 


Persistent Tardive Dyskinesia As with all antipsychotic agents, 
tardive dyskinesia may appear in some patients on long-term ther- 
apy or may appear after drug therapy has been discontinued. The 
risk appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized by 
rhythmical involuntary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be accompanied by 
involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia; anti- 
parkinsonism agents usually do not alleviate the symptoms of this 
syndrome. It is suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be necessary to reinsti- 
tute treatment, or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may be masked. 

It has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


Adverse Behavioral Effects Psychotic symptoms and catatonic-like 
states have been reported rarely. 


Other C.N.S. Effects Cerebral edema has been reperted. 

Convulsive seizures (petit mal and grand mal) have been reported, 
particularly in patients with EEG abnormalities er history of such 
disorders. 

Abnormality of the cerebrospinal fluid proteins has also been 
reported. 


Allergic Reactions Of a mild urticarial type of photosensitivity are 
seen. Avoid undue exposure to sun. More severe reactions, including 
exfoliative dermatitis, have been reported occasionally. 


Endocrine Disorders Lactation and moderate breast engorgement 
may occur in females on large doses. If persistent, lower dosage or 
withdraw drug. False positive pregnancy tests have been reported, 
but are less likely to occur when a serum test is used. Amenorrhea 
and gynecomastia have also been reported. Hyperglycemia, hypogly- 
cemia and glycosuria have been reported. 


Autonomic Reactions Occasional dry mouth; nasal congestion; con- 
stipation; adynamic ileus; urinary retention; miosis and mydriasis. 


Special Considerations in Long-Term Therapy Skin pigmentation 
and ocular changes have occurred in some patients taking substan- 
tial doses of phenothiazines, for prolonged periods. 


Skin Pigmentation Rare instances of skin pigmentation have been 
observed in hospitalized mental patients, primarily females who 


have received the drug usually for three years or more in higher dos- 
ages. The pigmentary changes, restricted to exposed areas of the 
body, range from an almost imperceptible darkening of the skin to a 
slate gray color, sometimes with a violet hue. Histological examina- 
tion reveals a pigment, chiefly in the dermis, which is probably a 
melanin-like complex. The pigmentation may fade following discon- 
tinuance of the drug. 


Ocular Changes Ocular changes have occurred more frequently 
than skin pigmentation and have been observed both in pigmented 
and nonpigmented patients receiving phenothiazines, usually for 
two years or more. Eye changes are characterized by deposition of 
fine particulate matter in the lens and cornea. In more advanced 
cases, star-shaped opacities have also been observed in the 
anterior portion of the lens. The nature of the eye deposits has not 
yet been determined. A small number of patients with more severe 
ocular changes have had some visual impairment. In addition to 
these corneal and lenticular changes, epithelial keratopathy and 
pigmentary retinopathy have been reported. Reports suggest that 
the eye lesions may regress after withdrawal of the drug. 

Since the occurrence of eye changes seems to be related to dosage 
levels and/or duration of therapy, it is suggested that long-term 
patients on moderate to high dosage levels have periodic ocular 
examinations. 


Etiology The etiology of both of these reactions is not clear, but 
exposure to light, along with dosage/duration of therapy, appears to 
be the most significant factor. If either of these reactions is ob- 
served, the physician should weigh the benefits of continued ther- 
apy against the possible risks and, on the merits of the individual 
case, determine whether or not to continue present therapy, lower 
the dosage, or withdraw the drug. 


Other Adverse Reactions Mild fever may occur after large I.M. 
doses. Hyperpyrexia has been reported. Increases in appetite and 
weight sometimes occur. Peripheral edema and a systemic lupus 
erythematosus-like syndrome have been reported. 

Note: There have been occasional reports of sudden death in 
patients receiving phenothiazines. In some cases, the cause 
appeared to be asphyxia due to failure of the cough reflex. In others, 
the cause could not be determined. There is not sufficient evidence 
to establish a relationship between such deaths and the adminis- 
tration of phenothiazines. 

DOSAGE AND ADMINISTRATION Initia! and maintenance doses of 
MOBAN® (molindone hydrochloride) should be individualized, and 
the minimal effective dose should be employed. Elderly and debili- 
tated patients should be started on lower dosage. 


Dosage schedule, based on severity of symptomatology 

1. Mild —5 mg three or four times a day; an increase to 15 mg three 
or four times a day may be required. 

2. Moderate— 10 mg three or four times a day; an increase to 25 mg 
three or four times a day may be required. 

3. Severe—daily dosage as high as 225 mg may be required. 


DRUG INTERACTIONS Potentiation of drugs administered concur- 
rently with MOBAN® (molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not shown increased 
toxicity when MOBAN* is given concurrently with representative 
members of three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive therapy 
Should be the rule. 
Gastric lavage is indicated for the reduction of absorption of 
MOBAN* (molindone hydrochloride) which is freely soluble in water. 
Since the absorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this antidote 
must be considered of theoretical value. 
Emesis in a comatose patient is contraindicated. Additionally, while 
the emetic effect of apomorphine is blocked by MOBAN® in animals, 
this blocking effect has not been determined in humans. 
A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested dose 
of MOBAN® is excreted unmetabolized in the urine.) However, poor 
response of the patient may justify use of these procedures. While 
the use of laxatives or enemas might be based on general princi- 
ples, the amount of unmetabolized MOBAN* in feces is less than 1%. 
Extrapyramidal symptoms have responded to the use of diphenhy-. 
dramine (Benadryl* ) and the synthetic anticholinergic antiparkinson 
agents, (i.e., Artane*, Cogentin" , Akineton" ). 
HOW SUPPLIED As tablets in bottles of 100 and 1000 with potencies 
and colors as follows: 
5 mg orange * Benadryl — Trademark, Parke Davis and Co. 

10 mg lavender | "Artane— Trademark, Lederle Laboratories 
25 mg light green} “Cogentin—Trademark, Merck Sharp & Dohme 

" Akineton — Trademark, Knoll Pharmaceutical Co. 
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SEXUAL ATTRACTION AND LOVE: An Instrumental 
Theory by Richard Centers, Univ. of California, Los 
Angeles. Previous knowledge of this subject and the writer's 
own theory as to why a particular individual is attracted to 
and falls in love with another are included. The interrela- 
tionships of the needs of males and females are emphasized 
in this book. The use of each sex by the other is viewed as 
inevitable and necessary to the fulfillment and happiness of 
both. A general theory of intersexual dyad formation is 
presented with focus upon the establishment of permanent 
relationships, more specifically, mate selection. 75, 340 
pp., 1 il., 26 tables, $12.95 


FORENSIC PSYCHIATRY: A Practical Guide for Lawyers 
and Psychiatrists by Robert L. Sadoff, Univ. of Pennsyl- 
vania, Philadelphia. With this practical text, the psychiatrist 
can become familiar with his specific functions within the 
law. The book is designed as a practical guide for lawyers 
and psychiatrists working together in areas of mental 
competency, criminal responsibility, domestic relations, 
commitment procedures, traumatic illnesses, drug and 
alcohol problems, sexual matters and juvenile crimes. Case 
citations and a psychiatric glossary are provided for the 
lawyer; outlines of interviews and forensic psychiatric 
reports are included for the psychiatrist. 75, 272 pp., 
$14.50 


HOMINOLOGY: PSYCHIATRY'S NEWEST FRONTIER 
by C. David Jones, Chicago Medical School, Chicago, 
Illinois. This book offers a new and unique method of 
analyzing behavior through the use of hominology not only 
to psychiatrists but also to others working in the fields of 
mental health and human relationships. By integrating 
sociological adaptation, the self-image, moral values and 
mental health, this book is an advancement in the field of 
behavioral science. 75, 216 pp., 15 il., 2 tables, $12.50 


GESTALT THERAPY PRIMER: Introductory Readings in 
Gestalt Therapy edited by F. Douglas Stephenson, Consul- 
tation and Guidance Services and Gestalt Institute of North 
Florida, Gainesville. (11 Contributors) A basic introduction 
to the philosophy, methods and practice of Gestalt psycho- 
therapy is provided. Key theoretical principles discussed 
include awareness, contact, figure/ground formation and 
polarities. This primer is intended for all people in human 
service and the psychotherapy professions. '75, 232 pp., 2 
il., $16.50, paper 


HOMEWORK IN COUNSELING AND PSYCHOTHER- 
APY: Examples of Systematic Assignments for Therapeutic 
Use by Mental Health Professionals by John L. Shelton, 
Colorado State Univ., Fort Collins, and J. Mark Ackerman, 
Private Practice, Albany, Oregon. Written to help psycho- 
therapists become more effective through the use of 
assignments carried on by their clients outside of the 
therapy hour, this book offers time-saving techniques that 
expedite recovery in persons suffering from psychological 
distress. '74, 308 pp., 27 iL, 1 table, cloth-$16.75, 
paper-$12.95 
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FREUD AND EDUCATION by Seymour Fox, The Hebrew 
Univ. of Jerusalem, Jerusalem, Israel. The major portion of 
this book is devoted to disclosing the basic principles, terms 
and concepts of Freud’s theory, and relating these to the 
issues that every personality theory must treat. A final 
section employs the fruits of analysis in a translation of 
Freud’s theory for education. In addition, textual analysis 
of four major theoretical works are appended in the form 
of protocols in which analysis is joined with the author’s 
comments, questions and disclosures concerning highlights 
in the development of the theory. 75, 272 pp., $12.95 


EMERGENCIES IN CHILD PSYCHIATRY edited by Gil- 
bert C. Morrison, Univ. of California, Irvine. Foreword by 
Louis A. Gottschalk. (27 Contributors) Each chapter of this 
book recognizes and defines a clinical problem, describes 
clinical findings, defines treatment approaches, and pro- 
vides or proposes possible research methodologies. Emo- 
tional problems considered in detail include suicide at- 
tempts and threats, acute anxiety, conversion and dissocia- 
tive reactions, sexual promiscuity and precocious preg- 
nancy, acute school phobia and school refusal, and more. 
75, 516 pp., 33 tables, $24.50 


HUMAN BEHAVIOR AND BRAIN FUNCTION edited by 
Harvey J. Widroe, Walnut Creek Psychiatric Hospital, 
Walnut Creek, California. (8 Contributors) Emphasizing 
the role of advanced psychophysiological research in 
contemporary efforts to understand and treat behavior 
disturbances, this book includes discussion of minimal 
cerebral dysfunction in children and adolescents, aggres- 
sion control defects, schizophrenia, manic depressive 
psychosis, heroin addiction, alcohol addiction and behav- 
ior disorders secondary to cerebral arteriosclerosis. 75, 
132 pp., 10 il., 6 tables, $7.50 


THE DELINQUENT GIRL (2nd Ed.) by Clyde B. Vedder, 
Illinois State Univ., Normal, and Dora B. Somerville, /ilinois 
Department of Corrections, Springfield. Foreword by Allyn 
R. Sieloff. Written for both laymen and professionals, this 
text contains theoretical concepts of delinquency and crime 
as well as significant case histories. These case histories 
which include the girls’ own accounts of their situations 
and subsequent commitments will furnish all those involved 
in the control, treatment and prevention of juvenile 
delinquency with greater insights into the field of female 
delinquency. ’75, 192 pp., 1 table, $14.50 


A MANUAL FOR RESIDENTIAL AND DAY TREAT- 
MENT OF CHILDREN by Miltiades G. Evangelakis, South 
Florida State Hospital, Hollywood. This manual deals with 
matters of fact and opinion, and will serve as a guide in the 
efficient operation of a residential and day treatment center 
for children. It is an account of the author's experiences, 
successes and some of the difficulties in providing intensive 
residential and day treatment for emotionally disturbed and 
mentally ill children. Attention is brought to what are real 
and often controversial issues. 74, 392 pp., 8 il., 11 tables, 
$14.50 
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TABLETS: 0.5 mg, 1 mg, 2 mg INJECTION: 1.0 mg/ml 


COGENTIN. 


(BENZTROPINE MESYLATE | MSD) 


highly effective against 
phenothiazine-induced 
extrapyramidal symptoms 


often permits needed chemotherapy to continue by controlling 
drug-induced extrapyramidal manifestations such as: 

tremor, akathisia, motor restlessness, muscular rigidity, drooling, 
dystonic reactions. (However, certain extrapyramidal disorders, 
such as tardive dyskinesia, usually do not respond to therapy 

with COGENTIN.) 

In some patients, however, the phenothiazine dosage may have 

to be reduced or discontinued. After one or two weeks, 

secte AMA should be withdrawn to determine the continued 

need for it 





Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia and those with prostatic hypertrophy. 
Dysuria may occur, but rarely becomes a problem. Large doses may cause complaints of 
weakness and inability to move particular muscle groups, requiring dosage adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Tardive dyskinesia may appear in some 
patients on long-term therapy with phenothiazines and related agents, or may occur 
after therapy with these drugs has been discontinued; antiparkinsonism agents usually 
do not alleviate symptoms of tardive dyskinesia, and in some instances may aggravate 
or unmask such symptoms. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those with disturbances in sweating. If 
anhidrosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 
impaired. Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Adverse Reactions: Adverse reactions may be anticholinergic or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. !f dry mouth causes difficulty 
in swallowing Or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing. dosage, but occa- 
sionally requires discontinuation. 


Note: Large doses generally cannot be tolerated by older patients, thin patients, or pa- 
tients with arteriosclerotic parkinsonism. Patients with a poor mental outiook are usually 
poor.candidates for therapy. Do not terminate other antiparkinsonism agents abruptly; 
reduce gradually. When benztropine mesylate is used with levodopa the usua! dose of 
each may need to be reduced. Certain extrapyramidal disorders that develop siowly, such 
as tardive dyskinesia, usually do not respond to the drug. 


How Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in 
bottles of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000; Injection, 
containing 1.0 mg benztropine mesylate and 9.0 sodium chloride per ml, in 


2- mE 'ampuls. 

For more detailed information, consult your MSD representative or see full MERCK 
' prescribing information. Merck Sharp & Dohme, Division of Merck & Co., INC., SHARP, 

West Point, Pa. 19486 - DOHME 


Facts about dosage 
schedules of 

COGENTIN 

(Benztropine Mesylate| MSD) 
in treating drug-induced 
extrapyramidal symptoms 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 


. parenterally. Dosage must be 


individualized according to the need 
of the patient. Some patients require 
more than recommended; others do 
not need as much. The tablet form 
should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are 


. likely to be transient. One to 2 mg 
COGENTIN orally two or three 


times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. 1f symptoms 
recur, COGENTIN can be ` 
reinstituted. 


Certain extrapyramidal disorders 
that develop slowly, such as tardive 
dyskinesia, usually do not respond 
to COGENTIN. 


For more detailed information, 
see Full prescribing information. 








ANTABUSE: ‘Social security” 
for the alcoholic who wants 
tO Stop drinking... 














The temptation is resisted, 
ANTABUSE (disulfiram) represents 
the security alcoholics need 


in any situation. They are i 
better able to abstain from : 

drinking because they knowthe ~~ 
consequences of taking "even one.” 


until psychiatric support 


can oo the rest 

| Undoubtedly it will take 
considerable time for 
psychotherapy to help 
the chronic alcoholic. 
As a psychiatrist, you 
have undoubtedly 

= selected the patients 

who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, 
the alcoholic, at your discretion, can par- 
ticipate in a total treatment program 
which makes use of various sup- 
portiveresourcesinthecommunity. — SEES 
In the meantime, ANTABUSE can help CONS 








RIEF SUMMARY 
or full prescribing information, 
e package circular.) 


NTABUSE ' (disulfiram) in Alcoholism 


IDICATION: ANTABUSE is an aid in the manage- 
ent of selected chronic alcoholic patients who 
int to remain in a state of enforced sobriety so 
at supportive and psychotherapeutic treatment 
ay be applied to best advantage. (Used alone, 
thout proper motivation and without suppor- 

'e therapy, ANTABUSE is not a cure for alco- 
lism, and it is unlikely that it will have more 

an a brief effect on the drinking pattern of the 
ronic alcoholic.) 


INTRAINDICATIONS: Patients who are re- 
iving or have recently received metronidazole, 
raldehyde, alcohol, or alcohol-containing 
eparations, e.g. cough syrups, tonics, and the 
e, should not be given ANTABUSE. 


NTABUSE is contraindicated in the presence of 
vere myocardial disease or coronary occlusion, 
ychoses, or hypersensitivity. 









WARNINGS: ANTABUSE should never be 
administered to a patient when he is in a state 
of alcohol intoxication or without his full 
knowledge. 


The physician should instruct relatives 
accordingly. 


le patient must be fully informed of the 
NTABUSE-alcohol reaction. He must be strongly 
utioned against surreptitious drinking while 
king the drug, and he must be fully aware of 
'ssible consequences. He should be warned to 
oid alcohol in disguised form, i.e. in sauces, 
negars, cough mixtures, and even aftershave 
tions and back rubs. He should also be warned 
at reactions may occur with alcohol up to 14 

lys after ingesting ANTABUSE. 


IE ANTABUSE-ALCOHOL REACTION: 

YTABUSE plus alcohol, even small amounts, 
oduces flushing, throbbing in head and neck, 
robbing headache, respiratory difficulty, nausea, 
pious vomiting, sweating, thirst, chest pain, 
Ipitation, dyspnea, hyperventilation, tachycar- 
3, hypotension, syncope, marked uneasiness, 
'akness, vertigo, blurred vision, and confusion. 
severe reactions there may be respiratory 
pression, cardiovascular collapse, arrhythmias, 
/ocardial infarction, acute congestive heart 
lure, unconsciousness, convulsions, and death. 


e intensity of the reaction varies with each 
jividual, but is generally proportional to the 
Younts of ANTABUSE (disulfiram) and alcohol 
zested. Mild reactions may occur in the sensi- 
e individual when the blood alcohol concentra- 
in is increased to as little as 5 to 10 mg. per 
Occ. Symptoms are fully developed at 50 mg. 

r 100 cc., and unconsciousness usually results 
ien the blood alcohol level reaches 125 to 

O mg. 


e duration of the reaction varies from 30 to 60 
nutes to several! hours in the more severe cases, 
as long as there is alcohol in the blood. 


RUG INTERACTIONS: Disulfiram appears to 
crease the rate at which certain drugs are me- 
»olized and so may increase the blood levels 
d the possibility of clinical toxicity of drugs 
ven concomitantly. 


sulfiram should be used with caution in those 
tients receiving diphenylhydantoin and its con- 
ners, since toxic levels of these antiepileptic 
ents have been reported during concomitant 
sulfiram therapy. 


may be necessary to adjust the dosage of oral 
ticoagulants upon beginning or stopping 
sulfiram, since disulfiram may prolong pro- 
rombin time. 


itients taking isoniazid when disulfiram is given 
ould be observed for the appearance of un- 
2ady gait or marked changes in mental status and 
e disulfiram discontinued if such signs appear. 


JNCOMITANT CONDITIONS: Because of the 
issibility of an accidental ANTABUSE-alcohol 


reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy only when, in the judgment of 
the physician, the probable benefits outweigh 

the possible risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-alcohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without untoward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 


days) are suggested to detect any hepatic dysfunc- 


tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 


Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlled by concomitant administration of an 
antihistaminic drug. 


In a small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, or a 
metallic or garlic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered until 
the patient has abstained from alcohol for at least 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 

a sedative effect. Alternatively, to minimize, or 


eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.); it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and & 
basis for permanent self-control is established. 
Depending on the individual patient, maintenance 
therapy may be required for months or even years. 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction has 
been largely abandoned. Furthermore, such a 

test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 

and convincing description of the reaction is felt 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. (V5 oz.) of 100 
proof whiskey or equivalent is taken slowly. Th:s 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does nct exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develops, 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of alcohol, 
supportive measures to restore blood pressure 
and treat shock should be instituted. Other recom- 
mendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine suifate. Antihistamines nave also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 


HOW SUPPLIED: No. 809 — Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 
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for clinically significant depression. . . 
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Elavil 


ctation has not been established. Since suicide 
a possibility in any depressive illness, patients 
Yould not have access to large quantities of the mi | ine 
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ispected of having taken an overdose. 


ease see addendum on following page for details in Clinically significant depression— 
‘dosage and administration including once daily once daily at bedtime to help MSD 
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For a brief summary of prescribing information, please see following page. 
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= NEW TABLETS ` 


Elavil sai 
(Amitriptyline HCI | MSD) 
O mg and 100 mg therapy 


Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor or within at least 14 days following the discontinuance of 
a monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and 
deaths have occurred. When used to replace a monoamine oxidase inhibitor, initiate 
dosage of amitriptyline HCi cautiously with gradual! increase in dosage until optimum 
response is achieved. Not recommended during tha acute recovery phase following 
myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or uri- 
nary retention, or with angle-closure glaucoma or increased intraocular pressure; in pa- 
tients with angle-closure glaucoma, even average doses may precipitate an attack. Pa- 
tients with cardiovascular disorders should be watched closely; arrhythmias, sinus 
tachycardia and prolongation of the conduction time have been reported, particularly 
with high doses; myocardial infarction and stroke have been reported with drugs of this 
class. Close supervision is required for hyperthyroid patients or those receiving thyroid 
medication. May impair mental and/or physical abilities required for performance of 
hazardous tasks, such as operating machinery or driving a motor vehicle. Safe use dur- 
ing pregnancy and lactation has not been established; in pregnant patients, nursing 
mothers, or women who may become pregnant, weigh possible benefits against possi- 
ble hazards to mother and child. Not recommended for patients under 12 years of age. 
Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms; 
manic depressive patients may experience a shift to the manic phase. In these circum- 
stances, the dose of amitriptyline HCI may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently. 

When given with anticholinergic agents or symoathomimetic drugs, including 
epinephrine combined with local anesthetics, close suaervision and careful adjustment 
of dosages are required. Use cautiously in patients receiving large doses of ethchlor- 
vynol, since transient delirium has been reported on concurrent administration. May 
enhance the response to alcohol and the effects of barbiturates and other CNS depres- 
sants. The possibility of suicide in depressed patients remains during treatment and un- 
til significant remission occurs; this type of patient should not have access to large 
quantities of the drug. Concurrent electroshock therapy may increase the hazards 
associated with such therapy; such treatment should be limited to patients for whom it 
is essential. When possible, discontinue the drug several days before elective surgery. 
Both elevation and lowering of blood sugar levels have been reported. 

Adverse Reactions: /Vote: Included in this listing are a few adverse reactions not re- 
ported with this specific drug. However, pharmacological similarities among the tri- 
cyclic antidepressant drugs require that each reaction be considered when amitriptyline 
is administered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke. CMS and Neuromuscular: Con- 
fusional states; disturbed concentration; disorientation; delusions; hallucinations; ex- 
citement; anxiety; restlessness; insomnia; nightmares; numbness, tingling, and 
paresthesias of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; 
seizures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, 
blurred vision, disturbance of accommodation, constipation, paralytic ileus, urinary re- 
tention, dilatation of urinary tract. A//ergic: Skin rash, urticaria, photosensitization, 
edema of face and tongue. Hematologic: Bone marrow depression including 
agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastroin- 
testinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, parotid swelling, black tongue, rarely hepatitis [including altered liver function 
and jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
enlargement and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after prolonged administration 
may produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In add tion, the intravenous admin- 
istration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
tricyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the 
dosage should be repeated as required, particularly if life-threatening signs such as ar- 
rhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitrip- 
tyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets contain- 
ing 75 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 
100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 
44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full 
prescribing information. Merck Sharp & Dohme, Division of Merck & Co., Iwe., 
West Point, Pa. 19486 





(Amitriptyline HCl | MSD) 


Five tablet strengths for differing 
patient needs. The variety of dosage 
strengths available with ELAVIL 
makes possible great prescribing 
flexibility. 

Once-a-day dosage at bedtime is an 
appropriate way to start—-and main- 
tain—many patients on therapy. The 
simplicity of this regimen helps im- 
prove patient compliance. ELAVIL 
may also be prescribed in divided 
daily doses, 

A sedative effect may be apparent 
before the antidepressant effect of 
‘ELAVIL is noted. An adequate ther- 
apeutic effect may take as long as 
30 days to develop. 


100 mg, EE 
75 mg (Hise \ (sc 
50 mg 


These tablets may be advantageous 
when initiating therapy with once- 
daily bedtime dosage in adult out- 
patients. The usual starting dosage 
is 75 mg daily. Therapy may be ini- 
tiated with 50 to 100 mg daily. 
This may be increased by 25 or 
50 mg as necessary in the bedtime 
dose to a total of 150 mg per day. 

These tablets may also be conve- 
nient for many hospitalized patients. 
These patients may need 100 mg a 
day initially which can be increased 
gradually to 200 mg a day if neces- 
sary. A small number of such pa- 
tients may need as much as 300 mg 


a day. 

25 mg C) 

This tablet may prove useful when 
initiating therapy with divided daily 
doses in adult outpatients. Starting 
dosage is usually 75 mg daily. If 
necessary, this dosage may be in- 
creased gradually to atotal of 150 mg 
a day. Increases are made prefer- 
ably in the late afternoon or bedtime 
doses. 


10 mg 


Because lower doses are generally 
recommended for adolescents and 
elderly patients, the 10-mg tablets 
may be most serviceable. Ten mg 
three times a day with 20 mg at bed- 
time may be satisfactory in adoles- 
cent and elderly patients who do not 
tolerate higher doses. 


NOTE: The usual maintenance dos- 
age of ELAVIL.is 50 to 100 mg per 
day which may be given in a single 
dose preferably at bedtime. In some 
patients 40 mg per day is sufficient. 
This drug is not recommended for 
patients under 12 years of age. 


Audio Cassette Tape Program 
Now Available 





“INTERFACES” 
27th INSTITUTE ON 
HOSPITAL & COMMUNITY PSYCHIATRY 





ORDER FORM 

t1 ( ) OPENING PLENARY SESSION $18.00 
+ 2 ( ) FISCAL MATTERS $ 6.00 
A ( ) RIGHTS OF PATIENTS AND PROFESSIONALS $ 6.00 
t4 ( ) STANDARDS AND QUALITY CONTROL $ 6.00 
ES ( ) TRACK 6A—PROGRAM DEVELOPMENT —TUESDAY A.M. $12.00 
E 6 ( ) TRACK 6A—PROGRAM DEVELOPMENT—TUESDAY P.M. $12.00 
E ( ) TRACK 6A—PROGRAM DEVELOPMENT—WEDNESDAY A.M. $12.00 
t 8 ( ) A. THE FUTURE OF LABOR MANAGEMENT IN THE MENTAL 

HEALTH FIELD $ 6.00 
- 9 ( ) B. PREDICTING INTERPROFESSIONAL ALLIANCES IN THE 80's $18.00 
‘10 ( ) C. THE CONTINUING NEED FOR THE PSYCHIATRIC HOSPITAL $12.00 
t11 ( ) D. APPROACHES TO PROGRAM EVALUATION $12.00 
t12 ( ) All of the above (special 15% discount) $102.00 


Number of Programs Ordered 





Total Price of Programs Ordered 
TOTAL REMITTANCE 


METHOD OF PAYMENT* 
( ) Check ( ) Money order 





Sale of audio tapes is being handled on a prepaid basis only. Please attach check or money order. Purchase orders not ac- 
epted. Please make check payable to the American Psychiatric Association. 


NAME 
NSTITUTION 
STREET ADDRESS 























vITY — | NM u mM STATE |J Ao  ZIPCODE 








Available through 


HENRY H. WORK, M.D., DEPUTY MEDICAL DIRECTOR, 
THE HOSPITAL & COMMUNITY PSYCHIATRY SERVICE, 
AMERICAN PSYCHIATRIC ASSOCIATION 

1700 18th Street, N.W. 

Washington, D.C. 20009 


A29 








If she was 
upset before 
every period, 
or cried after 
every child... WZ 


Her depression, now, 
may reflect an estrogen 
deficiency state 


Certain depressive symptoms which may occur throughout a woman's life tend to 
become more prominent when endogenous sex hormone levels fall. The days imme- 
diately preceding the onset of the menses and following parturition may be classic ex- 
amples of emotional lability occurring in conjunction with a sudden fall in estrogen 
and progesterone. 

So, too, in the menopause. Estrogen deficiency is believed to be a contributing 
factor in the appearance of such depressive symptoms as crying spells, insomnia, and 
fatigue. And, in many patients, estrogen replacement has been shown to relieve de- 
pression due to estrogen deficiency in a relatively short time. 

Thus, when depressive symptoms are prominent in the menopausal years, 
PREMARIN (Conjugated Estrogens Tablets, U.S.P.) helps: first, to alleviate those 
symptoms that are related to estrogen deficiency; and second, to help identify those 
that are not. At the same time, PREMARIN can afford prompt relief from the vaso- 
motor and metabolic disturbances of the menopausal syndrome. 

Obviously, not all women respond the same way to estrogen deficiency—or to 
estrogen replacement. But if a patient’s past emotional symptoms often coincided with 
her hormonal “lows,” their appearance now may be no coincidence. 





For the depressive 

symptoms of menopausal 
LJ 

estrogen deficiency 


PREMARIN 


(CONJUGATED ESTROGENS 
TABLETS, U.S.D) |25 me. 


mm CONTRS 1.25 mg. 
will ESTROGENS | 0:025 mg. 
EXCLUSIVELY | 0.3 mg. 


Ayers | AYERST LABORATORIES 
| *| NEW YORK. N Y. 10017 


See next page for prescribing information. 





For the depressive symptoms 
of menopausal estrogen deficiency 


(R) 
" i REMARI N BRAND Of 


CONJUGATED ESTROGENS 


estrogens exclusively 


TABLETS, U.S.P 
contains natural 





BRIEF SUMMARY 

(For full prescribing information, see package circular) 
PREMARIN® Brand of 

CONJUGATED ESTROGENS TABLETS, U.S.P. 


Actions: Estrogens are responsible for development and 
maintenance of the female reproductive system and sec- 
ondary sex characteristics. They cause the growth and 
development of the vagina, uterus, and fallopian tubes, 
and enlargement of the breasts. Indirectly, they contribute 
to the shaping of the skeleton, maintenance of tone and 
elasticity of urogenital structures, changes in the 
epiphyses of the long bones that allow for pubertal growth 
spurt and termination, growth of axillary and pubic hair, 
and pigmentation of the nipples and genitals. Estrogens 
are also involved in psychologic and emotional aspects of 
feminine behavior As estrogen levels increase during the 
menstrual cycle, there is a sense of vigor and well-being, 
and in the menopausal! period estrogens aid in relieving 
nervous symptoms (eg. anxiety, depression and ir- 
ritability) due to estrogen deficiency. Decline of estrogenic 
activity at the end of the menstrual cycle can bring on 
menstruation, although the cessation of progesterone se- 
cretion is the most important factor in the mature ovulato- 
ry cycle. However, in the pre- or non-ovulatory cycle, 
estrogen is the primary determinant in the onset of 
menstruation. Estrogens do not induce ovulation. 

Estrogens affect calcium and phosphorus metabolism, 
and are involved in maintenance of normal bone structure 
In prolonged estrogen deficiency states, administration of 
estrogen acts to prevent associated bone degenerative 
changes. 

Estrogens appear to be responsible for the relatively 
greater amount of alpha-lipoprotein and correspondingly 
lower amount of beta-lipoprotein found in premenopausal! 
women as compared with men 

Estrogens affect the release of pituitary gonadotropins 
and may also deplete the gonadotropic content of the 
pituitary 


Indications: Based on a review of PREMARIN 
Tablets by the National Academy of Sciences—Na- 
tional Research Council and/or other information, FDA 
has classified the indications for use as follows 

Effective: As replacement therapy for naturally oc- 
curring or surgically induced estrogen deficiency 
states associated with: the climacteric, including the 
menopausal syndrome and postmenopause; senile 


vaginitis and kraurosis vulvae, with or without pruritus 
“Probably” effective: For estrogen deficiency-in- 
duced osteoporosis, and only when used in conjunc- 
tion with other important therapeutic measures such 
as diet, calcium, physiotherapy, and good genera! 
health-promoting measures, Final classification of 
this indication requires further investigation 





Contraindications: Short acting estrogens are contrain- 
dicated in patients with (1) markedly impaired liver func- 
tion; (2) known or suspected carcinoma of the breast, ex- 
cept those cases of progressing disease not amenable to 
surgery or irradiation occurring in women who are at least 
5 years postmenopausal; (3) known or suspected 
estrogen-dependent neoplasia, such as carcinoma of the 
endometrium; (4) thromboembolic disorders, throm- 
bophlebitis, cerebral embolism, or in patients with a past 
history of these conditions; (5) undiagnosed abnormal 
genital bleeding. 

Warnings: Estrogen therapy should not be given to 
women with recurrent chronic mastitis or abnormal mam- 
mograms except, if in the opinion of the physician, it is 
warranted despite the possibility of aggravation of the 
mastitis or stimulation of undiagnosed estrogen- 
dependent neoplasia. 

The physician should be alert to the earliest manifesta- 
tions of thrombotic disorders (thrombophlebitis, retinal 
thrombosis, cerebral embolism and pulmonary embolism) 
If these occur or are suspected, estrogen therapy should 
be discontinued immediately. 

Estrogens may be excreted in the mother's milk and an 
estrogenic effect upon the infant has been described. The 
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long range effect on the nursing infant cannot be deter- 
mined at this time. 

Hypercalcemia may occur in as many as 15 percent of 
breast cancer patients with metastases, and this usually 
indicates progression of bone metastases. This occur- 
rence depends neither on dose nor on immobilization. In 
the presence of progression of the cancer or hyper- 
calcemia, estrogen administration should be stopped 

A statistically significant association has been reported 
between maternal ingestion of diethylstilbestrol during 
pregnancy and the occurrence of vaginal carcinoma in the 
offspring. This occurred with the use of diethylstilbestrol 
for the treatment of threatened abortion or high risk preg- 
nancies. Whether or not such an association is applicable 
to all estrogens is not known at this time. In view of this 
finding, however, the use of any estrogen in pregnancy is 
not recommended. 

Failure to control abnormal uterine bleeding or unex- 
pected recurrence is an indication for curettage 
Precautions: As with all short acting estrogens, the 
following precautions should be observed: 

A complete pretreatment physical examination should 
be performed with special reference to pelvic and breast 
examinations 

To avoid prolonged stimulation of the endometrium and 
breasts in climacteric or hypogonadal women, estrogens 
should be administered cyclically (3 week regimen with 1 
week rest period — withdrawal bleeding may occur during 
rest period) 

Because of individual variation in endogenous estrogen 
production, relative overdosage may occur which could 
cause undesirable effects such as abnormal or excessive 
uterine bleeding, mastodynia and edema. 

Because of salt and water retention associated with 
estrogenic anabolic activity, estrogens should be used 
with caution in patients with epilepsy, migraine, asthma, 
cardiac, or renal disease 

If unexplained or excessive vaginal bleeding should oc- 
cur, reexamination should be made for organic pathology. 

Estrogen usage may cause preexisting fibromyomata to 
increase in size; therefore, patients should be examined at 
regular intervals while receiving estrogenic therapy. 

The pathologist should be advised of estrogen therapy 
when relevant specimens are submitted 

Because of their effects on epiphyseal closure, 


estrogens should be used judiciously in young patients in 
whom bone growth is incomplete. 

Prolonged high dosages of estrogens will inhibit anterior 
pituitary functions. This should be borne in mind when 
treating patients in whom fertility is desired. 

The age of the patient constitutes no absolute limiting 
factor, although treatment with estrogens may mask the 
onset of the climacteric. 

Certain liver and endocrine function tests may be 
affected by exogenous estrogen administration. If test 
results are abnormal in a patient taking estrogen, they 
should be repeated after estrogen has been withdrawn for 
one cycle 
Adverse Reactions: The following adverse reactions 
have been reported associated with short acting estrogen 
administration: 
nausea, vomiting, anorexia 
gastrointestinal symptoms such as abdominal cramps 

and bloating 
breakthrough bleeding, spotting, unusually heavy 

withdrawal bleeding (See DOSAGE AND 

ADMINISTRATION) 
breast tenderness and enlargement 
reactivation of endometriosis 
possible diminution of lactation when given 

immediately postpartum 
loss of libido and gynecomastia in males 
edema 
aggravation of migraine headaches 
change in body weight (increase, decrease) 
headache 
allergic rash 
hepatic cutaneous porphyria becoming manifest 
Dosage and Administration: PREMARIN (Conjugated 
Estrogens Tablets, U.SP) should be administered 
cyclically (3 weeks of daily estrogen and 1 week off) for all 
indications except selected cases of carcinoma and pre- 
vention of postpartum breast engorgement 

Menopausal Syndrome—1.25 mg. daily, cyclically. Ad- 
just dosage upward or downward according to severity of 
symptoms and response of the patient. For maintenance, 
adjust dosage to lowest level that will provide effective 
control 

If the patient has not menstruated within the last two 
months or more, cyclic administration is started arbitrarily. 
If the patient is menstruating, cyclic administration is 
started on day 5 of bleeding. If breakthrough bleeding 
(bleeding or spotting during estrogen therapy) occurs, in- 
crease estrogen dosage as needed to stop bleeding. In 
the following cycle, employ the dosage level used to stop 
breakthrough bleeding in the previous cycle. In subse- 
quent cycles, the estrogen dosage is gradually reduced to 
the lowest level which will maintain the patient symptom- 
free 

Postmenopause—as a protective measure against 
estrogen deficiency-induced degenerative changes (eg 
osteoporosis, atrophic vaginitis, kraurosis vulvae)—0.3 
mg. to 1.25 mg. daily and cyclically Adjust dosage to 
lowest effective level. 

Osteoporosis (to retard progression) — usual dosage 
1.25 mg. daily and cyclically. 

Senile Vaginitis, Kraurosis Vulvae with or without Pru- 
ritus — 0.3 mg. to 1.25 mg. or more daily, depending upon 
the tissue response of the individual patient. Administer 
cyclically. 

How Supplied: PREMARIN (Conjugated Estrogens 
Tablets, U.S.P) 

No. 865— Each purple tablet contains 2 5 mg.. in bottles of 
100 and 1,000. 

No. 866 — Each yellow tablet contains 1.25 mg.. in bottles 
of 100 and 1,000. Also in unit dose package of 100 

No. 867 — Each red tablet contains 0.625 mg. in bottles of 
100 and 1,000. Also in unit dose package of 100 

No. 868 —Each green tablet contains 0.3 mg.. in bottles of 
100 and 1,000 
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MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 





The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 


A.N 


- Ct 
- 













A 


The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
| other respiratory problems), Mild Sedac, Deep 
ae TT um sSedac Therapy, Pre-Convulsive Sedac, Post- 
: i Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar “Collar” type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 
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Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC ll— The small- 
est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
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The TRIAVIL Potential 


in the management of 
moderate to severe anxiety 








with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Since it is simpler to remember to take one tablet 
rather than several (particularly in multiple daily 
doses), your patients on TRIAVIL will be more 


likely to take proper doses of the medication. 
And, of course, economy is an added factor in 
therapy with TRIAVIL. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Close 
supervision of patients is essential until satisfactory 
remission has taken place. Suicide is inherent 

in any depressive illness so patients 

should not have easy access to large quantities of 
the drug. The drug may impair alertness and 
potentiate the response to alcohol. It should not be 
used during the acute recovery phase following 
myocardial infarction or given to patients who 
have received an MAOI within two weeks. 
TRIAVIL should be used with caution in glaucoma 
and in patients prone to urinary retention. It is 
contraindicated in CNS depression and in the 
presence of evidence of bone marrow depression. 


MSD 


SHA K For a brief summary of prescribing 
O È information, please turn to the following page. 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


® 
| RIAVI Do perphenazine 
and amitriptyline HCI) 


an antidepressant tranquilizer 
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when patients exhibit moderate to marked anxiety or agitation with depression 


Triavil 4-25 


Each tablet contains 
4mg perphenazine and 
25 mg amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL* 2-25 (or TRIAVIL* 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL* 2-10 (or TRIAVIL* 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines): 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly in high doses, have 
been reported to produce arrhythmias. sinus tachycardia, and 
prolongation of conduction time. Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
DR pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use witn caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant. not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcchol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
Supervision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCl. 

Amitriptyline HCI may enhance the response to alcoho! and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 

Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric Crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 


ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-cose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g.. protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching. 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil- 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions: 
cerebral edema; polypnagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
States: disturbed concentration; disorientation; delusions; hallucina- 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb- 
ness, tingling, and paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns: extrapyramidal symptoms; tinnitus; syndrome of inap- 
propriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry 
mouth; blurred vision; disturbance of accommodation; constipation; 
paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis; 
leukopenia; eosinophilia; purpura; thrombocytopenia. Gastrointes- 
tinal: Nausea; epigastric distress; vomiting; anorexia; stomatitis; pecu- 
liar taste; diarrhea; parotid swelling; black tongue. Endocrine: 
Testicular swelling anc gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or decreased libido; 
elevated or lowered blood sugar levels. Other: Dizziness, weakness; 
fatigue; headache; weight gain or loss; increased perspiration; uri- 
nary frequency; mydriasis; drowsiness; jaundice; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration 
may produce nausea, headache, and malaise. These are not indica- 
tive of addiction. 
OVERDOSAGE: All patients suspected of having taken an over- 
dosage should be admitted to a hospital as soon as possible. Treat- 
ment is symptomatic and supportive. However, the intravenous 
administration of 1—3 mg of physostigmine salicylate is reported to 
reverse the symptoms of tricyclic antidepressant poisoning. Because 
physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs 
such as arrhythmias, convulsions, and deep coma recur or persist 
after the initial dosage of physostigmine. On this basis, in severe over- 
dosage with perphenazine-amitriptyline Combinations, symptomatic 
treatment of central anticholinergic effects with physostigmine salicy- 
late should be considered. 
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For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 


The Practice of Behavior Therapy with Children 


A Training Seminar 


This seminar will teach behavior therapy techniques for 
children to professionals who work with children. The train- 
ing will include lectures, demonstrations, supervised prac- 
tice and a case material practicum. 


Instruction will be offered in the following behavior therapy 

techniques as they apply to children: 

Deep muscle relaxation training Modeling 

Desensitization Assertive training 

Hierarchy construction Family communication training 

Interviewing parents Desensitization of parents 

Initial interview with a child Behavior rehearsal 

In vivo desensitization Homework assignments 
Training surrogate therapists 


Faculty: L. Michael Ascher, Ph.D., Debora Phillips, M.Ed., 
Joseph Wolpe, M.D. 


Philadelphia Conference, January 22-23, 1976 — spon- 
sored by Behavior Therapy Unit, Department of 
Psychiatry, Temple University Medical School, 
Philadelphia, PA. 


For information, please contact Ms. B.J. Foster, Temple 
Department of Psychiatry, c/o EPPI, Henry Ave., 
Philadelphia, PA 19129. Rm. 702. Telephone: 215-438- 
4298, x. 54. 


The Princeton Center for Behavorial Consultation in con- 
junction with local universities will sponsor this program in: 


San Francisco, January 29-30, 1976 
Chicago, February 19-20, 1976 
New York, February 26-27, 1976 


For information on these seminars, please write to: Ms. 
Debora Phillips, Princeton Center for Behavioral Con- 
sultation, 53 Wilton Street, Rm. 202, Princeton, 
NJ 08540 


ANNOUNCING... 


MENTAL HEALTH AND DISEASE IN AFRICA 
with Special Reference to Africa South of the Sahara 


The first book written on 
Psychiatry from the African experience 


The Authors: 
Dr. Charles R. Swift, child psychiatrist, Senior Consultant 
in Psychiatry to Ministry of Health, Tanzania, and Pro- 
fessor of Psychiatry, University of Dar es Salaam 


Dr. Tolani Asuni, Medical Superintendent of Aro Hospi- 
tal, Abeokuta; President, African Psychiatric Associa- 
tion 


Foreword by: Dr. T. Adeoye Lambo, leading African psy- 
chiatrist, Deputy Director-General of WHO 


Features of Special Interest: 


Detailed discussion of the life cycle of the African 

Separate chapters on childhood problems and problems 
of adolescence 

Discussion of such disorders common in Africa as secon- 
dary school student syndrome and group hysteria 

The different face of depression in Africa 

Separate chapters on mental health programs and the 
prevention of the mental illnesses 

A chapter on auxiliaries and mental health services, with 
outlined suggested training courses 

Discussions of traditional healers 

Numerous case illustrations 


270 pages ISBN 0-443-01256-3 $950 paper LC# 74-24732 


CHURCHILL LIVINGSTONE 
Medical Division of LONGMAN, INC 
72 Fifth Avenue, New York, N Y. 10011 Tel. No. (212) 675-7795 





Marijuana and 
Health Hazards 


Methodological Issues in Current Research 


edited by JARED R. TINKLENBERG 

Based on a conference sponsored by the 
Drug Abuse Council, this book gives particular 
attention to five areas of current concern and 
special interest — genetics, immunity, hor- 
mones, central nervous system damage, and 
psychiatric disturbances. In the area of hor- 
mones, for instance, it provides detailed 
coverage of such controversial topics as the 
potential for marijuana to decrease 
testosterone levels in young men. In each area 
two or three scientists, each an acknowledged 
world marijuana expert, present position 
papers on the current evidence in their field. 


1975, 188 pp., $8.50/ £4.50 


Lithium Research 
and Therapy 


edited by F. N. JOHNSON 

The first part of this book contains the infor- 
mation which practicing psychiatrists will need 
to assess the efficacy of lithium therapy in the 
various conditions for which it has been in- 
dicated, and provides a guide to the prac- 
ticalities of lithium treatment procedures. The 
second part discusses the results of laboratory 
investigations of lithium effects and their im- 
plications both for our understanding of the 
mode of action of the lithium ion and our insight 
into the fundamental nature of the conditions it 
is used to treat. 
1974, 596 pp., $35.75/ £13.50 


N.B.: Postage plus 50« handling charge on all orders not 
accompanied by payment. 


Prices subject to change without notice. 


ACADEMIC 
PRESS. 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 
111 FIFTH AVENUE, NEW YORK, N. Y. 10003 
24-28 OVAL ROAD, LONDON NW1 7DX 
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“ljust feel like 
dropping out: 


Name: Denise W. 


Occupation: School- 
teacher 

Complaint: Fatigue, 
insomnia, weight loss, 
lack of motivation 


Diagnosis: Neurotic 
depressive reaction 
Comments: Patient 
must continue to maintain 
normal daily activities 








Indepression 


Proven clinical efficacy 


When patient complaints lead you to a diagnosis 
of depression, "...desipramine is an effective 
antidepressant...The most effective results occurred 
in those patients in whom the primary diagnosis 
was a psychoneurotic depressive reaction." ! Such 
efficacy has been well documented “4 in over 
a decade of clinical use. 


Prompt therapeutic response 


Several studies have shown that Pertofrane may 
have a rapid onset of therapeutic action. This 
relatively rapid onset of action is particularly useful 
when patients must continue to function actively 
on their jobs or at home. 


Mid-range sedation 


“There is no problem of drowsiness `! Pertofrane 
shows good to excellent antidepressant 
effect yet is only mid-range in sedation’— especially 
important when patients must maintain normal 
levels of daily activity. 


Compatible with 
tranquilizers/sedatives 


When indicated, Pertofrane may be used with 
tranquilizers or sedatives.! This allows valuable 
flexibility in the individualization of therapy to the 
specific needs of the patient whose mild anxiety or 
agitation, which accompanies his depression, 
does not remit to Pertofrane alone. 








References 1 Barringer. T J. Psychosomatics 6:326. 1965 2 Cammer. L. ir Depression. A Practical 
Approach (Davis. J.M., ed.), New York, Medcom, 1974. p 26 3 Lapolla. A- Am J Psychiatry 
121:1206. 1965 4 Krakowski. AJ Am J Psychiatry 120 494 1963 5 Prange AJ Jr Psychiatric 
Ann 3:56. 1973 


l'ertofrane 
esipramine 

hydrochloride NF 
When activity is important 


USV Pharmaceutical Mfg. Corp. 
PHARMACEUTICALS Manati, P.R. 00701 








Indication: For relief of mental depression. Contraindica- 
tions: Do not use MAO inhibitors concomitantly or within 2 

weeks of the use of this drug. Hyperpyretic crises or severe 

convulsive seizures may occur with such combinations; 

potentiation of adverse reactions can be serious or even 

fatal. Wher substituting Pertofrane (desipramine HCI) in 

patients receiving an MAO inhibitor, allow an interval of at 

least 14 days. Initial dosage in such patients should be low 

and increases should be gradual and cautiously pre- 
scribed. The drug is contraindicated following recent myo- 
cardial irfarction and in patients with a known 

hypersensitivity to tricyclic antidepressants. Warnings: 

Activation of psychosis may occasionally be observed in 

schizophrenic patients. Due to atropine-like effects and 

sympathomimetic potentiation, use only with the greates: 

care in patients with narrow-angle glaucoma or urethral or 

ureteral spasm. Do not use in patients with the following 

conditions unless the need outweighs the risk: severe 

coronary heart disease with EKG abnormalities, progres- 
sive heart failure, angina pectoris, paroxysmal tacnycardia 

and active seizure disorder (may lower seizure threshold). 
This drug may block the action of the antihypertensive, 
guanethidine, and related adrenergic neuron-blocking 

agents. Hypertensive episodes have been observed dur- 
ing surgery. The concurrent use of other central nervous 

system drugs or alcohol may potentiate adverse effects. 
Since many such drugs may be used during surgery, desip - 
ramine should be discontinued prior to elective proce- 
dures. Caution patients on the possibility of impaired ability 
to operate a motor vehicle or dangerous machinery. Do not 

use in women who are or may become pregnant, or in 

children under 12 years of age, unless the clinica! situation 

warrants the potential risk. Because of increased sensitiv- 
ity to the drug, use lower than normal dosage in adolescent 
and geriatric patients. Precautions: Potentially suicidal 

patients require careful supervision and protective mea- 
sures during therapy. Prescriptions should be limited to 
small quantities. Discontinuation of the drug may be nec- 
essary in the presence of increased agitation and anxiety 
shifting to hypomanic or manic excitement. Atropine-lixe 
effects may be more pronounced (e.g. paralytic ileus) in 
susceptible patients and in those receiving anticholinergic 
drugs (including antiparkinsonism agents). Prescribe cau- 
tiously in hyperthyroid patients and in those receiving 
thyroid medications; transient cardiac arrhythmias have 
occurred in rare instances. Periodic blood and liver studies 
should supplement careful clinical observations in all 
patients undergoing extended courses of therapy. 
Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, head- 
ache, disturbed visual accommodation, tremor, unsteadi- 
ness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling 
and neuromuscular incoordination. A confusional state 
(with such symptoms as hallucinations and disorientation), 
particularly in older patients and at higher dosage, may 
require discontinuation of the drug. Gastrointestinal Tract: 

anorexia, dryness of the mouth, nausea, epigastric dis- 
tress, constipation and diarrhea. Skin: skin rashes (includ- 
ing photosensitization), perspiration and flushing 
sensations. Liver: rare cases of transient jauncice 
(apparently of an obstructive nature) and liver damage. If 
jaundice or abnormalities in liver function tests occur, dis- 
continue the drug and investigate. Blood Elements: bone- 
marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Tran- 
sient eosinophilia has been observed. Cardiovascular 
System: orthostatic hypotension and tachycardia. Care- 
fully supervise patients requiring concomitant vasodilating 
therapy, particularly during initial phases. Genitourinary 
System: urinary frequency or retention and impotence. 
Endocrine System: occasional hormonal effects, including 
gynecomastia, galactorrhea and breast enlargement, and 
decreased libido and estrogenic effect. Sensitivity: urticaria 
and rare instances of drug fever and cross-sensitivity with 
imipramine. Dosage: All patients except geriatric and ado- 
lescent: 50 mg. t.i.d. (150 mg. daily). Dosage may be 
increased up to 200 mg. daily. Geriatric anc adolescent 
patients should usually be started with lower dosage (25 to 
50 mg. daily) and may not tolerate higher doses. Dosage 
may be increased up to 100 mg. daily. Lower maintenance 
dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Mild anxiety and agita- 
tion which may accompany depression usually remit as the 
depression responds. Occasionally, however, a sedative 

or tranquilizer may be indicated. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. 
capsules (maroon and pink), bottles of 100 and 71000: 
single-dose blister packs, boxes of 500. 
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WHILE YOU HELP THE 
NEWLY DISCHARGED 
PATIENT WITH FEELINGS, 










In the psychotic patient, Mellaril reduces excitement, 
hypermotility, abnormal initiative, affective tension, and 
agitation—without euphoria, addiction, or undue sedation. 
(But, warn patients about activities needing complete 
mental alertness, e.g., driving.) And, although extrapyram- 
idal symptoms are characteristic of this class of drug, 

with Mellaril extrapyramidal stimulation—notably 
pseudoparkinsonism—is minimal. 


Tablets: 25 mg, 50 mg, 100 mg, 150 mg, 
and 200 mg, thioridazine HCI, U.S.P. 


CONTROLS 
PSYCHOTIC SYMPTOMS 





FAMILY, AND FUNCTIONING... 


Before prescribing or administering, see Sandoz literature for full 
product information. The following is a brief summary 
Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 

Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating cen- 
tral nervous system depressants (e.g., anesthetics, opiates, alcohol, 
etc.) as well as atropine and phosphorus insecticides: carefully con- 
sider benefit versus risk in less Severe disorders. During pregnancy, 
administer only when the potential benefits exceed the possible 
risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic patients, 
anticonvulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision: the pos- 
sibility of its occurrence may be reduced by remaining within recom- 
mended dosage limits. Administer cautiously to patients participating 
in activities requiring complete mental alertness (e.g., driving), and 
increase dosage gradually. Orthostatic hypotension is more common 
in females than in males. Do not use epinephrine in treating drug- 
induced hypotension since phenothiazines may induce a reversed 
epinephrine effect on occasion. Daily doses in excess of 300 mg. 
should be used only in severe neuropsychiatric conditions. 

Adverse Reactions: Central Nervous System — Drowsiness, espe- 
cially with large doses, early in treatment; infrequently, pseudo- 
parkinsonism and other extrapyramidal symptoms; rarely, nocturnal 
confusion, hyperactivity, lethargy, psychotic reactions, restlessness, 
and headache. Autonomic Nervous System—Dryness of mouth, 
blurred vision, constipation, nausea, vomiting, diarrhea, nasal stuffi- 
ness, and pallor. Endocrine System — Galactorrhea, breast engorge- 
ment, amenorrhea, inhibition of ejaculation, and peripheral edema. 
Skin — Dermatitis and skin eruptions of the urticarial type. photosen- 
Sitivity. Cardiovascular System — ECG changes (see Cardiovascular 
Effects below). Other — Rare cases described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions — Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions — Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias — Agranu- 
locytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. Allergic Reactions — Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity— Jaundice 
biliary stasis. Cardiovascular Effects — Changes in terminal portion 
of electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine): these appear to be revers: 
ible and due to altered repolarization, not myocardial damage. While 
there is no evidence of a causal relationship between these changes 
and significant disturbance of cardiac rhythm, several sudden anc 
unexpected deaths apparently due to cardiac arrest have occurret 
in patients showing characteristic electrocardiographic changes 
while taking the drug. While proposed, periodic electrocardiograms 
are not regarded as predictive. Hypotension, rarely resulting in cardiac 
arrest. Extrapyramidal Symptoms — Akathisia, agitation, motor rest: 
lessness, dystonic reactions, trismus, torticollis, opisthotonus 
oculogyric crises, tremor, muscular rigidity, and akinesia. PersiSten. 
Tardive Dyskinesia—Persistent and sometimes irreversible tardive 
dyskinesia, characterized by rhythmical involuntary movements o0 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing o 
cheeks, puckering of mouth, chewing movements) and sometimes 
of extremities may occur on long-term therapy or after discontinuatior 
of therapy, the risk being greater in elderly patients on high-dost 
therapy, especially females; if symptoms appear, discontinue al 
antipsychotic agents. Syndrome may be masked if treatment i: 
reinstituted, dosage is increased, or antipsychotic agent is switched 
Fine vermicular movements of tongue may be an early sign, ani 
syndrome may not develop if medication is stopped at that time 
Endocrine Disturbances — Menstrual irregularities, altered libidc 


By gynecomastia, lactation, weight gain, edema, false positive preg 
=~. nancy tests. Urinary Disturbances — Retention, incontinence. Other. 
SY — Hyperpyrexia; behavioral effects suggestive of a paradoxica 
ra? 


reaction, including excitement, bizarre dreams, aggravation of psy 


d ® choses, and toxic confusional states; following long-term treatment 
Bs a peculiar skin-eye syndrome marked by progressive 


pigmentation of skin or conjunctiva and/or accompanied 
by discoloration of exposed sclera and cornea: stellate or N 


irregular opacities of anterior lens and cornea: systemic 
lupus erythematosus-like syndrome. 75.323 
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Overview: Maintenance Therapy in Psychiatry: I. Schizophrenia 


BY JOHN M. DAVIS, M.D. 


Hospital psychiatry has evolved from long-term 
"treatment" programs that were primarily custodial to 
the successful pharmacological treatment of acute 
psychotic episodes. Unfortunately, many patients still 
return to the hospital with relapses. This so-called 
revolving door syndrome draws attention to the critical 
importance of preventing as well as treating acute 
episodes. In the first part of this overview, the author 
reviews the clinical literature on prophylactic treatment 
of schizophrenia with maintenance antipsychotic drugs. 
The second part will review the literature on prophylactic 
treatment of affective disorders with lithium and 
tricyclics. In the opinion of the author these drugs 
provide the potential for truly preventive psychiatry. 


IN THE YEARS following the discovery that chlorproma- 
zine exercised an antipsychotic action, it became appar- 
ent that patients relapsed after they stopped taking their 
medication. Initially a host of uncontrolled studies ap- 
peared, reporting the finding that maintenance medica- 
tion decreased the frequency of relapse. Subsequently 24 
controlled studies comparing the relapse rates of patients 
on placebo and maintenance neuroleptics have appeared 
in the literature (1—24). | 


REVIEW OF DOUBLE-BLIND STUDIES 


In my judgment the double-blind control studies pro- 
vide the best evidence of efficacy. The earlier studies on 
maintenance medication were initiated early in the era of 
phenothiazines, when sophisticated methodology for con- 
trolled investigation had not been completely worked out. 
These studies performed a pioneering function in the de- 
velopment of quantitative, double-blind research designs, 


. This paper was written at the invitation of the Editor. 
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but the methodology used was not so refined as it has 
been in studies carried out more recently, when much 
more sophisticated techniques were available. All in all, 
however, both the earlier studies and the more recent 
studies yield a consistent result. 

All of the controlled studies of maintenance treatment 
of schizophrenia by antipsychotic drugs for more than 
one month (1-24) are summarized in table 1. Because 
there is a large number of studies (many of which includ- 
ed a substantial number of patients), it is possible to esti- 
mate the degree of prophylactic effect exercised by the 
drugs as well as whether or not this prophylactic effect 
was statistically significant. These studies were carried 
out in a variety of settings: in private, state, or Veterans 
Administration hospitals; in inpatient and outpatient fa- 
cilities; and in England and the United States. 

‘After random assignment, in each of these studies one 
group of patients was maintained on neuroleptic medica- 
tion, generally chlorpromazine; the other group was 
maintained on a "double-blind" identical placebo. The 
frequency with which each group relapsed was measured. 
In many of these major studies, chronic schizophrenic in- 
patients were used; however, there are also adequate data 
on schizophrenic outpatients. It is possible that there may 
have been some tendency to diagnose relapse at an early 
stage because the concerned clinician would want to treat 
relapse quickly. This tendency would be the same for the 
drug and the placebo groups and therefore would not 
exert a systematic bias on the data. | 

In each of the studies many more patients relapsed on 
placebo than on drug. It is very unusual to find such 
agreement in psychiatry. Obviously, it would be expected 
that sicker patients with more active disease would have a 
higher frequency of relapse and also that the baseline re- 
lapse rate would depend on the particular study's defini- 
tion of relapse. For this reason, the most relevant com- 
parisons are within a given study, comparing the relative 
relapse rate with drug and with placebo. The list in table 
] presents the number of patients who relapsed (or who 
did not relapse) with drug or placebo. The percent of 
patients who relapsed is also given. 

A typical inpatient study is that performed by Caffey 
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TABLE ! 


Summary of Controlled Studies of Antipsychotic Medication Versus Placebo 


Number of Patients 


e W 





Relapsed Patients 
Drug Group Placebo Group 


donis RT Analysis of 

Study Drug Group Placebo Group Total N Percent N Percent Relapse Rate Significance 
Caffey and associates (4) 88 171 4 5 77 45 @=.40 ps5 x107? 
Prien and Cole (18) 573 189 9] 16 79 42 @=.27 p=l x107? 
Prien and associates (19) . 218 107 44 20 60 56 $-.35 p=l x10-! 
Schiele and associates (21) 60 20 2 3 12 60 $2.61 pzl.5x107 
Adelson and Epstein (1) 19] 90 93 49 8] 90 p=.39 p=2 x10" 
Morton (17) 20 20 5 25 14 70 $2.40 p=5.2x10° 
Baro and associates (2) 13 13 0 — 13 100 $-.92 p«9.6x10^ 
Hershon and associates (11) 30 32 2 7 .9 28 $2.24 p«2.8 x107 
Rassidakis and associates (20) 41 43 14 34 25 58 $2.22 p=2.3x 107 
Melynk and associates (16) 20 20 0 10 50 @=.52 p«2.2x10^ 
Schawver and associates (22) 40 40 2 5 7 18 $2.16 p=7.7x 10” 
Freeman and Alson (7) 44 42 6 14 13 3l $-.18 p=4.6x 107 
Whitaker and Hoy (24) 13 26 l 8 T 65 $2.49 p=6.8 x107 
Garfield and associates (8) 9 18 0 — 4 22 $2.18 ps«i7xiQ"! 
Diamond and Marks (5) 20 20 5 25 14 70 $-.40 p=5.2x10° 
Blackburn and Allen (3) 25 28 6 24 I5 54 $--.26 p=2.7x10" 
Gross and Reeves (10) 36 73 5 i4 42 58 $-.46 p«9.2x10^* 
Englehardt and associates (6) 152 142 23 15 42 30 $2.20 pa2.2x10? 
Leff and Wing (14) 18 12 6 33 10 83 $-.42 p=9.2x10° 
Hogarty and Goldberg (13) 187 174 57 30 117 67 $= .36 pzl.1x107* 
Troshinsky and associates (23) 24 19 l 4 12 63 $-.59 p=1.7x10° 
Hirsch and associates (12) 36 38 3 8 25 66 $2.56 p=2.7 x 1077 
Good and associates (9)* — — T — — — — — 
Marjerrison and associates (15)** 47 31 — oo — — L — 


worsening of such schizophrenic symptoms as hallucinations plus delusions. 


*No overall statement was made in this study about the relapse rate of individua! patients. At 6 months patients in the placebo group showed significant (p«.01) 


* *No overall statement was made in this study about the relapse rate of individual patients. The antipsychotic drugs (chlorprothixene and trifluoperazine) were su- 


perior to placebo (p= .004; p= .02; p= .03). 


and associates (4) in a Veterans Administration hospital; 
171 patients received placebo, and 88 received a neuro- 
leptic drug (chlorpromazine or thioridazine). Relapse oc- 
curred among 45 percent of the 171 patients switched to 
placebo; in comparison, 4 of the 88 patients treaied with 
maintenance neuroleptics relapsed (about 5 percent) (see 
table 1). 

The National Institute of Mental Health performed 
several collaborative studies designed to test whether 
high doses of neuroleptics in comparison with normal 
doses may be of special benefit to treatment-resistant 
patients. Because the subjects used in these studies were 
chronically ill patients hospitalized for many years, these 
data are relevant to maintenance medication. In a com- 
parison of the drug groups receiving high or low doses of 
chlorpromazine with the placebo group (18) (see table 1) 
it can be seen that 42 percent of the placebo group re- 
lapsed in comparison with 16 percent of the drug-treated 
groups. In a later NIMH collaborative study testing high 
versus low doses of trifluoperazine (19) (see table 1) 56 
percent of the placebo group relapsed, in comparison 
with 20 percent of the drug group. 

Specifically relevant to the "revolving door syndrome" 
is the carefully executed double-blind study carried out in 
the United States in a number of hospitals by Hogarty 
and Goldberg (13). This study demonstrates a highly sta- 
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tistically significant relapse rate for patients on placebo 
(see figure I). 

Similar studies carried out in England compared both 
oral neuroleptics (14) and depot fluphenazine (12) with 
placebo; these studies also indicate highly consistent re- 
sults. In any review of the literature, the author has the 
option of reviewing only what he considers the best 
studies or reviewing all relevant studies. In this literature 
review the same results are seen in either case. 


Analysis of Agreement Among Studies 


The fact that these studies, which all produced similar 
findings, were carried out by a variety of different authors 
from different countries, using different designs in differ- 
ent settings, makes it less likely that any constant error 
could have influenced the results. 

Since reasonably large sample sizes were used in some 
of these studies, it is possible to make quantitative esti- 
mates of the degree of the relationship between the fre- 
quency of relapse and the presence or absence of main- 
tenance medication as well as the statistical significance 
of this relationship. By quantitatively summarizing all 
appropriately controlled studies on this question, we can 
again assess the statistical reliability of the prophylactic 
effect as well as the quantitative magnitude of this associ- 
ation (i.e., the magnitude of the correlation or association 


FIGURE | 
Percent of Patients Not Relapsed on Maintenance Medication or Placebo 
in Two Studies (4, 13)* 


0—— ———90 Phenothiazine 


~ Placebo 


PERCENT OF PATIENTS NOT RELAPSED 





MONTHS 


*The left-hand portion of the graph shows the percent of 259 patients who did 
not relapse on maintenance medication or placebo in a 4-month double-blind 
controlled study by Caffey and associates (4); the right-hand portion shows 
the percent of 43 patients who did not relapse on maintenance medication or 
placebo in a 12-month double-blind controlled study by Hogarty and Gold- 
berg (13). In each case the data were fitted by the method of least squares to 
an exponential curve. 


between drug treatment and relapse rate). All but 2 of the 
studies (9 ,15) indicated how many patients relapsed or 
remained stable;! thus the data can be presented in a 2x2 
contingency table. The probability for the statistical as- 
sociation is computed by the Fisher exact test. The mag- 
nitude of the relationship is indicated in table 1 for each 
study by the phi correlation (9, which is the equivalent of 
a product moment correlation, if values of | or O were as- 
signed to whether the patient relapsed or not and to 
whether he was on placebo or drug, respectively). Thus a 
positive coefficient indicates that the drug prevents re- 
lapse. 


‘In studies on relapse, patients who have been treated with antipsychot- 
ic drugs and who have manifested improvement have essentially already 
achieved the maximum improvement on that drug; their conditions 
have stabilized. Generally, in the outpatient studies reviewed the 
patients had either a good remission or approximal remission of schizo- 
phrenic symptoms and were discharged to the community. During the 
maintenance studies the conditions of some of these patients remained 
stable; other patients relapsed. In the inpatient studies the patients were 
generally partially remitted chronic schizophrenic patients, and during 
the maintenance study their conditions either remained stable or be- 
came worse. In maintenance studies the phenomenon being observed is 
whether the patient continues to remain stable or to maintain the degree 
of remission or partial remission he has achieved or whether he be- 
comes worse and relapses. 
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Table | also presents the number and percent of 
patients in each group who relapsed and the statistical 
significances from the Fisher exact test. All of the ¢ 
coefücients are positive; therefore, this table indicates 
that there is a substantially greater tendency to relapse on 
placebo than on drug. This finding is consistently shown 
in each of the 24 studies, in most to a statistically signifi- 
cant degree. In a few studies the difference was not statis- 
tically significant because the sample size was very small, 
but the difference was of the same magnitude and direc- 
tion in these studies as in all of the others. 

All of these studies were designed to test the same hy- 
pothesis; the results can therefore be combined using the 
method of Fleiss (25), which is appropriate for situations 
such as this, when the percent of relapse varies from 
study to study. Using the Fleiss modification of the Coch- 
ran method, the combined data from the various studies 
were partitioned into two components. The first compo- 
nent reflects whether the degree of association between 
the various studies was essentially similar, and the second 
component reflects the magnitude of this association. The 
former analysis indicated that the degree of association 
was indeed similar. The latter indicated that the magni- 
tude of the association yielded a highly statistically sig- 
nificant result, namely, that the probability that these re- 
sults would have been achieved by chance alone is less 
than 10-87, It is of statistical interest that combining the 
probabilities obtained for each of the 24 studies also 
yields a p value of less than 10759, using the method of 
Winer (26). Thus there is overwhelming statistical evi- 
dence that the antipsychotic drugs prevent relapse in 
schizophrenia. 

It is reasonable to wonder whether some method- 
ological problems or design errors could falsely influence 
these results. In my judgment, many of these studies are 
excellent in both design and execution, particularly when 
compared with the level of methodologic sophistication 
typical of treatment evaluation research on other psychi- 
atric or medical therapies. However, some of these stud- 
ies were performed several years ago, when methods were 
just being developed; these are therefore inexact by mod- 
ern standards. The studies differ in the degree to which 
relevant variables were controlled, although all have 
most of the essentials of sound experimental design, such 
as double-blind method and random assignment of sub- 
jects. If there were some design factor influencing the 
results, we would expect a greater bias in the less well- 
designed studies, resulting in a greater drug/placebo 
difference than was found in the more carefully con- 
trolled studies. i 

To test for this possibility, we devised a system of eval- 
uating the studies to see whether different results were 
obtained in the more rigorously designed studies. The 
rating system subtracted | point for each minor design 
error, e.g., use of unsophisticated statistical procedures, 
inappropriate diagnostic categories, sample size of less 
than 100 patients, or failure to supply adequate detail re- 
garding randomization or blinding procedures other than 
the statement that a double-blind method was used. We 
subtracted 2 points for sample sizes under 50 and 5 points 
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for a major design error, e.g., failure to use an identical 
placebo or suspected problem about randomization. 

A product moment correlation was also computed 
comparing the relative relapse rate on placebo (as mea- 
sured by the ¢ coefficient) with the rank-ordered rating of 
methodology. Here a rating of | was given to the highest 
rank order; a negative correlation would therefore in- 
dicate that the better studies yielded a larger drug effect 
and the poorer studies a smaller drug effect. (Since there 
were many ties on the renkings of the rating of method- 
ology, a rank-order correlation should be corrected for 
ties; an appropriate method for doing this is to calculate 
the correlation using the product moment formula.) 
There was essentially no correlation of the rating for 
methodology with the occurrence of relapse (r=-.10). 
This finding would be consistent with the opinion that all 
of the studies were unbiased in the sense that the less 
well-controlled studies yielded results identical to the bet- 
ter controlled studies, i.e., there is no tendency for the re- 
sults to become less impressive as the controls become 
more stringent. In my judgment, the evidence is unequiv- 
ocal that antipsychotic drugs prevent relapse. 


Time Course of Relapse of Schizophrenia 


The time course of relapse of schizophrenic illness fol- 
lowing substitution of placebo for active drug from two 
typical studies (4,13) is given in figure 1. It is important 
for clinical and research purposes to note that while most 
patients generally do not relapse within the first few days 
after discontinuance cf drugs, most do relapse within a 
number of months after discontinuance. Consequently 
studies done a few days or a few weeks after substitution 
of placebo do not allow enough time for most patients to 
relapse and are not a valid indication of relapse phenom- 
ena. Clinically, it is important to keep in mind that pa- 
tients are at risk for relapse for some time following 
discontinuance of the medication. 

The work of Hogarty and Goldberg (13) indicated that 
patients are clearly at risk for relapse for about a year 
following discontinuance of drug. Subsequently the rate 
of relapse begins to level off, but it is not completely lev- 
eled off even by 24 months. However, it is not clear 1) 
whether the “leveling off" phenomenon means that 
patients who relapse will probably have relapsed by ! 
year and that the risk decreases in subsequent years, or 
2) whether the relapse rate of the placebo group is so 
great that after 18—20 months too few remain in the 
study for meaningful statistical analysis. In any case, it is 
clear that the clinician should be alert for relapses as 
long as | or 2 years following discontinuance of neuro- 
leptic medication. 


METHODOLOGY 


A Constant Error? 


There are various ways to formulate an empirical 
question concerning the efficacy of maintenance neuro- 
leptics: Do all schizophrenic patients benefit from main- 
tenance neuroleptics? Do some schizophrenic patients 
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benefit from maintenance neuroleptics? Are mainte- 
nance neuroleptics ineffective for all schizophrenic pa- 
tients? The first question is not scientifically meaningful 
because no physician believes that all schizophrenic 
patients can benefit from maintenance medication. This 
is merely setting up a straw man. The third option, 
that no patients benefit from neuroleptic maintenance 
medication, is contrary to the data reviewed here, 
although it is not merely an academic question because 
some would still maintain this belief.? Therefore, it is 
relevant to consider whether a constant error could 
have accounted for the systematic findings of efficacy. 
For example, side effects might break the double 
blind for some patients; however, most chronically 
ill patients have developed tolerance to many of the 
side effects of the drugs studied, so this shortcoming 
would be relatively less important in the studies re- 
viewed than in studies of acutely ill patients. The gen- 
eral methodologic problem (i.e., whether physicians or 
other evaluating personnel could have been biased by 
the patient's manifesting side effects) has been carefully 
investigated by several studies (1, 12, 18, 29). 

Paredes and associates (29) performed a double-blind 
study in which subjects were evaluated according to their 
degree of improvemen: and ranked accordingly. The sub- 
jects were also evaluated and ranked according to wheth- 
er they exhibited side effects. The correlation coefficient 
between presence or absence of side effects and clinical 
improvement was essentially negligible (r=.01). Thus it 
would seem that secondary clues from side effects did not 
bias these results. Prien and Cole (18) performed essen- 
tially the same analysis and found no apparent relation- 
ship between occurrence of side effects and clinical 1m- 
provement in patients receiving high doses of 
chlorpromazine (see their table 8, p. 491). The Medical 
Research Council study conducted by Hirsch and asso- 
ciates (12) provided checks for biases and noted that 
questionnaires filled out when patients had completed the 
trial gave no indication that the community, ward nurses, 
general practitioners, or patients could detect who had 
been receiving active medication. Thus none of those 
studies which have looked for biasing due to side effects 
has found any evidence that they did bias the results. It is 
also relevant to note that Adelson and Epstein (1) used 


Recently Tobias and MacDonald (27) attempted to review the litera- 
ture on maintenance medication. By claiming that there is no con- 
vincing scientific evidence that any schizophrenic patient benefits from 
maintenance medication, they implied that no schizophrenic patients 
need maintenance medication. Since Tobias and MacDonald's attack 
on drugs appeared in the prestigious journal Psychological Bulletin, it 
may play a substantial role in the thinking of many psychologists with 
regard to maintenance medication and therefore may have clinical im- 
pact on patients. In my judgment, the arguments of Tobias and Mac- 
Donald are quite substantially fallacious; my associates and I have re- 
plied to their article in some detail elsewhere (28). 


'Although there is some evidence that the appearance of tardive dyski- 
nesia may to some degree be related to high-dose, long-term treatment 
with neuroleptics, there is insufficient evidence to exactly determine the 
degree of this relationship, nor is enough known about just how neuro- 
leptic medications may relate to tardive dyskinesia to clearly specify 
what the treatment might be. Until more research is done we cannot 
specify what would constitute effective prophylaxis, but common sense 
would dictate at this point that patients should not be treated with 
neuroleptics unnecessarily. 


active placebos with both sedative and anticholinergic 
properties and found essentially no greater efficacy with 
active placebo than with regular placebo. Thus the empi- 
rical data that are available indicate that knowledge of 
side effects does not account for the results reported. 

Only studies that were thought to have the rudiments 
of a sound design were reviewed in this paper; studies that 
were methodologically unsound were eliminated. For ex- 
ample, in studies of maintenance neuroleptics it 1s unrea- 
sonable to lump together the maintenance effects on 
schizophrenic patients of such agents as tricyclics, which 
are known to make some cases of psychosis worse, with 
the neuroleptics. Thus the study of Paul and asso- 
ciates (30), which included schizophrenic patients on 
maintenance tricyclics, would not have sufficient method- 
ologic rigor to be included in our evaluation. Schizo- 
phrenic patients who are medicated only with tricyclics 
may deteriorate because tricyclics are not effective an- 
tipsychotics and, possibly, because of their central tox- 
icity. Discontinuance of tricyclics may lead to an im- 
provement in these patients because the drugs are at least 
ineffective and possibly toxic. In addition, homeopathic 
doses of neuroleptics were used for many of the patients 
in this study; Paul and associates (30) were therefore es- 
sentially comparing ineffective doses with no drug, which 
is not a meaningful comparison. 


Methodological Checks 


Many of the papers reviewed here did include method- 
ologic checks for constant errors of one sort or another; 
they all found essentially the same results. However, 
many of the methods used in these studies probably tend 
to systematically underestimate the drug/placebo differ- 
ence for methodologic reasons. That ts, there is a con- 
stant error inherent in relapse studies whenever there is a 
drug/placebo difference. The number of patients who re- 
lapse in a given period of time is determined by two fac- 
tors: 1) the number of patients in the study at a particular 
time, and 2) the degree of sickness of these patients (1.e., 
the poorer the prognosis of the patients, the greater the 
number of relapses). 

To illustrate the first factor, let us take hypothetical 
data for patients’ relapses when placed on placebo at the 
rate of approximately 15 percent per month with a time 
course that obeys first-order kinetics. This means that if 
one starts with 100 patients, approximately 15 patients 
would have relapsed by the Ist month, leaving about 85 
patients. In the 2nd month, roughly 15 percent of the 85 
(about 12 patients) would have relapsed. In the 8th 
month, only 4 patients would have relapsed. By the 15th 
month, all but [0 of the patients would have relapsed. 
In the 16th month, 2 more patients would have relapsed, 
roughly 20 percent of the 10 patients left in the trial at | 
year. These are approximate figures for the purposes of 
illustration; my intent is to convey the progressive nature 
of relapses following this time course. 

In other words, with a relapse rate being continuously 
applied, the number of patients remaining in the trial is 
constantly shrinking; therefore, the absolute number of 
patients relapsing per month gets less and less over time. 
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If a drug is very effective in preventing relapse, the 
shrinking effect would be substantially less than the 
shrinkage on placebo. For example, if a very effective 
drug prevented most relapses and therefore had the small 
relapse rate of only about | percent per month, than after 
| year only 12 patients would have relapsed, so there 
would be very little shrinking of the sample. Thus the 
greater the drug/placebo difference, the greater the at- 
tenuation of the drug effect as expressed in absolute 
number of relapses over time. 

Several of the studies on antipsychotic drugs provide 
estimates of relapse rates on placebo. For example, in the 
Hogarty and Goldberg study (13) the relapse rate was 3.5 
percent for drug and 10.7 percent for placebo. In the 
study of Caffey and associates (4) the relapse rate was 
15.7 percent for placebo and 1.5 percent for drug. Least- 
squares fits of these empirical data to the appropriate 
mathematical exponential equation yield an excellent 
fit (r?=.96). (It should be added that at the end of a long 
trial there may be some sort of a ceiling effect in which all 
of the patients who are really at risk for relapse will have 
relapsed so that the progressive nature of the relapse be- 
comes attenuated.) The fit to this equation for the period 
of trial for most of these studies, which generally ran 
from a few months to | '/ years, provides a good ap- 
proximation of the empirical data. The shrinkage of 
sample size within a period of 6-18 months for the drug 
group would not be large, but there would be an appre- 
ciable shrinking of sample size in the placebo group, 
which would lower the number of patients at risk for re- 
lapse. This again would systematically underestimate the 
number of relapses on placebo in comparison, for ex- 
ample, with an alternate design used to control for this 
error, one that replaced patients with new patients to con- 
trol for this systematic bias. The appropriate mathemati- 
cal calculation indicates that the number of placebo 
patients relapsing in these studies would be 2 ^ to 3 
times greater than that observed in the present design. 

The second factor involves the sickness of the patients. 
Obviously patients who are sicker, 1.e., who have a poor 
prognosis, are more apt to relapse. If a drug does indeed 
prevent relapse, it is probable that most of the bad-prog- 
nosis patients in the placebo group would relapse, leaving 
only a few good-prognosis patients. In contrast to this, 
the drug may prevent relapse in many of the poor-prog- 
nosis patients, so that the drug group would consist of 
these patients as well as some good-prognosis patients. 
Therefore, when the study starts patientS are randomly 
assigned so that the groups are fairly equal in terms of 
good or bad prognosis, but the groups tend to become 
less balanced over time on the dimension of prognosis. 

The effects of both the number of patients in a study at 
a particular time and the degree of sickness of these 
patients would tend to underestimate drug/placebo dif- 
ferences. 


Statistical Checks 


Had more powerful statistical techniques been used, 
the significance of drug/placebo differences would have 
been larger: 2x2 tables are less powerful statistically 
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than techniques using continuous variables. In addition, a 
given patient’s psychiatric condition could wax and wane 
over time without deteriorating to such a degree that a re- 
lapse would be diagnosec. That is, the patient might have 
subclinical episodes of an exacerbation of his illness. 
More powerful quantitative methods that would detect 
subclinical relapses that could be reduced in intensity or 
shortened in duration by drugs would also provide fur- 
ther refinements of methodology that would act in the di- 
rection of increasing the magnitude of any real drug/pla- 
cebo difference. 

The particular contribution of this paper is to provide a 
quantitative summary of the existing data and to make 
statistical estimates of the significance of the combined 
findings. This summary establishes that antipsychotic 
drugs do prevent relapse in some patients. The question is 
settled to a high degree of statistical reliability. This con- 
clusion points out the necessity of going on to new re- 
search that would investigate the issues of indications for 
which patients should receive prophylactic medication 
and how prophylactic medication can be used with less 
risk of side effects. 


Discontinuous Nature of Relapse 


Hogarty and Goldberg (13) noted that many schizo- 
phrenic patients remain in remission with relatively 
stable clinical pictures until relapse occurs, at which time 
they deteriorate rapidly in their psychological function- 
ing. With many illnesses, relapse or breakdown is essen- 
tially a discontinuous or precipitous event. In other dis- 
orders it may be more gradual; that is, the patient may 
function at a stable level for a period of time and then be- 
gin gradually to deteriorate. Once the breakdown or re- 
lapse occurs, in the context of a study, treatment is insti- 
tuted. 

A number of the studies on relapse evaluated the 
patients psychologically only at the end of the study. This 
procedure has come to be known as “end-point analysis" 
and is an important methodologic component in the ex- 
perimental design of studies on relapse. In the normal 
course of a drug studv, patients are measured psychologi- 
cally at periodic intervals with such measuring in- 
struments as the Inpatient Multidimensional Psychiatric 
Scale (IMPS) or the Brief Psychiatric Rating Scale 
(BPRS). The particular importance of end-point analysis 
is that when a patient relapses or is discontinued from the 
study for other reasons, he is evaluated with the battery 
of measuring instruments. Thus end-point analysis in- 
volves taking the data from all patients who complete the 
study, from those who leave because of insufficient im- 
provement or excessive deterioration, and from those 
who leave because of good improvement and discharge 
and analyzing these combined data. 

The shortcomings of this methodological procedure 
can be illustrated by an example from general medicine. 
In a hypothetical study comparing a cancer chem- 
otherapeutic agent with placebo in two groups of 100 
patients, the drug might prevent relapse in 90 percent of 
the cases, whereas only 10 percent of the placebo patients 
might survive a 2-year period without relapse. If biopsies 
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were performed on the survivors (the 90 percent of the 
drug group and the 10 percent of the placebo group) after 
2 years, there might be only minor and non-statistically 
significant differences in histological findings. Unfortu- 
nately, this analysis does not address the most important 
issue—that while 90 percent of the nondrug group re- 
lapsed, only 10 percent of the drug- treated group did so. 
The relevant index to measure is how many patients re- 
lapsed or remained well in both groups, not the biopsy 
findings on the last day of year 2. This point may xn 
obvious, but it is by no means academic. 

There are several important inferential problems with 
this methodological approach. If one omits either partic- 
ularly good responses or relapses, one may fail to analyze 
the most important data. Returning to the anticancer 
drug analogy, the most accurate indication of the effec- 
tiveness of such an agent would be the number of patients 
who experience a relapse (i.e., an exacerbation of the dis- 
ease process), not the state of health of the few survivors 
maintained on placebo compared with the large number 
of survivors from the drug group. If this analogy were ex- 
tended, one could speculate, in the case of a particularly 
malignant type of cancer, that the survivors may have 
had a benign form of cancer or even a different type of 
cancer. Nevertheless, a drug that would prevent relapse 
in 90 percent of the patients treated would be a very sub- 
stantial therapeutic advance. To ignore the relative re- 
lapse rates, as Tobias and MacDonald (27) did, is mis- 
leading. 


CLINICAL ISSUES 
Indications for Maintenance Therapy 


For what types of schizophrenic disorder is main- 
tenance medication indicated? Evidence pertinent to 
maintenance antipsychotic medication in inpatients was 
provided by Prien and associates (31). These investiga- 
tors combined two NIMH studies of maintenance pheno- 
thiazines and found that the patients' history of medica- 
tion (ie, the dose levels at which they had had a 
therapeutic response) presented a reasonably good pre- 
diction of relapse (see table 2). This is auda sensible 
because it is reasonable to suppose that patients' dose lev- 
els were determined empirically. That is, patients may be 
maintained on high doses as a consequence of increased 
symptoms resulting from an attempt by their physician 
to lower their dosage. These studies also revealed a less 
marked tendency for very chronically ill patients to re- 
quire lower dosages. 

These data also suggest that the schizophrenic process 
may "burn out” in some very chronically ill patients. In- 
deed, it has been my clinical observation that an occa- 
sional chronically ill patient will do better when all drugs 
are withdrawn. Such patients may have definitely needed 
drugs years ago but may have changed with time and ag- 
ing. All patients should be reexamined periodically to de- 
termine whether or not they really need maintenance 
medication. On occasion, patients should have their 
drugs discontinued or their dosage lowered to discover 


TABLE 2 


Relapses on Placebo by Prestudy Dose Level of Chlorpromazine or 
Equivalent 


Patients Relapsed 


Prestudy Dose Level Number of Patients N Percent 
No medication 30 2 3 
Under 300 mg 99 23 23 
300 mg to 500 mg 91 47 52 
500 mg 81 53 65 


empirically whether the neuroleptic treatment is indeed 
necessary. It is clear from the statistical treatment of the 
data in the studies reviewed here that many patients 
benefit from maintenance medication. An empirical ap- 
proach to each patient may provide clinical evidence as 
to whether the patient is in the class of patients who bene- 
fit from maintenance therapy and also may identify that 
subsample of patients who are not helped by neuroleptic 
medications. 

In sum, considerations of the patient’s chronicity and 
drug history (including responsiveness to various dosages 
and episodes of relapse following changes in dose level), 
are relevant in deciding issues regarding inpatient main- 
tenance medication. 

So-called reactive schizophrenic patients, who may 
have one florid schizophrenic episode with a fairly quick 
remission during adolescence, may constitute a special 
population from the standpoint of maintenance. To my 
knowledge, "reactive" psychoses have not been studied 
with respect to maintenance antipsychotics. There is no 
firm knowledge concerning whether maintenance medi- 
cation is indicated for these patients. A review of studies 
on the natural history of reactive psychosis (32-38) by 
such workers as Stephens and Astrup suggests that the 
prognosis of these patients may be fairly good, i.e., many 
of these patients would not relapse without medication. 

Therefore, for first episode “reactive” schizophrenic 
patients or those with hysterical psychosis, it might be 
reasonable to use short-term maintenance treatment to 
ensure that the patients have a solid recovery from the 
first episode but to avoid long-term maintenance. For ex- 
ample, let us assume that a patient with a good pre- 
morbid history had a schizophrenic episode early in his 
college career when he was away from home for the first 
time. After this episode was resolved, the patient was 
graduated, separated from his family, left the environ- 
mental situations that may have precipitated the illness, 
married, and achieved stable vocational adjustment. This 
patient and others like him may well constitute a popu- 
lation for whom maintenance drug therapy may not be 
indicated—a population that is quite different from 
patients with chronic relapsing schizophrenia. 

Thus an indication for maintenance treatment is prob- 
ability of future relapses. From a commonsense per- 
spective, evidence that the patient was initially helped by 
antipsychotic treatment would be another important 
variable or indication, as would the potential con- 


JOHN M. DAVIS 


'sequences to the patient of another relapse. It is impor- 


tant to recognize that relapses for outpatients are a rela- 
tively serious event because a wide variety of social vari- 
ables becomes involved: the patient's adjustment to his 
family, job, and social situation may be seriously com- 
promised. A deterioration of the patient's functioning af- 
ter discontinuance of medication may result in serious 
work or family problems that place the patient under 
even greater stress. In addition, the development of psy- 
chotic behavior in areas of the outpatient's social life 
may create serious social repercussions that may harm 
his later attempt to readjust to his social setting. 

In contrast, the relapse of a chronically ill inpatient in 
a psychiatric ward, where an increase in symptoms can be 
easily tolerated ana therapy can be quickly reinstated, 
may entail less risk for the patient. It is my belief that 
many chronically ill inpatients should undergo trials with 
lowered dosages and, if lowering the dose is successful, 
have their medication discontinued periodically in the in- 
terest of preventing long-term side effects. One of the 
purposes of the mathematical analysis reported above is 
to show that there is sufficient evidence that medication 
helps some patients but not all patients, so that we can in 
the future begin to properly focus attention on the more 
important clinical question of indications. 


Prevention of Long-Term Side Effects 


In the early days of chlorpromazine treatment, the 
existence of long-term side effects, most particularly tar- 
dive dyskinesia, was unknown. Now that there is recogni- 
tion of these long-term side effects, it is obviously impor- 
tant to treat patients with the minimal amount of drug 
necessary, in the hope of preventing tardive dyskinesia.? 

In inspecting the quantitative results of the 24 studies 
examined in this paper, attention is drawn to the fact that 
although the majority of patients do relapse on placebo, a 
great number of patients do not. Although tardive dyski- 
nesia occurs in outpatients who receive relatively short- 
term treatment, the incidence of tardive dyskinesia is 
highest in elderly state hospital patients who have been 
receiving high doses of medication for many years. It fol- 
lows that the greatest attention should be directed toward 
measures for preventing tardive dyskinesia in state hospi- 
tals. In the more controlled situation of the state hospital, 
relapse can be very quickly treated because the patient is 
under continuous observation by nursing staff and physi- 
cians. In my judgment, efforts should be made to discon- 
tinue medication when possible on an empirical basis in 
continuously hospitalized patients and see if relapse oc- 
curs. Medication can be easily reinstituted when neces- 
sary, but because tardive dyskinesia represents a suf- 
ficiently serious problem. every effort should be made to 
use the lowest effective dose in the hospital situation. In 
the outpatient situation much more judgment is required 
to balance possible benefits against possible risks. The 
best prophylaxis for tardive dyskinesia may be to avoid 
long-term hospitalization. 

Practically speaking, patients in hospitals receive 
much more medication tnan outpatients. The best pro- 
phylaxis, therefore, may be the successful hospital or 
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crisis clinic treatment of patients followed by successful 
Outpatient prophylaxis. There have been no long-term 
studies on maintenance medication, but there may be a 
stabilizing effect of normal occupational and family life 
that may lead to psychological growth and some resolu- 
tion of, or adjustment to, the illness. This may be an over- 
ly optimistic speculation, but it is my hope that truly pre- 
ventive community psychiatry (which maintains patients 
at risk for relapse with successful neuroleptic prophy- 
laxis) may allow a reparative process so that treatment 
with neuroleptics for many years may not be necessary. 
This may- lead to the somewhat paradoxical result that 
high-dose, vigorous hospital treatment might lead even- 
tually to less tardive dyskinesia because of earlier dis- 
charge of the patient and less total neuroleptic dos- 
age (39-46). In contrast, low-dose, ineffectual hospital 
treatment with neuroleptics may lead to continuous hos- 
pitalization, and the patient might eventually end up, af- 
ter receiving massive amounts of antipsychotic medica- 
tion over the years, with tardive dyskinesia. 


Fluphenazine Decanoate 


The depot medications, such as fluphenazine deca- 
noate, are very useful in the maintenance situation for 
schizophrenia. This topic has been reviewed in an A meri- 
can Journal of Psychiatry overview (47), so I will limit 
my remarks here to indicate only that this is a major 
therapeutic tactical advance for many patients whose in- 
gestion of medication would otherwise be unreliable. 


Maintenance Therapy and Social Therapy 


I would like to emphasize, finally, that the psychologi- 
cal, economic, vocational, and social environments of the 
patient are as important as drugs in the long-term 
treatment of schizophrenia. Since patients can receive 
psychological therapies and drug therapies jointly, I be- 
lieve it is a false dichotomy to think of one versus the oth- 
er. Because this paper reviews the evidence for the effec- 
tiveness of maintenance drug therapy irrespective of 
other social interventions, I do not propose to review 
studies comparing social therapies with drug therapies 
except to state and document (48-60) that there is sub- 
stantial evidence that psychological therapies improve 
social adjustment. However, the antipsychotic effects of 
the neuroleptics, used either in the acute or in the main- 
tenance situation, are independent of the effects of psy- 
chotherapy; psychotherapy in no sense substitutes for 
drug treatment. This is consistent with evidence com- 
paring social therapies with tricyclic drug therapies for 
depression (61, 62). 


SUMMARY 


In a review of 24 controlled studies on the use of main- 
tenance antipsychotic drugs (1—24), it was observed that 
698 patients out of 1,068 patients who received placebo 
(65 percent) relapsed, in contrast with 639 patients out of 
2,127 who received maintenance antipsychotics (30 per- 
cent) These drugs prevented relapse in a substantial 
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number of patients: the percent of relapse in the drug- 
treated groups was less than half that observed in the 
control groups. Maintenance antipsychotics would be in- 
dicated for prophylactic purposes in schizophrenic 
patients at risk for relapse. Because not all of the patients 
in the studies cited relapsed with the discontinuance of 
medication, it logically follows that not all patients 
should necessarily be maintained on maintenance medi- 
cation, particularly those in whom relapse would not be 
expected. 
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A Psychosocial Kinship Model for Family Therapy 


BY E. MANSELL PATTISON, M.D., DONALD DEFRANCISCO, M.D., PAUL WOOD, M.D., 


HAROLD FRAZIER, M.D., AND JOHN CROWDER, M.D. 


Family therapy has traditionally centered on the nuclear 
family and thus has been typically oriented toward urban 
white middle-class families. A variety of modifications in 
therapeutic technique has evolved for work with the 

many modern families whose structure consists of a 
functional psychosocial family kinship. The authors have 
developed a formal theoretical framework and model for 
family therapy that encompasses the total psychosocial 
network, i.e., the extended kinships of the nuclear family 
and the functional kin such as friends, neighbors, and 
associates. 


THE FIELD Or family therapy has grown to a position of 
major theoretical dominance in the past decade. For ex- 
ample, in his 1974 presidential address, John Spiegel (1) 
termed family therapy the major organizing concept for 
the psychotherapy of the future. Yet the development of 
the theory and technique of family therapy has been 
based primarily on clinical experience with nuclear fam- 
ilies. By "nuclear family" we mean a married couple and 
their children who have not attained legal majority. It is 
assumed that this is the typical American family struc- 
ture. However, we shall present evidence that it is typical 
only of white urban middle-class families. Further, the 
focus on the nuclear family structure ignores the psycho- 
social importance of the extended kinship system of fam- 
ilies and the psychosocial network of neighbors, friends, 
and family associates. Therefore in this paper we will 
present a theoretical framework for family therapy, 
based on family sociology, that encompasses the total 
primary psychosocial system. This includes the extended 
kinship system consisting of people related by blood and 
marriage and the functional kinship system of neighbors, 
friends, and associates. We also present a model for psy- 
chosocial system therapy. 
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CLINICAL EXTENSIONS OF FAMILY THERAPY 


The pioneer literature on family therapy deals almost 
exclusively with intact nuclear families. We will not re- 
view that literature; however, it is of note that Bell (2), 
one of the early pioneers, noted as long ago as 1962 the 
psychodynamic importance of the social kinship system 
for nuclear family function. Bell observed that “well” 
families achieved satisfying relationships with family kin, 
who provided a social resource to the family, whereas 
"sick" families lived in obvious conflict with their social 
kin system. Bell reported that the sick families used the 
extended kin system 1n a variety of pathological ways, as 
follows: 1) to reinforce family defenses, 2) as a stimulus 
for conflict, 3) as a screen for projection of nuclear family 
conflict, and 4) as competing objects for support. 

The first clinical experiment with a system of therapy 
beyond the nuclear family was probably the development 
of married couples’ group psychotherapy, in which 4 or 5 
nuclear couples were treated in a group (3). The second 
step was the introduction of multiple family therapy, in 
which 4 or 5 nuclear families were treated in a large 
group. The technique of multiple family therapy has been 
described as one in which the family learns how to oper- 
ate as a family system within a larger system. Laquer (4), 
one pioneer of this method, described it as a “system” 
therapy. 

A third step developed as the consequence of the con- 
duct of family therapy in the home of the nuclear family. 
Here family therapists reported that friends, relatives, 
and neighbors would occasionally be included in the fam- 
ily sessions by chance, invitation by the family, or even 
invitation by the therapist because the extrafamilial per- 
son was noted to play an important role in the dynamics 
of the family (5-7). Thus these rather casual clinical ex- 
periences began to demonstrate the importance of other 
persons in the psychodynamic function of the nuclear 
family. 

A fourth step, then, was the formalization of family 
therapy groups to include not only the nuclear family but 
also persons related by blood, marriage, friendship, 
neighboring residence, or work association. The clinical 
pioneers in this effort reported their work as an attempt 
to collect, organize, and use the total social network of 
the identified patient. Thus far the method has been 
termed "network" therapy by some (8-10) and “‘ecologi- 
cal systems" therapy by others (11-14). 

Meanwhile, there has been some explicit recognition 


by family therapists that the typical nuclear family is not 
representative of all existent family structures. For ex- 
ample, Sager and associates concluded their work on 
black family therapy by observing: 


the traditional definition of family that guides acceptance 
into a family clinic must be expanded. The notion of a legally 
bound adult couple or of the primacy of the nuclear family 
over other kinship ties is not germane. ... “Family” has to be 
redefined. ... The therapist frequently works with only frag- 
ments of the nuclear or extended family or with combinations 
[of relationships] . . . . (15, p. 236) 


Another example is the seminal work of Minuchin and 
associates (16) in their book Families of the Slums. Like 
Sager and associates, they found that slum families often 
consisted of various fragments of nuclear families and/or 
extended kinship systems involving relatives, friends, and 
neighbors. On the basis of these observations, Minuchin 
and associates proposed a more crisis-oriented, reality- 
based modification of family therapy related to the actual 
family structure encountered. 

Thus we have a sequence of clinical experience that 
points up a growing awareness of the limitations of fam- 
ily therapy based solely on the notion of the nuclear fam- 
ily. 


CONTEMPORARY FAMILY SOCIOLOGY 


A major topic of Western sociology has been the 
changing structure and function of the family. Up to 1945 
the major proposition advanced was that the traditional 
extended kinship system of the family was gradually dis- 
appearing (17) and was being replaced by the "'1solated 
nuclear family." Two factors—rapid industrialization 
and a shift toward urbanization—were thought to coa- 
lesce in the “‘nuclearization” of families. Family sociolo- 
gists viewed this trend with some alarm. It was apparent 
that the extended kinship system had provided two major 
resources for individual and family sustenance. One re- 
source was affective support, that is, emotional in- 
volvement, personal interest, and psychological support. 
The other resource was instrumental support, in the form 
of money, food, clothes, and assistance in living and work 
tasks. The loss of the extended family system that oc- 
curred when young couples moved to the city and as- 
sumed new jobs that differed from those of their agrarian 
small-town parentage was thought to represent a major 
loss of affective and instrumental support to the young 
nuclear family. Some theorists, such as Parsons (18), 
concluded that the nuclear family could not survive as a 
stable family form because it lacked the affective and in- 
strumental resources of the extended kinship. It was 
hoped that voluntary associations would replace the kin- 
ship association system, although there were few data to 
support such a hope. 

A number of studies since 1950 have questioned this in- 
dustrial-urban nuclearization hypothesis. In 1946 Koma- 
rovsky (19) reported that urban working-class families 
did not associate in voluntary groups but did retain a high 
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level of socialization with their blood kinship systems. In 
1951 Dotson (20) replicated this finding with further data 
on high social activity in the kinship system. By 1968 
Adams (21) had accumulated a sufficiently large reper- 
toire of research data to firmly conclude that at least 
among the urban working-class families of America, the 
extended family kinship system was not only present but 
was the dominant family structure. 

But what of the middle-class and upper-class nuclear 
families that had become the sociological prototype of 
the new American family? Here again the stereotype did 
not hold. In 1957 Bott (22) reported that middle-class 
couples did not live in isolation but formed coalitions 
with other middle-class couples in a new network of so- 
cial kinship. In 1953 Sussman (23) reported that “many 
neolocal nuclear families are closely related within a ma- 
trix of mutual assistance and activity which results in a 
kin related family system.” Similarly, in 1967 Gans (24) 
found that suburban communities rapidly organized into 
quasi-family kinship groups that assumed both the affec- 
tive and instrumental activities of the typical extended 
kinship structure. 

Lack of space precludes an adequate summary cf the 
extensive literature on the family and permits only a brief 
note here (25-27). The major findings are that there are 
four principal types of family structure in the United 
States, as follows: 

l. The traditional extended family, an interdependent 
social and economic unit, with each nuclear subfamily 
living in geographic proximity and depending upon the 
extended kin for major affective and instrumental re- 
sources. 

2. The dissolving or weak family in which most kin 
functions have been assumed by large-scale formal orga- 
nizations, leaving the nuclear family with few resources 
and few innate coping abilities. 

3. The isolated nuclear family, a structure that retains 
fewer essential functions, these are concentrated in the 
family and are maintained with stability, although often 
at the expenditure of great effort to maintain family co- 
hesion. 

4. The modified extended family structure, which con- 
sists of a coalition of nuclear families in a state of partial 
dependence. 

On a clinical basis, we suggest that the traditional ex- 
tended family (type 1) is typical of the American working 
class and of the very rich upper class. The weak-dis- 
solving family (type 2) is found in the slums and ghettos. 
The isolated nuclear family (type 3) is found in upwardly 
mobile and geographically mobile middle-class families. 
This type of family may be overrepresented in family 
therapy clinics because it is so vulnerable to stress, where- 
as the modified kinship family (type 4) is the more usual 
middle-class and upper-middle-class family that makes a 
successful adaptation. 

In summary, these data suggest that the American 
family still retains a significant extended kinship system, 
even in the face of industrialization and urbanization. 
Further, those working class and middle-class families 
who have lost their blood-marriage kinship system ac- 
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tively recreate a kinship system comprised of the func- 
tional kin of friends, neighbors, and associates. 


CLINICAL SIGNIFICANCE OF THE KINSHIP SYSTEM 


These kinship considerations assume clinical impor- 
tance as we look at the social dynamics of family func- 
tion. In the family therapy field we have become accus- 
tomed to the importance of family dynamics in the 
generation of individual symptoms and the treatment of 
the family system in order to effect therapeutic change in 
the individual family member. Our thesis here is that the 
nuclear family may not be the basic social system. Rath- 
er, we posit that the basic social system is often the ex- 
tended psychosocial kinship system, comprised of nucle- 
ar family, some blood relatives, relatives by marriage, 
friends, neighbors, and close associates from church, 
work, or recreational activities. This collage of relation- 
ships forms the functional primary psychosocial group of 
the individual and becomes the focus of our attention. 

How important is this primary psychosocial system? 
There are a number of provocative studies that suggest 
that the affective and instrumental resources of this psy- 
chosocial system have been seriously underestimated. In 
a study of normal families and families seeking treat- 
ment, Kammeyer and Bolton (28) found that the "sick" 
families had fewer memberships in voluntary associa- 
tions, fewer friendships with'relatives, and fewer relatives 
living in the same community. Alissi (29) reported a sim- 
ilar psychosocial system impoverishment in families ap- 
plying to group service agencies. The lack of an effective 
psychosocial system among dysfunctional urban families 
has been noted by Collins (30), Curtis (31), Feldman and 
Scherz (32), and Hansell (33). 

‘On the other hand, nonclinical studies of the help-seek- 
ing patterns of families with affective and instrumental 
types of problems have repeatedly shown that these fam- 
ilies do turn to their psychosocial network for assistance 
rather than to formal organizational helping agencies. 
For example, Croog and associates (34) found that the 
psychosocial kin are the preferred resource for even se- 
vere physical illness. The extensive reliance on the psy- 
chosocial system has also been noted by Lebowitz and as- 
sociates (35), Litwak (36), Salloway and Dillon (37), and 
Sussman and Burchinal (38). 

One major clinical book on kinship (39) strongly sup- 
ports a diagnostic focus that extends beyond the nuclear 
family. The authors conclude: 


We have argued that family diagnosis must not end with 
the nuclear family, because the family is no more a closed 
equilibrium system than is the individual. ... Knowledge of 
the relationships between the family and its external environ- 
ment is vital ... this knowledge applies to kin, to occupa- 
tional associates, to friends, and other non-familial relation- 
ships.... the possibility that this unit might be effective in 
some instances is no more far-fetched than the notion that 
the family rather than the individual is sometimes the appro- 
priate unit of treatment (39, p. 230). 
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Mendell and associates (40) have also underscored the 
extended family kinship group as the target for eval- 
uation and intervention. They suggested the following 
focus on this ongoing social system: When the individ- 
ual comes to a therapist for help, we assume that he is ad- 
mitting the failure of his group as an effective milieu in 
which to find the solution he seeks. .. . Our data suggest 
that the individual seeking help frequently approaches 
the therapist to protest against the ineffectiveness of the 
group to which he belongs" (40, p. 127). 

Litwak (41) summarized the clinical importance of the 
psychosocial family system as follows (‘‘family” refers to 
the family kinship group): 


there are several classes of situations where the trained expert 
is of little use: in situations which are not uniform and where 
the minimal standards set by society are not involved. ... The 
question arises as to whether the family as a primary group 
might not be superior to the formal organization in these 
areas.... the familv structure is able to deal more easily with 
the idiosyncratic event because the family has more contin- 
uous contact over many different areas of life than the profes- 
sional organizations ... the family has speedier channels for 
transmitting messages that had no prior definition of legiti- 
macy ... it is less likely to have explicit rules on what is and 
what is not legitimate, it is more likely to consider events 
which have had no definition. . . . (41, p. 179) 


This brief summary indicates that 1) the psychosocial 
system does exist, 2) it exerts both positive and negative 
sanctions and supports on the nuclear family and the in- 
dividual, and 3) it is a fundamental social matrix that 
may prove to be either pathological or helpful and thera- 
peutic. The evidence cited in this section supports Jack- 
son's contention that we must move from the nuclear 
family to the larger context of the psychodynamic social 
system of the individual (42). 


DEFINITION OF THE PSYCHOSOCIAL KINSHIP SYSTEM 


Up to this point the definition of the psychosocial sys- 
tem has been loosely conceptual. Social psychologists 
have found that affinity by mere blood or marriage does 
not define meaningful kin relationships and that a casual 
definition of friend, neighbor, or work associate does not 
define a significant psychodynamic relationship (43). 
Similarly, the clinical reports cited seem to follow cir- 
cumstance and serendipity in the collation of psycho- 
social systems, rather than an empirically based concept 
of a psychosocial organization. Indeed, the most frequent 
question is this: Who constitutes the psychosocial sys- 
tem? 

To answer this question, our research team has devel- 
oped an empirical instrument, the Pattison Psychosocial 
Kinship Inventory, to determine the exact nature of the 
psychosocial system. Our aim is to determine the psycho- 
dynamic social system that comprises the primary social 
matrix of the individual. The people in this matrix are re- 
lated to the individual on the basis of interaction and val- 
ued importance. Thus the relationships in the matrix are 
determined by social and psychological variables. Fur- 





ther, this social matrix represents the functional kin 
group of the individual. Thus we term it the psychosocial 
kinship system. 

Our inventory is based on the empirical social psychol- 
ogy of interpersonal relationships (44). We have found 
that significant interpersonal relationships are based on 
five major variables. 

l. The relationship has a relatively high degree of inter- 
action, whether face-to-face, by telephone, or by letter. In 
other words, a person invests in those with whom he has 
contact. 

2. The relationship has a strong emotional intensity. 
The degree of investment in others is reflected in the in- 
tensity of feeling toward the other. 

3. The emotion is generally positive. Negative relation- 
ships are maintained only when other variables force the 
maintenance of the relationship, such as a boss or spouse. 

4. The relationship has an instrumental base. That is, 
not only is the other person held in positive emotional re- 
gard, but he can be counted on to provide concrete assis- 
tance. 

5. The relationship is symmetrically reciprocal. That 
is, the other person returns your strong positive feeling 
and may count on you for instrumental assistance. There 
is an affective and instrumental quid pro quo. 

In the administration of the Pattison Psychosocial 
Kinship Inventory we ask the individual to list the sub- 
jectively important people in his life, under the categories 
of family, relatives, friends, coworkers, and social organi- 
zations. We then have the subject rate each person listed 
according to items on the five variables of interpersonal 
relationships. The subject then draws a sociogram of the 
social connections that exist among all the people he lists. 
This produces a social connectedness ratio of the propor- 
tion of people in this social matrix who interact with each 
other to the proportion who do not. 

Using this method, we have collected preliminary data 
from a normative urban population of 200 subjects and 
small populations of neurotic and psychotic subjects. Al- 
though complete data will not be reported here, we do 
wish to present certain salient findings to demonstrate the 
possible clinical utility of this method in mapping out the 
psychosocial kinship system. 

Our data on the normal population revealed that the 
healthy person has 20 to 30 people in his intimate psycho- 
social network. The relationships are rated positive on all 
five variables of interpersonal relationships. There are 
typically 5 or 6 people in each subgroup of family, rela- 
tives, friends, neighbors, and work or social contacts. 
About half to two-thirds of these people have social rela- 
tionships with each other, so that the social con- 
nectedness/unconnectedness ratio is about 60:40. Friends 
are the most highly valued members of the network out- 
side of the nuclear family and are most often sought for 
affective and instrumental assistance. Significant rela- 
tionships are found in multiple areas of life interaction, 
and the social matrix is semiopen to other people. In 
summary, the normal person has a finite primary group 
of about 25 people, who comprise a stable but not exclu- 
sive psychosocial system. 
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How valid are these findings? Our empirical data. bear 
striking correspondence to a series of mathematical 
formulations in the field of social anthropology (45, 46). 
In a recent report of their work on the theory of random 
groups, Killworth and Bernard (45) attempted to formu- 
late the parameters for social group function. They 
stated, "In general, then, any individual is a member of 
several different social systems simultaneously; work, 
family, or social life. These may or may not be inter- 
secting. Presumably people are able to process all these 
systems simultaneously precisely because they are never 
asked to do just that" (p. 336). Based on the theoretical 
predictions of Miller (47) and Milgram (48), Killworth 
and Bernard then estimated that the normal person has 
24 to 27 direct personal relationships in life; these rela- 
tionships involve 4 to 5 subgroups, each consisting of 5 to 
6 people, and are all related in a pseudoclosed network. 
Thus this mathematical formulation is almost identical 
to the structure of the psychosocial network that we have 
defined through our empirical studies. Additional empir- 
ical support is found in the work on social networks by 
the Dutch anthropologist Boissevain (49). He mapped 
out personal social networks using a technique similar to 
ours and found an average of 30 people in the intimate 
social network. Consequently, we feel that our descrip- 
tion of the primary psychosocial kinship system is a rela- 
tively accurate generalization. 

We found a different pattern among our neurotic pop- 
ulation. They have 10 to 12 people in their social net- 
work, often including significant people who are dead or 
live far away. Ratings on the interpersonal variables are 
lower than for normal individuals and usually contain a 
number of negative relationships. The network has a so- 
cial connectedness/unconnectedness ratio of about 30:70. 
It is as if the neurotic person is at the hub of a wheel, with 
individual relationships like spokes that have no inter- 
relationship. In sum, the neurotic individual has an im- 
poverished psychosocial network that does not provide a 
supportive psychosocial matrix. 

A third pattern emerged in the psychotic population. 
Their social networks consist of only 4 or 5 people, usual- 
ly family. Their interpersonal ratings are uniformly am- 
bivalent and nonreciprocal. Their social connectedness 
ratio is 90:10 or higher. In other words, the psychotic is 
caught in an exclusive small social matrix that binds him 
and fails to provide a healthy interpersonal matrix. 


CLINICAL WORK WITH THE PSYCHOSOCIAL KINSHIP 
SYSTEM 


It is beyond the scope of this paper to detail the clinical 
methods that can be employed in working directly with 
the psychosocial system; these methods have been de- 
scribed elsewhere (50, 51). The reader is also directed to 
the previously cited clinical research of others working 
with psychosocial systems (e.g., 7-16, 30, 31, 39). The 
clinical applications of the psychosocial system concepts 
that we have outlined are still highly experimental, based 
on clinical circumstance and acumen. Our intent in this 
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paper has been to develop a theoretical framework and 
an empirical data base to demonstrate the importance of 
the psychosocial kinship system. 

The extension of family therapy beyond the nuclear 
family to the psychosocial kinship system raises a num- 
ber of possibilities for clinical intervention. For example, 
in the case of a normal psychosocial system the clinician 
may focus on this system to cope with family crises. With 
exceptionally strong psychosocial systems it may be diffi- 
cult or impossible to conduct traditional family therapy; 
and when the nuclear family does not exist, one is even 
forced to work directly with the psychosocial system. 
When a neurotic psychosocial system exists it may be 
possible to repopulate the system with real people, re- 
moving the dead or absent members, and to resolve the 
negativistic relationships that exist. In the case of a psy- 
chotic, it may be important to open up the totally closed 
system and to establish interpersonal relationships with 
other social subsystems so that an effective psychosocial 
system can be created. 


COMMENT 


We have attempted to extend the concept of family 
therapy beyond the theory and technique based on the 
nuclear family. Recent clinical experiments with psycho- 
social systems, pertinent data on the sociology of the 
family, and our own empirical research all point to the 
existence of the psychosocial kinship system and the im- 
portance of focusing on it in family therapy. 
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Change in 1976 Annual Meeting Site 


The APA Executive Committee decided to move the May 10-14, 1976 APA Annual Meeting 
from Atlantic City to Miami, Florida, after hearing the APA Meetings Management Depart- 
ment report that it had ascertained that a major Atlantic City hotel had inadvertently com- 
mitted several hundred rooms to another organization during the week the APA meeting was 
scheduled. This would have left APA with the unacceptable alternative of using a myriad of 
scattered small hotels in the Atlantic City area. It has been confirmed that Miami Beach can 
accommodate the meeting. 


Further arrangements and developments will be reported in future issues of Psychiatric News. 
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Insuring Intensive Psychotherapy 


BY STEVEN S. SHARFSTEIN, M.D., AND HOWARD L. MAGNAS 


Many private insurance programs that currently cover 
mental disorders eliminate intensive psychotherapies, 
including psychoanalysis, from the range of treatment 
options by placing restrictions on the number of visits 


‘covered. The authors examine the economics of intensive 


psychotherapy coverage and present data indicating that 
relatively few people in an insurance program with 
comprehensive mental health benefits use high cost forms 
of psychotherapy. They conclude that insurance coverage 
of intensive psychotherapy is feasible but suggest that 
further study of the goals of intensive treatment, 
potential demand for it, and the supply of qualified 
practitioners is needed. 


INSURANCE COVERAGE for the treatment of mental illness 
has been the subject of increasing attention (1-11). Two 
basic questions need to be answered: 1) Should mental 
health treatments be covered under existing comprehen- 
sive health insurance plans? 2) If so, what should be the 
nature and extent of the coverage? 

Currently, many private insurance plans that do cover 
mental disorders continue to restrict benefits by placing 
arbitrary limits on the number of inpatient days and out- 
patient visits they cover. By implication, these restric- 
tions limit the kinds of treatment eligible for coverage. 
Most notably, restrictions on number of visits (and there- 
fore length of treatment) effectively eliminate insurance 
coverage for the intensive psychotherapies, including psy- 
choanalysis. These psychotherapies aim toward major 
personality change and character reconstruction either in 
an intensive long-term inpatient setting or in outpatient 
treatments of three to five sessions weekly over a period 
of several years. Intensive psychotherapy has been de- 
fined well by Dr. Frieda Fromm-Reichmann (12). 
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The goal of intensive psychotherapy is understood to be: 
alleviation of patients' emotional difficulties in living and 
elimination of the symptomatology, this goal to be reached 
by gaining insight into and understanding of the unconscious 
roots of patients’ problems, the genetics and dynamics, on 
the part of both patient and psychiatrist, whereby such 
understanding and insight may frequently promote changes 
in the dynamic structure of the patient's personality. 

This therapeutic goal of intensive psychotherapy is in con- 
tradistinction to the aim of other important psychotherapeu- 
tic methods and techniques, such as brief psychotherapy, 
suggestive psychotherapy, hypnotherapy, etc. Their goal 
is to cure symptoms and effect social recoveries. They oper- 
ate without promoting personality changes and without 
producing insight into the genetics and dynamics of a 
patient's problems, or they center upon only a limited focal 
amount of insight. (p. x) 


Only two insurance plans currently insure large num- 
bers of people for such types of psychotherapy—the Blue 
Cross/Blue Shield plan for federal employees, which is 
the largest of 46 plans participating in the Federal Em- 
ployees Health Benefits (FEHB) program, and the 
Civilian Health and Military Program for the Uni- 
formed Services (CHAMPUS).' Utilization and cost 
data from the FEHB are now available to help us eval- 
uate the current impact of covering intensive psychother- 
apy on the integrity of the insurance system and assess 
the potential impact of covering nervous and mental dis- 
orders under national health insurance. 


PRINCIPLES OF INSURANCE 


The underlying theory of health insurance postulates 
that by spreading the risk of illness among a large popu- 
lation, the chance occurrence of ill health will not place 
undue financial hardship on any individual or family. 

The key principles of health insurance are access to 
care (regardless of economic class), balanced and com- 
prehensive benefits, and efficient administration. 


ICHAMPUS insures over 6 million enrollees and dependents and pro- 
vides unlimited mental health coverage. Unfortunately, because of com- 
plicated accounting techniques many outpatient psychiatric treatments 
are billed as inpatient charges, making it impossible to separate all out- 
patient visits from inpatient visits. Consequently, this potentially rich 
source of data is not usable for comparisons with the Blue Cross/Blue 
Shield data presented herein. There are also no comparable data avail- 
able on the more than | million Aetna enrollees and dependents covered 
under the FEHB program. Data on a nonrandom sample of about 1,400 
members of the Aetna program were made available to us but were not 
considered comparable to the Blue Cross/Blue Shield data; therefore 
we did not include them in this analysis. 





Access to Care 


Insurance coverage increases access to services be- 
cause the financial barrier to care is removed or lowered, 
thus theoretically promoting early diagnosis and treat- 
ment for all who need it. This principle of access has far- 
reaching implications for the health care system itself. In- 
surance coverage of large segments of the population 
helps to eliminate the two-class system of health care. On 
the one hand there is the private sector for those who can 
pay out-of-pocket (the very few), and on the other hand 
there is the public sector for those who cannot (the very 
many). With the creation of a third and large class of 
patients and potential patients, those covered by in- 
surance, the two sectors of medical care merge and the 
entire system moves toward a more equitable distribution 
of high quality resources. In this way, insurance coverage 
for any particular health service allows greater access to 
that service by all segments of the population. This has 
been the case with intensive psychotherapy, which, until 
recent years, has been used almost exclusively by the up- 
per and upper-middle classes. 


Balanced and Comprehensive Benefits 


Coverage for the full range of services appropriate to a 
given diagnostic entity is essential for an equitable, opti- 
mally functioning insurance plan. Unbalanced coverage 
is as detrimental to the economic viability of a plan as it 
is to the effective care of the patient population. Limiting 
the scope of treatments eligible for coverage produces a 
number of skewed effects: it promotes inappropriate use 
of the insured service; it results in higher costs when the 
insured service is more costly and more radical than oth- 
er available but uninsured treatment alternatives; and it 
recreates a two-class system of care by relegating to pub- 
lic auspices those services not eligible for coverage. For 
example, if only inpatient services are insured, in order to 
qualify for insurance coverage physicians are encouraged 
to hospitalize their patients, often inappropriately or un- 
necessarily, and to overutilize high cost inpatient care. If 
only outpatient services qualify for reimbursement, 
patients who must be hospitalized and cannot afford out- 
of-pocket private care are relegated to a separate system 
of care—the publicly financed facility. Unbalanced cov- 
erage therefore redistorts the principle of access to a wide 
range of appropriate modalities by narrowing treatment 
choices. The practice of medicine is thus encouraged to 
follow the limits on the insurance benefit package rather 
than the clinical needs of patients. 


Efficient Administration 


The insurance system itself has created its own costly 
bureaucracy and overhead. Although this is inevitable, 
such a bureaucracy must become responsive to the re- 
quirements of the system it administers. The efficient ad- 
ministration of health insurance requires, above all, a 
clear, straightforward system for reviewing the legitima- 
cy of claims and the appropriateness of specialized serv- 
ices. In addition, a system of referral to a peer review 
process for questionable claims is now seen as an essen- 
tial component of administering a large insurance plan, 
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especially if illnesses are poorly defined or vague and if 
the treatment prescribed is open-ended (i.e., without ar- 
ticulated, understandable, or measurable goals). Much of 
the concern for insuring intensive psychotherapy has cen- 
tered around its open-ended nature. The burden of the 
remedy, however, falls as much on the administration of 
the plan as on the professionals who assign and provide 
the insured services. 


THE ECONOMICS OF COVERAGE FOR INTENSIVE 
PSYCHOTHERAPY 


Opponents of comprehensive mental health coverage 


under national health insurance suggest that any health - - 


insurance system that provides unlimited benefits for 
mental health care would go bankrupt because of the in- 
flux of new clients who would seek these services. Con- 
sequently, they argue that strict limits on mental health 
coverage are necessary to ensure the financial viability of 
the insurance fund. 

Proponents of unrestricted mental health coverage 
suggest that mental illness deserves as much care as phys- 
ical illnesses and note the lack of any evidence to suggest 
that unlimited mental health coverage would lead to an 
overwhelming influx of new clients seeking psycho- 
therapeutic services. They believe that, as in expanded 
benefits for physical treatments, the introduction of a 
mental health benefit would precipitate an initial increase 
of subscribers and costs which would then reach a plateau 
that would support a stable, economically viable benefit 
plan. These proponents argue further that utilizers of a 
mental health benefit would decrease their expenditures 
for physical ailments, thus in the long term equalizing 
any initial rise in costs related to the introduction of a 
mental health benefit. 

There is no definitive evidence available for either side 
of this controversy. There is, however, an increasing flow 
of data in support of the contention that comprehensive 
mental health coverage does not radically change existing 
utilization patterns of mental health care. 

A case in point is the experience of the high option 
Blue Cross/Blue Shield plan operating under the FEHB 
program. This plan has an enrollment of about 5.1 mil- 
lion federal government employees and dependents na- 
tionally—about two-thirds of all persons covered under 
the FEHB program. Approximately 4.5 million employ- 
ees in the "Blues" carry the high option plan, which 
has since 1967 covered 100 percent of inpatient mental 
health care costs as well as 80 percent of outpatient psy- 
chotherapeutic services in excess of the first $100 in 
charges (deductible). 

Table 1 presents data on this plan (high option only) 
for 1971, 1972, and 1973. During this period there was 
free access in and out of the program by means of an an- 
nual “open season," and both inpatient and outpatient 
mental health care were covered. There was no great in- 
crease, however, in the numbers of people seeking these 
services. In 1972, there was a 5.4 percent increase over 
1971 in the numbers of people receiving mental health 
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TABLE 1 
Three-Year Comparison of Outpatient Charges for Mental Disorders (Blue Cross/Blue Shield FEHB High Option Supplemental Benefits) 


1971-1972 1972-1973 1973-1974 
Utilizers Amount Covered Utilizers Amount Covered Utilizers Amount Covered 
, (N = 26,030) (Total 2 $19,078,184) (N 227,444) (Total 2 $20,270,530) (N 228,964) (Total = $21,694,535) 
Expenditure ERA PRB Ee see ae NN ERREUR SUME) AMICOS MGE 
(dollars) N Percent N Percent N Percent N Percent N Percent N Percent 
0-999 20,520 78.9 6,171,501 32.3 21,614 78.8 6,504,867 32.1 22,634 78.1 6,685,580 30.8 
1,000-1,999 3,198 12.3 4,433,431 23,2 3,385 12.3 4,700,189 23.2 3,694 12.8 5,161,024 23.8 
2,000-3,999 1,545 6.0 4,242,583 22:2 1,634 6.0 4,547,043 22.4 1,772 6.1 4,946,042 22.8 
4,000-5,999 528 2.0 2,576,115 13.5 544 2.0 2,654,982 13.1 547 19 2,668,491 12.3 
6,000-9,999 238 0.9 1,642,127 8.6 264 1.0 1,830,541 9.0 315 1.1 2,212,239 10.2 
10,000-14,999 ] 0.0 12,427 0.1 3 0.0 32,908 0.2 2 0.0 21,159 0.1 


benefits, and in 1973 there was a 5.5 percent increase over 
1972. The corresponding increases in costs for services 
covered were 6.2 percent for 1972 over 1971 and 7.0 per- 
cent for 1973 over 1972. The stability of the patient popu- 
lation and of the costs during this three-year period is re- 
markable considering that the rate of inflation in the 
general economy during this period was 13 percent. 

A major facet of the mental health coverage debate is 
apprehension regarding long-term intensive psycho- 
therapies. It is feared that covering this costly mode of 
treatment (under national health insurance, for example) 
would threaten the fiscal integrity of the entire system. 
The data in table 1, however, indicate a minuscule utiliza- 
tion rate for intensive psychotherapy and one that re- 
mained stable over the three-year period. 

The standard treatment regimen for intensive psycho- 
therapies involves a minimum of 3 therapy sessions a 
week. At approximately $40 per visit, the cost for such in- 
tensive therapy would be a minimum of $6,000 per year. 
Table 1 shows that the number of people receiving treat- 
ment in the $6,000—$9,000 category ranged from 0.9 
percent of all psychiatric outpatients treated in 1971 to 
1.1 percent in 1973. The cost of treatment for this popu- 
lation during the same time period ranged from 8.7 per- 
cent to 10.3 percent of the total cost for physicians' treat- 
ment of mental disorders. Thus the availability of 
unlimited coverage for intensive psychotherapy during 
the three years did not seem to cause any appreciable in- 
crease in the number of people utilizing this form of 
treatment. 

The majority of patients, in fact, tend to limit them- 
selves to short-term treatments. The $0-$999 category in 
table 1 covers approximately 25 visits a year, and the 
$1,000-$1,999 category covers 50 visits a year or the 
equivalent of ] therapy session a week. In each of the 
three years for which data are presented at least 78 per- 
cent of people in psychotherapy limited their treatment 
to 25 visits a year; 90 percent restricted themselves, on a 
yearly basis, to 1 visit or less a week. 

A trend that is obvious in table 1 is the great disparity 
between the numbers of people in each category and the 
amount of the costs for which they are responsible. Thus, 
at least 78 percent of the patients in each of the three 
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years incurred costs of less than $1,000 each or as a group 
only 30 percent of the total expenditures for mental 
health services. The remaining 20 percent of the patients 
incurred 70 percent of the total costs. Approximately 90 
percent of the patients (those with expenses from $0- 
$1,999) incurred only about 55 percent of the costs. It 
would be illuminating to determine whether this distribu- 
tion of patients and costs holds true for medical illnesses 
that tend to be chronic, such as diabetes, kidney disease, 
or cardiovascular disease. 

Table 2 presents the national aggregate data for 1971- 
1973. It is interesting to compare these figures with those 
from three separate geographic localities (table 3). In 
1971-1973, the Washington, D.C., metropolitan area 
(which includes the Maryland and Virginia suburbs) not 
only had a very large percentage of the total national 
membership in the high option plan but also had a dis- 
proportionate share of patients receiving mental health 
benefits and intensive psychotherapy. Of all the members 
in the high option plan during 1971-1973 (N 24,538,700), 
2] percent (N 2960,800) were from the D.C. metropoli- 
tan area, compared to 4 percent (N 2 172,200) from Ohio 
and 6 percent (N =292,000) from California. Of all out- 


TABLE 2 


National Aggregate Data on Outpatient Charges for Mental Disorders 
from 1971 Through 1973 ( Blue Cross/ Blue Shield FEHB High Option 
Supplemental Benefits)* 





Utilizers Amount Covered 
(N 258,950) (Total 2 $61,880,439) 

Expenditure €——Á—M— M—— 

(dollars) N Percent Dollars Percent 
0-999 44,664 15.3 13,010,191 21.0 
1,000-1,999 6,507 11.2 9,196,426 14.9 
2,000-3,999 4,349 7.5 12,151,026 19.6 
4,000-5,999 1,466 2.5 7,079,409 11.4 
6,000-9,999 1,188 2.1 9,204,136 14.9 
10,000-14,999 489 0.8 5,952,526 9.6 
15,000-19,999 224 0.4 3,869,619 6.3 
Over 20,000 63 0.1 1,417,106 2:3 


*The figures in this table do not represent a sum of the figures for each year 
because a patient may have been in treatment for more than | year. 


TABLE 3 
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Geographic Comparison of Outpatient Charges for Mental Disorders (Blue Cross/Blue Shield FEHB High Option Supplemental Benefits, 





Wash., D.C., Metropolitan Area Ohio California 
Utilizers Amount Covered Utilizers Amount Covered Utilizers Amount Covered 
, (N 221,589) (Total = $32,963,910) (N =8,084) (Total = $1,588,219) (N 4,259) (Total = $4,287,837) 
EXDéüdiüles. quoi 50 c e ae rr ec ce ae Mia ees 
(dollars) N Percent Dollars Percent N Percent Dollars Percent N Percent Dollars Percent 
0-999 14,112 65.4 4,647,202 14.1 7,785 85.7 444,256 28.0 3,236 76.0 1,035,709 24.2 
1,000-1,999 3,023 14.0 4,324,554 13.1 148 8.1 206,124 13.0 502 11.8 708,324 16.5 
2,000-3,999 2,315 10.7 6,524,801 19.8 81 3.9 221,334 13.8 301 7.1 844,849 19.7 
4,000-5,999 906 4.2 4,373,944 13.3 14 0.7 69,974 4.4 98 2:3 472,704 11.0 
6,000-9,099 732 3.4 5,689,906 17.3 26 L2 205,150 12.9 78 1.8 597,409 13.9 
10,000—14,999 294 1.4 3,574,409 10.9 20 1.0 258,783 16.3 28 0.7 339,556 7.8 
15,000-19,999 157 0.7 2,712,711! 8.2 7 0.3 113,508 1.1 14 0.3 242,196 5.6 
Over 20,000 50 0.2 1,115,383 3.4 3 0.1 69,081 4.3 2 0.0 47,140 1.] 


patients incurring charges for mental and nervous dis- 
orders (N =57,950), 37 percent (N 221,589) were from 
the D.C. area as opposed to 4 percent (N=2,084) 
from Ohio and 7 percent (N 24,259) from California. 
In addition, 65 percent (N=501) of all patients incur- 
ring expenses greater than $10,000 (N —776) were from 
the D.C. area, in contrast to 4 percent (N 230) and 6 per- 
cent (N =44) from Ohio and California, respectively. 

We define intensive psychotherapy as expenses of 
$10,000 plus for a three-year period and $6,000 or more 
for any single year. Obviously we included in the three- 
year total individuals whose treatment ranged from any 
part of the three years to the entire period. We found a 
disparity between the percentage of people in intensive 
psychotherapy and the percentage of charges they in- 
curred; i.e., the 1.0 percent to 2.3 percent of outpatient 
utilizers who were in intensive psychotherapy incurred 15 
percent to 28 percent of all outpatient mental health ex- 
penses. Again, in the D.C. area the percentage of patients 
in intensive psychotherapy is considerably higher than 
the national average and about double the percentages 
for Ohio and California. 


TABLE 4 

Comparison of Total Mental Health Benefits and Total Health Benefits 
Paid from 1960 to 1974 (Blue Cross/Blue Shield FEHB High Option 
Supplemental Benefits) 





Mental Health Benefits 





Total Health Benefits Amount 
Year (millions) (millions) Percent 
1960-1965 $1,040.4 $40.2 3.9 
1966 2113 13.2 4.8 
1967 336.8 18.1 5.4 
1968 405.0 24.8 6.1 
1969 480,9 30.4 6.3 
1970 601.9 41.1 6.8 
1971 698.9 49.1 7.0 
1972 760.4 54.3 7.1 
1973 848.2 61.6 13 
1974 979.1 70.1 7.2 


The integrity of the overall health plan remains intact, 
however, since there is evidence of a stable plateau for 
mental and nervous benefits as a percentage of overall 
health benefits (see table 4). The rate of increase in men- 
tal benefits as a percentage of total health benefits was 
between 0.1 percent and 0.2 percent over the years 1971 
to 1973 inclusive, with a slight decrease in 1974, indicat- 
ing predictability and stability in this virtually unlimited 
insurance system. 

Further, it is clear that in this system, which offers a 
comprehensive benefit (ie, the full range of mental 
health services including high cost intensive psycho- 
therapies), the numbers of people electing high cost psy- 
chotherapies as the treatment of choice remain consist- 
ently low—a self-stabilizing factor mitigating against 
threats of exorbitant overutilization of the mental health 
benefit. 


DISCUSSION 


The experience of providing large populations with vir- 
tually unlimited mental health benefits (with cost shar- 
ing) seems to support the claim that it is feasible from the 
perspectives of both utilization and cost to cover in- 
tensive psychotherapy. This experience is similar to other 
forms of "catastrophic" benefits a small number of 
recipients utilize a large portion of services. A number of 
issues, however, have been raised that place unlimited 
mental health coverage in peril at the present time. Un- 
less these issues are resolved, there is little likelihood that 
national health insurance will include coverage for in- 
tensive psychotherapy in spite of the data indicating the 
feasibility of this coverage. 

First, there is the question of definition in the “‘cata- 
strophic" nature of the illness. If relatively healthy people 
are good candidates for higher cost mental health treat- 
ments, it seems to undermine the catastrophic analogy 
that implies expensive treatments for the very few who 
are very ill. In intensive psychotherapy, for example, if 
the person undergoing the treatment has high com- 
petence in many observable areas of social functioning, 
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the traditional medical model is difficult to apply. How- 
ever, if a treatment is directed toward the relief of a defin- 
able functional disability and the person undergoing the 
treatment is clearly incapacitated and in pain, the medi- 
cal model as applied in the current system is more appro- 
priate and feasible. Health insurance coverage is based 
on the assumptions and underlying beliefs of this model, 
but the model applies imperfectly to mental health treat- 
ment. Thus, administrators of health insurance plans 
must deal with conflicting conditions for similar cate- 
gories of coverage (i.e., catastrophic coverage) and they 
fear the implications for the integrity of the plan. This 
points to the need for precisely defining mental illness 
and mental health and determining the goals of treat- 
ment. 

Another issue that remains incompletely resolved is 
the effect on the provider system of the potential demand 
for long-term psychotherapies if they are made available 
to the gereral population. The populations now covered 
by comprehensive mental health insurance (such as feder- 
al employees) are employed, usually young and educated, 
and thus different from other known high utilizers of 
mental health care—especially individuals in the lower 
socioeconomic classes, who have a higher incidence of 
chronic psychoses. A problem could develop in availabili- 
ty of services and in equity of treatment if low income 
patients were to compete with middle income patients for 
scarce resources. What would prevent mental health pro- 
viders, who generally prefer highly verbal, healthier 
patients, from filling up their practices with intensive psy- 
chotherapy cases, leaving the other segments of the popu- 
lation with entitlement to treatment that exists only on 
paper? 

The unpredictable nature of demand is complicated by 
uncertainties about the supply of competent providers. 
How much can this supply expand to meet an increase in 
demand? Current standards for accreditation of pro- 
viders are lax and ineffective and do not protect con- 
sumers from untrained and ill-trained providers— partic- 
ularly in the area of intensive psychotherapy. A 
prerequisite for maintaining and potentially expanding 
comprehensive coverage is the clear development of cri- 
teria for those qualified to practice technically difficult 
treatments. 

There is a need to educate the public and concerned 
private bureaucracies about the nature and legitimacy of 
intensive psychotherapy. Practitioners must abandon 
their neutral role in order to educate, set standards, and 
develop criteria for peer review. 
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The cost effectiveness of intensive psychotherapy is an 
important research issue to pursue at the present time. 
More attention to carefully designed outcome studies will 
create a more intelligent set of decision alternatives for 
insurance companies and policy makers. The potential 
for cost savings in general medical treatment when in- 
tensive psychotherapy is insured and available has al- 
ready been examined (13-16) and should continue to be 
scrutinized. 

Health care is a right and, as such, includes the right to 
improved well-being. Limiting mental health care cov- 
erage under health insurance limits that right and dimin- 
ishes the opportunities for total human growth and devel- 
opment. 
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Borderline and Schizophrenic Patients: A Comparative Study 


BY JOHN G. GUNDERSON, M.D., WILLIAM T. CARPENTER, JR., M.D., AND JOHN S. STRAUSS, M.D. 


The authors describe the evaluation and follow-up of 
matched samples of borderline and schizophrenic 
patients to determine the ways that borderline disorders 
are similar to or different from schizophrenia. The 
borderline patients presented more confusing diagnostic 
pictures, but they could be differentiated from the 
schizophrenic patients by the absence of a definite or 
prolonged psychotic episode, by the relative severity of 
their dissociative experiences, by more severe anger, and 
by less anxiety. Despite the discrepant symptom pictures 
of the two patient groups, a systematic review of 
prehospitalization functioning and two-year 
posthospitalization course did not reveal significant 
differences between them. 


BORDERLINE PATIENTS represent a particularly important 
diagnostic group because of the clinical problems they 
present and because of the possibility that they may con- 
stitute a link between psychotic and neurotic dis- 
orders (1). Despite the clinical and theoretical impor- 
tance of the borderline diagnosis, there has been only 
one controlled descriptive study of borderline patients; 
and there have been no controlled studies in which bor- 
derline patients were compared with patients having oth- 
er diagnoses. Especially needed is a description of the 
characteristics found in borderline patients clarified as to 
the degree to which these patients form a category dis- 
tinctly different from schizophrenic patients. This report 
compares matched groups of borderline and schizo- 
phrenic patients in terms of clinical characteristics, pre- 
morbid functioning, and outcome at two-year follow-up. 
Our intent is to provide a replicable means of sample 
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selection and standardized evaluating procedures for a 
systematic follow-up. 


METHOD 


This investigation was carried out using data collected 
from the 142 patients evaluated in the Washington, D.C., 
area, the U.S. field research center for the International 
Pilot Study of Schizophrenia (IPSS). Details of the 
methodology employed in this nine-nation investigation 
are presented elsewhere (2). Recently admitted psychiat- 
ric inpatients were interviewed using semistructured in- 
terview schedules. The schedules were adapted or devel- 
oped for use in the IPSS and consisted of a Mental 
Status Interview (the Present State Examination 
[PSE]) (3), a Psychiatric History Interview, and z Social 
and Demographic Information Interview. The PSE was 
conducted by a psychiatrist; the other interviews were 
conducted by a psychiatrist, a social worker, or a quali- 
fied research assistant. These interview schedules pro- 
vided information from which clinical diagnoses were 
made and a prognostic scale was rated (4). They were re- 
peated two years after the initial evaluation and provided 
data for an outcome scale (5) and a reconsideration of the 
clinical diagnoses. Adequate reliability for the PSE, the 
prognostic scale, and the outcome scale has been demon- 
strated (3-5). Clinical diagnoses were rated as either cer- 
tain or uncertain by the evaluating psychiatrist. 


Subjects 


Patients for this study were drawn from a cohort of re- 
cent admissions to three psychiatric hospitals in Mary- 
land.' Psychiatric admissions to these hospitals were 
evaluated for the following screening criteria: 1) age be- 
tween 15 and 45, 2) nc evidence of organic, drug-related, 
or alcoholic disorders, 3) not hospitalized for more than 
two out of the previous five years, 4) no evidence of con- 
tinuous psvchosis for longer than three years, and 5) sug- 
gestive evidence on admission of psychotic symptoms, 
such as hallucinations, delusions, thinking disorder, bi- 
zarre behavior, or severe withdrawal. The 142 patients 
who met these screening criteria included a relatively 
acutely ill group of patients with a broad spectrum of se- 
vere psychiatric problems. 

Selection of the borderline sample. To select a group of 


!We would like to thank Prince Georges General Hospital, Morris Ca- 
fritz Memorial Hospital, and Spring Grove State Hospital, which pro- 
vide most of the inpatient psychiatric care for Prince Georges Ccunty, 
Md., for their helpful cooperation. 
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borderline patients from this broad cohort, the following 
procedures were carried out: 1) All patients were ex- 
cluded who had severe or continuous psychotic symp- 
toms (including hallucinations, delusions, thinking dis- 
orders, and bizarre behavior). The only patients 
exempted were those given the clinical diagnosis of bor- 
derline by the interviewing psychiatrist. Forty-two 
patients remained in the sample after this initial ex- 
clusion process. 2) All subjects with a diagnosis (consid- 
ered certain) other than borderline were excluded. In this 
way 10 schizophrenic, 2 manic-depressive, 2 neurotically 
depressed, and 2 psychotically depressed patients were 
excluded from the sample of borderline patients. 3) From 
the remaining sample of 26 borderline patients, 2 were 
dropped because of incomplete data, leaving a total 
sample of 24 borderline patients. 

Selection of the schizophrenic sample. To obtain a 
comparison group of schizophrenic patients, those who 
met all of the following criteria were selected from the 
original cohort of 142: 1) a clinical diagnosis of certain 
schizophrenia, 2) 1 or more of Schneider’s first-rank 
symptoms, and 3) presence of 6 or more of the 12 symp- 
toms that best discriminate schizophrenia (6). These 
strict criteria ensured the selection of patients who were 
as well defined and as definitely schizophrenic as possible 
by current diagnostic standards. Thirty-five patients from 
the original cohort fitted these criteria for certain schizo- 
phrenia. Patients matched with the borderline group in 
terms of age, sex, socioeconomic status, and race were 
chosen from this group of 35. This matching process ne- 
cessitated the removal of the 6 youngest male schizo- 
phrenic patients, leaving a total sample of 29 schizo- 
phrenic patients. The match between the borderline and 
the schizophrenic groups is shown in table 1. 


Bases of Comparison 


The borderline and schizophrenic patients were com- 
pared in terms of their symptoms, prognostic scores, and 
outcome results. 

Symptoms. The symptoms of the two groups were 
compared by reviewing ratings given to the patients on 
the PSE. To carry this out, 52 key PSE items were select- 


TABLE | 
Match Between 24 Borderline and 29 Schizophrenic Patients 


Borderline Schizophrenic 


Item Patients Patients 
Mean age (years) 30 3l 
Sex 

Number of women 20 23 

Number of men 4 6 
Mean social class* IV IV 
Race 

Number of white patients 22 25 

Number of black patients 2 4 
Marital status 

Number of patients never married 6 11 

Number of patients ever married 18 18 


* According to the Hollingshead-Redlich Scale (7). 
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ed on the basis of a literature review of descriptive ac- 
counts of borderline patients (1). These items describe the 
following symptom areas: 

l. Psychotic symptoms (37 items): hallucinations (10 
items); depressive delusions (5 items); paranoid delusions, 
including delusions of reference, thought control, and 
persecution (14 items); and other delusions, e.g., reli- 
gious, grandiose, sexual (8 items). 

2. Dissociative experiences (5 items): depersonaliza- 
tion and derealization. This dimension does not include 
"dissociative thinking or speech" as described in the 
European literature to typify schizophrenic patients. 

3. Affective symptoms (10 items) anger (5 items), 
anxiety (2 items), and depression (3 items). 

Ratings on all items were scored 0 if absent, 0.5 if ques- 
tionably present, | if present but circumscribed or tran- 
sient, and 2 if present and severe and/or continuous. 

Prognostic scores. Patient characteristics that have of- 
ten been considered to be predictors of outcome were rat- 
ed using the prognostic scale (4). This scale includes as- 
sessments of the following variables work adequacy in 
past year; social class; social relations, including score on 
the Phillips Scale (8); heterosexual relations; type of fa- 
cility in which treatment received; family history of psy- 
chiatric hospitalization; age at onset of current illness; ac- 
tion problems (violence, suicide, crimes); restricted 
affect; previous hospitalizations; time since onset of psy- 
chiatric symptoms; thought disorder, hallucinations, or 
delusions; depression or mania; and precipitating events. 
The total prognostic score and separate scores on several 
individual variables were determined from these vari- 
ables. 

Outcome evaluation. Evaluation of outcome function- 
ing was calculated from the outcome scale scored at the 
two-year follow-up interviews (5). The following areas 
‘were covered by this scale: social relationships, hospital- 
ization, and work function during the year before follow- 
up and level of symptoms during the month before fol- 
low-up. The initial clinical diagnosis was reconsidered in 
the light of follow-up data, and a second, "follow-up" 
diagnosis was made. 


RESULTS 
Borderline Patients 


Psychotic symptoms. The scores on each of the 37 psy- 
chotic items (each item had a potential range of 0-2) 
were added for each borderline patient. As expected from 
the sample selection, there was a very limited range of to- 
tal scores among the borderline sample: the range was 
from 0 (4 patients) to 75. Only 4 patients had scores 
above 5. The average total score for all items was 2.6. 
When psychotic symptoms did occur, nearly half of the 
scores had question marks on them. Thus most of the 
psychotic items were either questionably present or, if 
present, were transient, circumscribed, and experienced 
by the patient as alien. Depressive delusions, which were 
judged present in 45 percent of the borderline patients, 
and paranoid delusions, which were also judged present 


nen rn 


in 45 percent of these patients, were the most common 
psychotic symptoms (see figures | and 2). Relatively few 
of these patients had hallucinations (20 percent) or other 
delusions (7 percent). 

Dissociative symptoms. Dissociative items (deperson- 
alization and derealization) were scored as present in 
nearly 60 percent of the borderline sample. One dereali- 
zation item (“Have you felt that things were unreal—as if 
in a dream") was present in 8 of the 24 patients, repre- 
senting a higher frequency than any single psychotic item 
or any other dissociative symptom. These data suggest 
the importance of dissociative symptoms in borderline 
patients. 

Affective symptoms. Anger, depression, and anxiety 
were all frequently present (see figure 2). Every patient in 
the borderline cohort was noted to have at least | of the 3 
affective symptoms as a definite aspect of his presenting 
picture. Depression was the most frequently seen affec- 
tive symptom. Although anger occurred frequently, it 
was less often a continuous or severe problem than either 
depression or anxiety (see figure 2). Since the PSE in- 
cludes both the symptoms reported by the patients and 
signs observed by the interviewer, it was possible to com- 
pare affects observed in the interview with those reported 
by the patients. Anger was frequently reported by the 


FIGURE 1 
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patient, but it was rarely observed in the interview situ- 
ation. In contrast to this, depression and anxiety were 
both observed and reported. 

Clinical impressions. Independent reviews were made 
by three clinicians from narrative accounts of the 
patients’ presenting problem written by the evaluating 
psychiatrists, It was noted by the clinicians that the histo- 
ries of the borderline patients were frequently marked by 
a frenetic, stormy Lifestyle, in some subjects punctuated 
by unusual or occult experiences. For many of these 
patients the precipitant for admission was simply the last 
straw in a chronically disturbed situation from which the 
patient needed a respite. Most borderline patients ac- 
knowledged interpersonal difficulties and expressed con- 
cern about them. Many had received treatment pre- 
viously, with or without hospitalization. Finally, the 
number of depressive complaints was marked in this 
group. These incluced suicidal threats, doubts of self- 
worth, and somatic complaints. It was the judgment of 
the three clinicians that the patients designated by this 
study as borderline conformed to their clinical use of that 
diagnostic category. | 

Clinical diagnosis. Diagnoses were assigned to the 
patients by the evaluating psychiatrist at the time of the 
evaluation interviews. If the psychiatrist felt uncertain 


Frequency of Symptoms in 24 Borderline and 29 Schizophrenic Patients on Initial Evaluation 
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FIGURE 2 


Severity of Symptoms Present in 24 Borderline and 29 Schizophrenic Patients on Initial Evaluation 
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about the diagnosis, alternative diagnoses were recorded. 
The 24 borderline patients received 43 diagnoses: 14 
schizophrenia, 9 neurotic depression, 7 personality dis- 
order, 6 borderline, and 7 other. This reflects the con- 
fusing diagnostic picture that this group represented. The 
diagnosis of borderline was not used more often because 
an effort was made to fit patients into one of the JCD-8 
psychiatric categories (9), which do not include border- 
line. Diagnoses considered as possible alternatives were 
not usually choices between subtypes of schizophrenia 
but showed the clinicians’ uncertainty between a form of 
schizophrenia and a personality disorder (4 times) or neu- 
rotic depression (4 times). When the diagnosis of border- 
line was considered, alternative diagnoses were almost 
equally split between psychotic conditions (4 times) and 
neurotic disorders (3 times). Of the 14 instances when 
schizophrenia was considered in the initial differential 
diagnosis, 6 subtypes were included (5 acute schizo- 
phrenic reaction, 3 latant, 2 paranoid, 2 schizo-affective, 
l simple, and 1 catatonic). 

Two-year follow-up of the borderline patients revealed 
that diagnostic uncertainty persisted for about two-thirds 
of the sample. There was no confirmation on follow-up 
for the idea that the borderline patients were “pre- 
schizophrenic." Within the borderline cohort, only ! 
patient for whom no schizophrenic diagnosis was origi- 
nally recommended was considered as having "certain" 
schizophrenia two years later. Two patients in the bor- 


1260 Am J Psychiatry 132:12, December 1975 


derline sample for whom a diagnosis of schizophrenia 
was initially suggested were definitely felt not to be schiz- 
ophrenic on follow-up. 

Prognostic and outcome characteristics. The prognos- 
tic ratings of the borderline patients as calculated from 
the prognostic scale were predominantly in the upper 
middle range (see table 2). That is, variables of known 
prognostic importance for schizophrenia were generally 
in the moderately favorable range for this cohort of bor- 
derline patients. Mean duration of previous psychiatric 
hospitalization was less than one month. In the year be- 
fore admission these patients characteristically had 
worked three-fourths of the time, had met with friends 
about once every three weeks, and, among the unmarried, 
had dated fairly regularly. 

Outcome evaluations were carried out on all 24 bor- 
derline patients. The mean scores for each of the four ma- 
jor areas of outcome function were moderately favorable 
(see table 3). Mean duration of hospitalization during the 
follow-up period was slightly less than three months dur- 
ing the year before the evaluation interview. The cohort 
had social contacts (meetings with friends outside work 
or school) on an average of once every two weeks. Their 
mean employment record in the year before the two-year 
follow-up evaluation indicated working part- or full-time 
for about half to two-thirds of that year. In the fourth 
outcome measure, symptoms, these patients most com- 
monly had moderate signs and symptoms some of the 


TABLE 2 


. Mean Scores on Prognostic Scale Items of 24 Borderline and 29 Schizo- 
phrenic Patients on Initial Evaluation 


Mean Scores 


Range Border- Schizo- 
of line phrenic 
Item Item Patients Patients Explanation of Range 


Work history* 0-4 3.1 3.2 O=not usefully employed 
2=employed part-time, or 
full-time for about half 
the time 
4=employed full-time for a 


year or more 


Previous 
hospitaliza- 0-4 2.7 2.6 Oc-hospitalized for three 
tion years or more 
2=hospitalized for about 
two months 
4 — never hospitalized before 
Social relations 0-4 2.8 2.5 Ocnever meets with friends 


2— meets with friends once 
a month 

4— meets with friends more 
than once a week 

0 - healthy relationships 

36- impoverished relation- 
ships 


Phillips score 0-36 9:3 8.4 


Heterosexual 
relations 0-4 3.0 2.9 Ocznever married, never 
dates 

2- married but has been di- 
vorced or separated, or 
dates occasionally 

4— married and never di- 
vorced or separated, or 
dates regularly 

0-2 worst functioning 

60 = best functioning 


Total score 0-60 40.0 37.4 





*Students and housewives were considered usefully employed. 


time during the month before the outcome evaluation. 
These data suggest a mild trend toward less employment 
and more readmission in the two years following the hos- 
pitalization being studied compared with the period be- 
fore hospitalization. 


Comparison of Borderline and Schizophrenic Patients 


Symptoms. Comparisons of symptoms at the time of 
initial evaluation between the borderline and schizo- 
phrenic groups are summarized in figures | and 2. Re- 
garding the number of symptoms, the borderline patients, 
by definition, showed significantly fewer psychotic symp- 
toms than the schizophrenic patients in all four areas: 
hallucinations, p<.005; paranoid delusions, p<.005; de- 
pressive delusions, p<.025; other delusions, p<.005 (chi- 
square analysis). Borderline patients also had significant- 
ly fewer dissociative symptoms (p<.025). Regarding 
symptom severity, the psychotic symptoms were more se- 
vere in the schizophrenic sample (p<.005). Only with re- 
spect to dissociative symptoms did borderline patients 
show a trend (p<.25) toward more severe symptoms. 

In the affective symptom areas, although many of the 
borderline patients (62 percent) were anxious, almost all 
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TABLE 3 


Mean Scores on Outcome Scale Items of 24 Borderline and 29 Schizo- 
phrenic Patients at Two-Year Follow-Up Evaluation 


Mean Scores 


Range Border- Schizo- 
of line phrenic 


Item* Item Patients Patients Explanation of Range 
Hospitaliza- 
tion 0-4 3.1 3.1 Q=hospitalized for more 
than nine months 
2= hospitalized for three to 
six weeks 
4=not hospitalized 
Social contacts 0-4 2.9 2.9 Os=did not meet with friends 


at all 

2=met with friends about 
once a month 

4= met with friends at least 
once a week 

Oz not usefully employed 

2-employed part-time, or 
full-time for mor than 
half the year but not 
continuously 

4 -employed continuously 

Oz continuous and severe 
signs and symptoms 

2=moderate signs and 
symptoms all of the time 

4=n0 signs or sympioms 

0= worst functioning 

l6- best functioning 


Employment** 0-4 2.6 2.7 


Symptoms 0-4 2.3 23 


Total score 0-16 11.0 11.0 


* Hospitalization, social contacts, and employment apply to the year preceding 
the evaluation; symptoms apply to the month preceding the evaluation. 
** Students and housewives were considered usefully employed. 


of the schizophrenic patients (93 percent) demonstrated 
anxiety (p«.025). Nearly all of the schizophrenic and 
borderline patients demonstrated clear evidence of de- 
pression. 

A comparison between the two samples using the 12 
symptoms that have been shown most effective in the dis- 
crimination of schizophrenic patients from other diag- 
nostic groups (6) showed that the samples were signifi- 
cantly different (p«.005). Only 3 of the borderline 
patients had a Schneiderian first-rank symptom, where- 
as, by selection, all 29 schizophrenic patients had at least 
1. These findings followed in part from the selection cri- 
teria used for the two cohorts. 

Symptom profiles and thought disorder. Another 
means used for evaluating the symptom data from the 
two patient groups was to compare symptom profiles and 
subject these to analysis of variance (see figure 3). The 
profiles were significantly different in pattern (p=.026) 
and level (p=.23 x 10-8). Eight dimensions reflecting psy- 
chotic symptoms were removed from the analysis be- 
cause these would systematically differentiate the two 
groups by virtue of the selection criteria. Analysis of vari- 
ance of the remaining [9 dimensions showed little differ- 
ence in pattern (p=.11), but a highly significant differ- 
ence in level persisted (p=.47 x 10°). 

Because of their diagnostic importance, the 16 items 
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FIGURE 3 
Comparison of the Profiles of 24 Borderline and 29 Schizophrenic Patients on 27 Psychopathological Dimensions 
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PSYCHOPATHOLOGICAL DIMENSIONS 


1. Depression 10. Disorientation 19. Auditory hallucinations 
2. Anxiety 11. Lack of insight 20. Other hallucinations 
3. Restlessness 12. Depersonalization-derealization 21. Bizarre behavior 

4. Psychomotor retardation 13. Paranoia 22. Withdrawal 

5. Hypomania 14. Grandiosity 23. Incomprehensibility 

6. Somatic concerns 15. Delusions of passivity 24. Nonsocial! speech 

7. Belligerence 16. Depression and nihilism 25. Flat affect 

8. Obsessions 17. Other delusions 26. Labile affect 

9. Sloppy appearance 18. Visual hallucinations 27. incongruous affect 


i 
from the PSE that related to thought disorder were ex- of stereotyped speech, tangential replies, concreteness, 


amined separately. These items were neologisms, in-  circumstantiality, and responses without regard to ques- 
appropriate word use, idiosyncratic grammar, words as- tions. 
sociated by rhyme, perseveration, echolalia, blocking, These items comprise dimension 23, incomprehensi- 


incoherent speech, vagueness, pedantic speech, repetition bility, seen in figure 3. Examination of this figure shows 
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a marked difference between the two patient groups in 
level of incomprehensibility, which by unpaired t test 
was found to be highly significant (p<.005). Only rarely 
did any of the borderline patients score positively on any 
of the 16 items comprising this dimension. 

Clinical diagnoses. By selection criteria, all of the 29 
patients in the schizophrenic cohort were given a "'cer- 
tain” clinical diagnosis of schizophrenia. Twenty-two 
patients were classified as paranoid and another 5 as 
schizo-affective. This contrasts with the initial eval- 
uations of the borderline cohort, among whom there was 
a high degree of diagnostic uncertainty and a great diver- 
sity of subtype when a diagnosis of schizophrenia was 
considered. | 

At the two-year follow-up, diagnoses for the schizo- 
phrenic sample remained "certain"; there were only 4 
patients whose follow-up evaluation supported a change 
to a nonschizophrenic diagnosis. In contrast to this sta- 
bility, diagnostic changes were suggested for 60 percent 
of the borderline patients on evaluation two years later. 

Prognostic scores. Strikingly, the means of the total 
prognostic scores for the schizophrenic and borderline 
groups were not significantly different (see table 2). Even 
on such crucial individual prognostic variables as work 
history, ratings of social function, and duration of pre- 
vious hospitalizations there were no significant differ- 
ences between the two groups. 

Outcome measures. Comparison of both the means 
and the range of outcome scores for the borderline and 
schizophrenic groups also showed no significant differ- 
ences in any of the areas evaluated (duration of hospital- 
ization, social contacts, employment, and severity of 
symptoms) (see table 3). 


DISCUSSION 


It 1s important to demonstrate that the borderline 
sample was clearly distinct from—not just a subtype of— 
the schizophrenic sample. This was done by examining 
symptoms commonly used to diagnose schizophrenia. 
There was a nearly total absence in the borderline 
patients of symptoms thought to distinguish schizophren- 
ic patients (according to Schneider) and those found in 
previous research to best discriminate schizophrenic 
patients (6). In addition, an analysis of the incidence of 
thought disorder in the two groups demonstrated a highly 
significant absence of these symptoms in the borderline 
sample. These findings allow us to believe that the differ- 
ences and similarities found to exist in areas not related 
to selection criteria can be taken as legitimate character- 
izations of borderline patients. 

A review of previous efforts to characterize borderline 
patients (1) revealed the importance of such factors as the 
type and context of observations and sample selection. 
This underscroes the difficulty of and the need for con- 
trolled research on these patients. The one previous 
systematic assessment of a group of borderline patients 
was made by Grinker and associates (10 ) and differed in 
several respects from the present study: 
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|. Grinker and associates used selection criteria that 
carefully screened out patients with psychotic symptoms. 
This screening process contributed to the conclusion that 
borderline patients are distinctly different from schizo- 
phrenic patients. The present study involved primarily 
borderline patients who were closest to the schizophrenic 
end of the psychopathological spectrum. 

2. As in the study of Grinker and associates, we found 
a great deal of depressive and angry affect among a bor- 
derline cohort. However, the use of a matched com- 
parison group of schizophrenic patients demonstrated 
that the degree of depression was not discriminating for 
borderline patients. However, our findings suggest that 
both anger and intense dissociative experience may be 
useful discriminating symptoms. 

3. Werble's follow-up (11) of the borderline cohort 
used by Grinker and associates showed unstable employ- 
ment, social isolation, and little overall change in func- 
tioning. Comparing these results with our findings is dif- 
ficult because of differing uses of terms and criteria for 
judging functioning. However, we also found little overall 
change in functioning among the borderline patients at 
two-year follow-up. 

Perhaps the most surprising and important finding of 
our study is that despite markedly different admitting 
symptoms, the borderline and schizophrenic patients had 
remarkably similar prognostic and outcome character- 
istics. One possible interpretation is that these sim- 
ilarities reflect basic underlying similarities between the 
two samples that are not reflected in their divergent 
symptom pictures. In this way, the results may conform 
to the suggestions from both genetic research (12) and 
psychodynamic formulations (13, 14) that borderline 
patients are very similar to schizophrenic patients. A sec- 
ond possible explanation is that the drugs and support 
given both groups of patients may have been more help- 
ful to the schizophrenic patients than to the borderline 
patients (15, 16). 

As a next step in clarifying the nature of borderline dis- 
orders, further studies starting with a well-defined sample 
of patients given a clinical diagnosis of borderline and us- 
ing nonschizophrenic as well as schizophrenic com- 
parison groups are needed. It will be especially important 
to learn more about such crucial areas as impulsivity, in- 
terpersonal relations, and psychological test perform- 
ance. 
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Psychopathology and Mental Retardation: A Study of 100 Mentally 


Retarded Children: I. Psychopathology 


BY IRVING PHILIPS, M.D., AND NANCY WILLIAMS, PH.D. 


The authors studied 100 mentally retarded children 
referred to a psychiatric clinic in regard to the severit y of 
their retardation, their ages at the time of referral, their 
social class, their presenting symptoms and diagnoses, 
and the effects of organicity on their clinical pictures. 
They found that 38 of these children were psychotically 
disturbed, 13 had no evidence of psychiatric disorder, and 
49 showed symptoms of characterologic, neurotic, 
behavioral, or situational disorders. Although the 
incidence of emotional disorder was high among these 
children, their symptoms did not differ in kind from those 


found in a group of nonretarded children referred to the 
clinic. 





THE HIGH INCIDENCE Of emotional disorder in the men- 
tally retarded has been pointed out (1) and elaborated by 
many authors (2-6). The literature relating to the subject 
has been reviewed by Webster (7). 

The mentally retarded are vulnerable to failure in so- 
cial adaptation not only because of their constitutional 
endowment but also because of their interpersonal expe- 
riences. Social adaptation is the criterion used by society 
to determine the individual’s place in society. 

Emotional maladjustment often interferes with the 
best adaptation of the retarded in the community. A 
better understanding of emotional difficulties is needed 
so that we may plan for services that will help the men- 
tally retarded achieve optimal adaptation. As com- 
munity resources are developed fewer referrals will be 
made to state hospitals, which represent lifetime 
commitments that already are becoming less common as 
children and young people are cared for by improved 
facilities in the community (8, 9). 

Emotional disorder in the mentally retarded is referred 
to by many authors, but no systematic study has been 
conducted to delineate the nature of the psychopathology 
or the problems that confront the retarded child and his 
family. Retarded individuals treated for their failures in 
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adaptation present a variety of symptoms indicative of 
emotional disorder. 

By an analysis of consecutive referrals to a psychiatric 
clinic (the Children’s Service of Langley Porter Neu- 
ropsychiatric Institute, University of California, San 
Francisco, Medical Center), this study attempts to deter- 
mine 1) the nature of the referred population with respect 
to severitv of retardation and intellectual functioning, age 
at time of referral, and social class, 2) the psychiatric 
findings as to presenting symptoms and diagnostic cate- 
gories, and 3) the effect of manifest organic signs on the 
clinical picture. 

In a previous article (10) we stated: 


It is our impression that deficiency or disease may be a ma- 
jor contributing stress, but the child's emotional disorder is 
probably not an organically inevitable concomitant of his de- 
fect. Such disorder is probably a function of the same kind of 
processes which give rise to emotional disorder in children 
who have no definable disease. 


METHOD 


Every effort was made to see all types of retarded chil- 
dren—of all ages and with or without emotional disorder 
ranging from severe to borderline in intensity. It is prob- 
able, however, that we have seen à distillate of patients in 
whom emotional disorder was more apparent than in the 
general population of retarded children. The results of 
this study are indicative of the experience at a psychiatric 
clinic that provides a wide range of services for the men- 
tally retarded. The services have been described else- 
where (10). 

We evaluated the records of 108 consecutive admis- 
sions to the clinic, starting in 1962. These patients had 
been referred to the Mental Retardation Training Pro- 
gram of the Children's Service at Langley Porter Neu- 
ropsychiatric Institute. The only criteria for inclusion in 
the sample were that 1) an outpatient evaluation had 
been completed, consisting of individual interviews with 
the child and his parents and physical, neurological, psy- 
chological, and laboratory examinations, as indicated, 
and 2) intellectual functioning was in the retarded range. 

Eight children referred to our program were dropped 
from the study: 1 boy had normal intelligence; 4 children 
were accepted as inpatients on the children's ward before 
the outpatient study was completed; 2 had insufficient 
data in their charts; and the parents of 1 boy wished not 
to be included in the planned follow-up. 
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Of the 100 patients remaining in our sample, some 
were later accepted into treatment at the clinic with their 
families or were referred for treatment elsewhere; how- 
ever, data for this study were derived from a comprehen- 
sive diagnostic and evaluative study done at the time of 
admission. We diagnosed all of the children according to 
the etiology and the severity of their mental retardation. 
If emotional disorder was present, a diagnosis was estab- 
lished according to DSM-I(11). Since the study was 
started after DSM-II (12) was published, we attempted 
to make all of our diagnoses consistent with DS M-II no- 
menclature. 

Because of terminological difficulties in establishing 
diagnostic categories, we thought it appropriate to deter- 
mine the specific symptoms presented by the 100 men- 
tally retarded children on referral to the clinic, and the 
first 3 symptoms of each presenting complaint were tabu- 
lated. Many families reported only | symptom and some 
only 2, so percents were corrected for these differences. 
Hyperactivity was not included as a primary symptom; it 
will be the subject of a separate paper. Although not 
mentioned in the primary complaint, careful questioning 
or recitation of the past history revealed that hyperactiv- 
ity was a concern in a number of families. Children with 
psychotic symptoms often presented similar defining 
symptoms of their disorder; these are described below, 

Social class was rated according to the occupational 
status of the head of the household and not corrected for 
educational level (13). 


- 


RESULTS 


In the descriptions below, the total sample of 100 has 
been divided into two categories: children with disorders 
of psychotic proportions (N = 38) and all others (N = 62). 

The psychotic group had autistic, mute, or disturbed 
communication; severely disorganized behavior with self- 
abusive, uncontrolled outbursts; and distorted inter- 
personal relationships, occurring separately or in com- 
binations. Of the 38 children in this group, 30 were boys 
and 8 were girls. 

The nonpsychotic group was heterogeneous in many 
ways and will be described at length. Of the 62 children 
in this group, 38 were boys and 24 were girls. 


Organic Findings 


In the course of the examination, 48 children showed 
evidence of definite neurological findings, and 52 showed 
no such evidence either by examination or by laboratory 
findings. Examination of these data reveals that of the 38 
children in the psychotic group, 21 (16 boys and 5 girls) 
had neurological findings. Of the 62 nonpsychotic chil- 
dren, 27 (18 boys and 9 girls) had neurological findings. 
The causes of the mental retardation in these 27 children 
are shown in table I. i 


Severity of Retardation 


It was difficult to determine the severity of retardation 
in the psychotic group because these children showed dif- 
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TABLE 1 
Organic Causes of Mental Retardation in 27 Nonpsychotic Children 


m" —————— OR 


DSM-II Clinical Subcategory Number of Childre 


NEN M i1iüi1lài 


0 Following infection and intoxication 0 
.| Following trauma or physical agent 3 
2 With disorders of metabolism, growth, or 

nutrition l 
3 Associated with gross brain disease (post- 

natal) 0 
A Associated with diseases and conditions due 

to unknown prenatal influence 11 
.5 With chromosomal abnormality 11 
.6 Associated with prematurity i 





ficulties in learning in all areas of their lives. Their symp- 
toms precluded accurate evaluation because of their 
negativism and disorganization. Thus the severity of re- 
tardation in these 38 children was not determined. 

Among the 62 nonpsychotic children, 41 (66.1 percent) 
were borderline or mildly retarded (25 boys and 16 girls), 
16 (25.8 percent) were moderately retarded (12 boys and 
4 girls), and 5 (8.1 percent) were severely retarded (1 boy 
and 4 girls). 


Age at Time of Referral 


The age of the child at the time of referral correlated 
with the severity of his retardation. Children with severe 
and moderate retardation together with neurological 
findings were referred early in their lives and were seen 
less frequently as the years went by. Those with no organ- 
ic findings were referred later, primarily during the 
school years (see figure 1). As a corollary, the more se- 
vere the retardation, the earlier the referral. 


FIGURE | 
Age at Time of Referral 3f 62 Mentally Retarded Children in Relation 
to Organicity, by Age Group 
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Social Class 


Social class correlated with degree of retardation. 
Table 2 shows the distribution of social class among the 
mildly, moderately, and severely retarded nonpsychotic 
children and among a control group of 223 emotionally 
disturbed children who were not retarded. There were too 
few children in the severely retarded group to correlate 
with class. 

Table 3 shows the social classes of the 62 nonpsychotic 
retarded children in relation to whether their retardation 
had an organic or a psychosocial etiology. 


Psychiatric Findings 


Accurate diagnosis according to category is difficult to 
obtain in children; in those with mental retardation the 
process of diagnosis is even more complicated. Children 
tend to overlap categories, and differences between the 
personality diagnostic categories, such as neurotic and 
characterological disorders, are arbitrarily defined. Nev- 
ertheless, an effort was made to diagnose all children as 
accurately as possible, despite these limitations. Psychi- 
atric diagnosis was related to degree of mental retarda- 
tion among the 62 nonpsychotic retarded children, as 
shown in table 4. 

We also examined the 3 major symptoms noted by the 
parents of each retarded child in the presenting com- 
plaint. The total number of symptoms noted among the 
62 nonpsychotic children was 165. These tended to fall 


TABLE 2 


Social Class Among 62 Mentally Retarded Children by Degree of 
Mental Retardation and Among 223 Emotionally Disturbed, Non- 
retarded Children 


Mentally Retarded Children, 

by Degree of Retardation 

Nonretarded 
Control Group 


Borderline/Mild Moderate 
N Percent N Percent N 


Social Class* N 


Severe 


Percent Percent 


J and 11 5 12.2 3 187 1 200 53 23.8 

Ill 8 19.5 4 250 1 200 52 233 

IV and V 28 68.3 9 563 3 600 118 52.9 
5 


Total 4| 16 223 


* According to Hollingshead’s two-factor index of social position (13). 


TABLE 3 


Social Class and Etiolagy of Retardation Among 62 Mentally Retarded 
Children 


Number of Children, by Etiology of Retardation 


Social Class* Organic Psychosocial 
I and lI 6 3 
Hl 7 6 
IV and V 14 26 
Total 27 39 


* According to Hollingshead's two-factor index of social position (13). 
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TABLE 4 
Psychiatric Diagnosis Among 100 Mentally Retarded Children 


Degree of Retardation Among 
62 Nonpsychotic Children 


Diagnosis Number Borderline/Mild Moderate Severe 


Psychotic symptoms 38 — = a 


No psychiatric disorder 13 5 6 2 
Neuroses 5 3 2 0 
Personality disorders 

and certain other 

nonpsychiatric i 

disorders 16 13 3 0 
Behavioral disorders 26 18 5 3 
Transient situational 

disorders 2 2 0 0 


into the following categories: 

Aggression. Aggressive-hurtful to others; temper tan- 
trums, hard to control; labile; excitable; impulsive; de- 
structive; uncontrollable; easily frustrated; self-hurtful. 

Social relations. Withdrawn, shy; poor peer relations; 
oversensitive, cries easily; overdependent; negative; iso- 
lated; overly compliant. 

Developmental lags. Immature; speech lags; toilet 
problems; sleep disturbances; eating disturbances. 

Neurotic traits. Phobias; obsessive-compulsive symp- 
toms; mannerisms and preoccupations; anxiety reactions. 

Schoo! problems. Learning problems in school; in- 
tellectual retardation. 

Antisocial behavior. Delinquency (stealing, running 
away from home, etc.); fire setting. 

Neurological disorder. Epilepsy; neurological signs; 
confusion and confabulation. 

Sexual acting out. Child molesting; effeminacy. 

The incidence of the various symptoms among the 62 
nonpsychotic children is shown in figure 2. The pre- 
dominant behavioral manifestations tended to fall in the 
broad categories of aggression, social relations, and de- 
velopmental lags. These were followed in frequency by 
school problems and neurotic traits. The 62 retarded chil- 
dren were compared with a control group of 79 emotion- 
ally disturbed, nonretarded children seen at the clinic 
during the same period. The predominant symptoms seen 
in the control group were school problems, followed by 
aggression and social relations. Although the number of 
children in each group is small, it is interesting to note 
that antisocial behavior occurred more than three times 
as frequently in the nonretarded population as in the re- 
tarded group. 

An effort was made to see if there was some relation- 
ship between the 27 retarded children who had organic 
findings associated with their condition and the 35 re- 
tarded children who did not. There was little difference 
between the two groups, as shown in figure 3. 

An effort was also made to determine whether any dif- 
ferences in symptoms were related to age at onset. More 
behavioral symptoms tended to occur during the school- 
age period, as shown in figure 4. 
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FIGURE2 


Behavioral Symptoms Seen in 62 Mentally Retarded and 79 
Emotionally Disturbed Nonretarded Children 
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FIGURE 3 


Behavioral Symptoms of 62 Mentally Retarded Children in Relation to 
Organicity 


25 Children with organic findings 
C] Children without organic findings 
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DISCUSSION 


. Psychopathology in mentally retarded children is no 


. different in kind from that in children of normal in- 


telligence. All diagnostic categories are represenied in 
this study. There was a high incidence of emotional dis- 
order among the 100 retarded children studied. The fact 
that these children had been referred to a mental retarda- 
tion unit in a center recognized as a psychiatric clinic 
may indicate a biased sample of the mentally retarded. It 
might be argued that all children referred to a psychiatric 
clinic will have evidence of emotional disorder. 

When we began our program we asked all community 
resources to refer retarded children to us. We specifically 
requested children who exhibited little or no evidence of 


_ psychopathology. Initially, all referrals were of children 


who had evidence of psychopathology, but as we contin- 
ued we began to see some children with fewer difficulties. 
However, despite renewed and continued efforts, 87 per- 
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FIGURE 4 
Behavioral Symptoms of 62 Mentally Retarded Children in Relation to 
Age at Time of Referral, by Age Group 
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cent of the 100 retarded children referred to our clinic 
during 1962-1965 had emotional problems. Informal 
consultation in community facilities that serve the re- 
tarded, such as schools, recreation centers, workshops, 
and the like, revealed that emotional disorder is common 
among the retarded and that its frequency is probably 
little different than noted in this study. Nevertheless, any 
such study would raise similar questions. To deny the 
high incidence of emotional disorder among retarded 
children prevents the development of community re- 
sources that meet the needs of this severely underserved 
population. 


Children with No Psychiatric Disorder 


With this qualification in mind, the nature and severity 
of the psychiatric disorders we found are worthy of fur- 
ther analysis. No evidence of psychiatric disorder was 
found in 13 of the 100 children studied. Bill W provides 
an example of the children without psychiatric disorder: 


Case 1. Bill W, age 12, had a microcephaly diagnosed at 
birth. He was tested and achieved an IQ of 56. He was a pleas- 
ant, sociable youngster who related easily and talked of his 


~ daily activities with ease. He was in a special class in school 


and belonged to school clubs and the Boy Scouts. After school 
he worked in his father's grocery store as a stock clerk. He was 
considered a good worker and was described as a happy child. 


Also included in this group were a number of children 
under the age of 3 who seemed to make a good adjust- 
ment; however, developmental tasks did not bring them 
into contact with social obstacles. Reports from their 


nursery schools and their families indicated that they had 
little difficulty. It may be anticipated that as the com- 
plexity of social activities increases and the interpersonal 
experiences become more demanding for these children 
they may face more reactive difficulties. 


Children with Psychotic Problems 


Psychiatric problems of psychotic proportions ap- 
peared tn 38 of the children. The behavior of these chil- 
dren was so disturbed and distorted that evidence of psy- 
chotic disorganization was readily apparent. Cytryn and 
Lourie (14, p. 836) cited studies that assigned a risk of 
psychotic illness in retarded children as high as 40 per- 
cent. The findings of the Nebraska study (15) indicate 
that approximately 25 percent of patients with emotional 
disorder had evidence of psychoses. In our study were 
children with psychotic maldevelopment, including infan- 
tile autism, childhood schizophrenia, and chronic brain 
syndrome. It was difficult to appraise fully the in- 
tellectual level of children in this group because their be- 
havior was so disorganized that accurate testing was im- 
possible. Psychotic maldevelopment was apparent even 
though reliable intellectual appraisal was not possible. 

A controlled population of 79 children with normal in- 
telligence seen during this period at the clinic was also 
studied: 18 percent of these children had evidence of psy- 
chotic maldevelopment. 

Billy and Bobby W and John T provide examples 
of our 38 psychotic mentally retarded children: 


Cases 2 and 3. Billy and Bobby W were identical twins. At 
age 30 months they were referred to our clinic by a local physi- 
cian. They had a congenital degenerative disease, with blindness 
and slow development. Their behavior was chaotic and difficult 
to control; they wandered aimlessly, banged their heads, and 
were self-hurtful; they also cried almost constantly. Their par- 
ents were distraught and overwhelmed. These children needed 
constant attention; there was little in their behavior that was 
integrated, and they exhibited many mannerisms and were pre- 
occupied for long periods of time with spin and push toys. 

Case 4. John T, age 6, was reported to have been ‘“‘different”’ 
since birth. Since his early months he had had convulsions 
that were difficult to control. He also exhibited a strabismus 
and an awkward gait. He was withdrawn, mute, and isolated. 
He hugged a rag doll that he would not surrender under any 
circumstances.. When separated from his mother he would 
panic. He exhibited no eye contact and seemed to be “‘in a world 
of his own." Psychological testing was not possible. 


There were 30 boys and 8 girls among the psychotic 
children, in contrast to the nonpsychotic population, in 
which there were 38 boys and 24 girls. In the psychotic 
group 21 (55 percent) showed evidence of central nervous 
system pathology. [n contrast, in the nonpsychotic group 
27 (43.5 percent) showed evidence of organic disease. 
Children with disorganized behavior of psychotic propor- 
tions are often considered to be mentally retarded. Care- 
ful consideration of the child's history, symptoms, and 
findings will differentiate the various subcategories in this 
broad category. Behavior that is difficult to understand 
may be designated as being a consequence of mental re- 
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tardation by practitioners with little experience in this 
field. Clinical consideration will differentiate children 
whose intelligence is normal from those with intellectual 
levels that fall below two standard deviations from the 
norm. In many children such differentiation is not pos- 
sible because the conditions associated with psychosis of 
childhood result in functional retardation in all areas of 
their affective lives. 

Whether the high incidence of psychotic maldevelop- 
ment in this group of retarded children is caused by vul- 
nerability because of organic brain damage or by defec- 
tive interpersonal relationships is not clear; there is 
insufficient evidence from this study to support either hy- 
pothesis. Nevertheless, in this series psychotic conditions 
were noted in a large number of retarded children. 


Children with Other Disorders 


Forty-nine of our 100 children were diagnosed as be- 
longing in the categories of characterologic, neurotic, be- 
havioral, and situational disorders. The category with the 
largest number of children was behavioral disorders, fol- 
lowed closely by personality disorders. 

The development of emotional disorder in retarded 
children often begins with transient situational problems 
that become more fixed as the child's development is dis- 
torted. Such difficulties, coupled with negative social atti- 
tudes, may make less acute problems intense as the child 
encounters each developmental level. In addition, the 
birth of a retarded child obviously arouses reactive prob- 
lems in the family that will result in difficulties in caring 
for the oifspring. This has been noted by other au- 
thors (14, 16-18) and may account for the high incidence 
of behavioral and personality disorders among retarded 
children. 

It should be noted that neurotic disorders tended to be 
diagnosed less frequently. The fact that most of the chil- 
dren exhibited anxiety in any new situation was not fully 
delineated in the diagnosis. Anxiety reactions were con- 
sidered a frequent concomitant of the disorder rather 
than a diagnostic category in themselves. 

Since it is not the diagnostic category but the social ad- 
aptation of the child to his family and community that 
precipitates referral, we recorded the concerns of parents 
who brought their children to the clinic and in what areas 
of behavior symptoms caused the greatest trouble. In the 
analysis of the major symptoms that the parents noted as 
reasons whv they came to the clinic, the triad of symp- 
toms that emerged was aggression, social relations, and 
developmental lags. 

Aggression seemed to arouse the most anxiety in par- 
ents, evoking not only counterfeelings concerning im- 
pulse control but also fear that such behavior would be 
uncontrollable and result in hurt to others. Aggression 
was the primary symptom noted for 44.4 percent of the 
62 nonpsychotic retarded children referred to the clinic. 
Aggression may result from frustration encountered by 
the retarded child as he is confronted with increasingly 
complex societal tasks (19, 20). In response to frustration 
there is the wish to retaliate and, if the wish is translated 
into action, aggressive behavior. In addition, the parent 
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who has difficulty in accepting the child into the family 
may be depressed, and the child may express in action the 
suppressed feelings of the parent. 

Developmental lags, the second of the triad, also 
caused concern. These symptoms were noted for 44.2 per- 
cent of the 62 nonpsychotic children. The symptoms 
noted were primarily in the area of speech problems and 
self-care skills. Developmental lags were a special cause 
of consternation for families in which diagnosis had not 


been firmly established. Failures in self-care'skills are fre-- 


quently symptomatic of interpersonal difficulties between 
caretaker and child. At early stages of development such 
failures may be a manifestation of anxiety resulting in 
developmental problems and not a concomitant of re- 
tardation; nevertheless, we included such difficulties in 
this category. 

The third area of concern was the area of social rela- 
tions. These symptoms were noted for 42.9 percent of the 
62 nonpsychotic children. The parents were concerned 
that the child did not join in activities with his peers: he 
did not play well, seemed to be overly sensitive, and was 
more or less isolated, not only because of his inabilities 
but also because of isolation inflicted upon him by peers 
and community. 

Following this triad of symptoms in frequency came 
school problems and neurotic traits, which were reported 
for 26.9 percent and 23.8 percent of the nonpsychotic 
children, respectively. As the child grew older and be- 
came more reactive to his scholastic and social situation, 
he exhibited behavior that was difficult to manage within 
the school context. These problems often overlapped with 
aggression and social relations. In contrast, there was a 
relative infrequency of symptoms related to antisocial be- 
havior. 

We compared the incidence of these symptoms in our 
nonpsychotic retarded group with that in a control group 
of children with normal intelligence who were referred to 
the clinic. The triad of symptoms differed in one major 
area (see figure 2). School problems were by far the ma- 
jor complaint in the control group; 62 percent of these 79 
children had problems related to school. The incidences 
of failures in social relations and aggression among the 
nonretarded group were very similar to those in the re- 
tarded group. There was a greater incidence of neurotic 
traits in the control group. 

Antisocial behavior occurred almost three times as fre- 
quently in the children of normal intelligence. This find- 
ing contradicts the myth that the mentally retarded are 
more liable to turn to crime and delinquency and to have 
poor impulse control, a myth that is frequently expressed 
but inadequately substantiated. 

Thus symptoms relating to aggression and social rela- 
tions were apparent in both groups of children. The par- 
ents of the more intellectually normal population com- 
plained of school problems with far greater frequency. 
The parents of children with mental retardation did not 
note difficulty in learning as a major symptom. These 
parents seemed to accept the fact that their children 
would not learn well, and generally the expectation was 
fulfilled. The child with normal intelligence was expected 
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to learn, and his failure to do so was a primary com- 
plaint. 


Organicity, Age at Referral, and Social Class 


We examined whether behavioral symptoms in our 62 
nonpsychotic retarded children were influenced by the 
presence or absence of organicity— whether children with 
organic damage tended to have a higher incidence of such 
symptoms as aggression or school problems than those 
without such damage (see figure 3). There seemed to be 
little difference. 

We also compared the ages at which these 62 children 
made the initial contact at the clinic and at what period 
of development such symptoms occurred (see figure 4). In 
all categories, symptoms seemed to become more trou- 
blesome once the child entered school. During the earlier 
school-age period, symptoms became evident because of 
the pressure to conform to social expectations. The 
symptoms were present before the child entered school 
but were not so troublesome as they became after school 
entry. The prevalence of symptoms related to age at the 
time of referral continued throughout the school-age pe- 
riod. This is consistent with the findings of epidemiologic 
studies reported from the Onandaga County study (21). 

There was an indication of a relationship between so- 
cial class and psychosocial etiological factors. Approxi- 
mately 30 percent more children in the borderline and 
mild categories of mental retardation than children in the 
contro! group came from social classes IV and V (see 
table 2). However, there seemed to be an equal distribu- 
tion of social classes between the moderately retarded 
children and the control group. In addition, more of the 
retarded children in classes IV and V had a psychosocial 
etiology of their retardation (N 226) than had an organic 
etiology (N=14) (see table 3). Although these data are 
consistent with those of other studies (22), they should 
not be construed as attributing causation of retardation 
to social class. 


CONCLUSIONS 


In a profile of the psychopathological manifestations 
of mentally retarded children we would find a high in- 
cidence of psychotic disorganization. Children who have 
organic findings tend to come to the clinic earlier in their 
lives, whereas the reverse would be true for those with no 
organic findings, who would come to the clinic after en- 
tering school. The presence or absence of organicity 
would have little relationship to the symptom presented. 
A major portion of referrals would be children with bor- 
derline or mild retardation. Children would tend to be re- 
ferred after they were admitted to school. Parents would 
be most concerned about symptoms of aggression and so- 
cial relations. Generally, the group seen would be from 
the lower socioeconomic classes in greater numbers than 
in the general clinic population because of a higher in- 
cidence of psychosocial etiologies. 

In this study, children with mental retardation had a 
higher frequencv of emotional disorder, but their symp- 


toms were not different from those found in the general 
clinic population. There is no evidence that the mentally 
retarded children studied exhibited symptoms that fit into 
a special category related to their retardation. 
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Changing Patterns of Psychiatric Inpatient Care in a University General Hospital 


BY ROBERT H. GERVAIS, M.D., GEORGE W. BARNARD, M.D., JOHN E. ADAMS, M.D., 
AND. RICHARD E. GORDON, M.D., PH.D. i 


Fy 


Shands Teaching Hospital (STH) of the University of 
Florida Health Center. In addition, we will supply data 
suggesting that the national change in health care philos- 
ophy has influenced the type of patients seen, modified 
the kind of care they obtain, and affected the education of 


. The authors describe the changing patterns of psychiatric . 
.- * "inpatient care-in a university hospital. Patients are 
'. shortening their hospital stay and are traveling fewer 
^ miles from their homes to the hospital. Increasing 
" | numbers of blacks, men, and low-income persons are 


"« $ being treated. In addition, the percentage of patients with SEUBen Es 
> -> neuroses and transient situational disturbances has 
© , decreased; while the percentage of those with personality | on 


"2X and behavior disorders has increased. The authors 


discuss the implications of these changes, which benefit Data were compiled from the files of all inpatients ad- 


both patients and the education of students. 


RECENTLY Ozarin and Taube (1) reported on the nation- 
al trend toward management of psychiatric patients in 
community settings rather than on relatively isolated in- 
patient units. They provided statistics on “‘the entire 
universe of patients with a primary psychiatric diagnosis 
hospitalized in mental health facilities in the United 
States" and showed that inpatient care had decreased 
from 77 percent of all psychiatric episodes in 1955 to 42 
percent in 1971. Since the late 1960s it has been national 
policy to provide all people with equal access to quality 
mental health resources. Federal financial support, sup- 
plemented by funds from state and local resources, has 
implemented this effort. Both outpatient care, through 
the community mental health center movement, and 
short-term inpatieni care, usually in a general hospital 
near the home community, have become available to 
many previously uncerserved psychiatric patients. 

The Community Mental Health Centers Act on the 
national level and the Baker Act in Florida provide funds 
for the care of low-income psychiatric patients in nearby 
outpatient and inpatient settings. The Baker Act provides 
up to 15 days of inpatient care in a general hospital, and 
all involuntary hospitalization must first occur in the gen- 
eral hospital, i.e., no one can be directly hospitalized in- 
voluntarily in a state mental hospital. 

In this report we will explore how this new approach 
has changed the population characteristics of the psychi- 
atric inpatient unit in a university general hospital—the 
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mitted to the STH psychiatric unit from January 1969 
through September 1974, to the regional state hospital 
from our catchment area, as well as to the entire state 
hospital system from the state as a whole. Data were also 
obtained on the number of patients in each of these three 
categories. The following information was recorded and 
tabulated on all STH patients: length of hospital stay, 
distance traveled to the hospital, source of referral, race, 
sex, age, discharge diagnosis (using DSM-II |2]), and 
type of medical payment. The significance of differences 
in numbers of patients in the various categories over time 
was calculated by chi-square tests. 

Low-income patients first began to receive care under 
the provisions of the Baker Act in July 1972. In the area 
served by the STH only minimal, unstructured outpatient 
services were available at that time through the county 
health departments. The community mental health out- 
patient services in the district opened a year later on July 
1, 1973. 


` RESULTS 


The average length of stay of patients treated in the in- 
patient unit of the STH decreased by nearly two-thirds, 
from 38 days for the 247 patients admitted in 1969 to 
13.3 days for the 540 inpatients in 1974. The percentage 


of patients treated for.15 days or less increased from 35.8 


percent in 1969 to 65.9 percent in 1974; the percentage of 
those treated for longer than 90 days declined from 15.8 
percent to 1.7 percent during the same period (x?= 
294, p «.005) (see table 1). 

Patients are now traveling shorter distances from their 
home areas to the hospital. During the 1969-1974 period 
the average distance traveled per patient decreased from 
105.2 miles to 62.8 miles. This is related in part to the fact. 
that the.proportion of patients from the STH catchment 
area increased substantially after the Baker Act took ef- 
fect in 1972. 


TABLE 1 


Length of Inpatient Stay on the Psychiatric Unit of the Shands Teach- 


ing Hospital, in Percents 








Length of 1969 1970 1971 1972 1973 1974 
15 or less 35.8 36.6 41.7 50.1 69.4 65.9 
16-30 I7. 26.5 25.2 24.2 18.9 19.4 
31-60 24.4 24.2 15.8 20.1 9.1 ILI 
61-90 6.9 9.0 10.9 3.8 2.0 1.9 
91 or more 15.8 3.7 6.4 1.8 0.6 1.7 


Another finding, also related to the passage of the Bak- 
er Act, was the general increase in referrals from agencies 
such as community mental health services (zero percent 
in 1969 to 47.8 percent in 1974) and the decrease in refer- 
rals from nonpsychiatric physicians (43.4 percent in 1969 
to 8.8 percent in 1974). The latter probably reflects refer- 
rals by physicians to psychiatrists in general hospitals in 
their own communities and supports the thesis that 
patients are being kept near their homes for psychiatric 
treatment. Although the percentage of referrals to the 
STH by psychiatrists declined (53.1 percent in 1969 to 
39.8 percent in 1974), the actual number of patients they 
sent to the psychiatric unit there increased by 42 percent 
during this same period. | 

The percentage of blacks receiving care in the STH in- 
patient unit changed from 3.3 percent of the total in 
1969 to 16 percent in 1973 and 13.4 percent in 1974. The 
percentage of male inpatients changed from 35 percent 
of the total treated in 1969 to 50 percent in 1972 and 44.3 
percent in 1974, There were no marked differences in the 
ages of the patients under care during the 6 years studied. 

There were differences in the diagnoses that STH 
patients have received in recent years in comparison to 
those in the early period of this study in 1969. For ex- 
ample, there was a decrease in the percentage of patients 
diagnosed as neurotic (35 percent in 1969 to 24 percent in 
1974) and in the percentage of those with transient situ- 
ational disturbances (16 percent in 1969 and 6 percent in 
1974). There was an increase in personality disorders (12 
percent in 1969 to 17 percent in 1974) and in behavior 
disorders of childhood and adolescence (zero percent in 
1969 to 6 percent in 1974). All of these changes are sta- 
tistically significant (p « .005). 

STH patients with a diagnosis of alcoholism or drug 
dependence increased sixfold, from 2 percent in 1969 to 
12 percent in the 1973-1974 period. We also noted the 
increased use of the diagnosis of manic-depressive illness 
in the last 2 years under study, from zero percent in 
1969-1972 to 3.5 percent in 1973-1974. This trend is 
probably related to an increase in referrals for the dis- 
order as well as to a heightened diagnostic sensitivity as a 
. result of the availability of lithium. 

. There were also changes in medical payment cate- 

gories over the years. The medically indigent category, 
which includes the Baker Act patients, increased from 
11.7 percent of all STH admissions in 1969 to nearly 30 
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percent in 1974. The number of private patients admitted, 
including those whose care is supported by health in- 
surance, declined from 82.6 percent to 52.1 percent of the 
total. There was also an increase in patients receiving 
Medicare and Medicaid, from 0 percent in 1969 to 5.3 
percent (Medicare) and 2.2 percent (Medicaid) in 1974. 

Although agency-referred patients made up about 50 
percent of all STH admissions during the past 2 years, 
they accounted for a modest percentage representation 
on the ward, since they remained there an average of only 
10 or 11 days. Agency-referred patients accounted for 5.2 
percent of all patient days in 1972, 32.1 percent in 1973, 
and 20.2 percent in 1974. These low-income patients con- 
tinue to represent 20 percent of the ward population. 

Since July 1972, when the STH became able to offer up 
to 15 days of treatment to low-income persons under the 
Baker Act, the number of admissions from the local 
catchment area to the regional state hospital has de- 
creased by more than half (54.4 percent). Meanwhile, the 
total number of admissions to the state hospitals in other 
areas of Florida rose 4.6 percent. Furthermore, the aver- 
age number of resident patients in the regional state hos- 
pital from our area has dropped by 75 percent (from 49 
to 12 persons) in less than 2 years (3). 

In contrast to these data, the number of resident 
patients from the rest of the state has declined 16 percent 
since 1972. This, too, represents an improvement; in ear- 
lier years the number of resident patients from the entire 
state in all of the state hospitals had declined about 9 per- 
cent per year. 

With the opening of community mental health out- 
patient services in our area-in July 1973, the number of 
Baker Act inpatients admitted to the STH immediately 
decreased by nearly one-quarter, and the number is con- 
tinuing to decline. In 1974 the number of Baker Act ad- 
missions was over one-third less than in 1973. 


DISCUSSION 


It appears that the psychiatric unit of the university 
hospital has followed the national trend described by 
Ozarin and Taube (1). Since 1969 psychiatric inpatients 
have remained for briefer hospital stays and have irav- 
eled shorter distances from their home communities. 

Patients who previously were referred for care in pub- 
lic mental hospitals are now entering the university hospi- 
tal. Black and male patients are appearing in nearly rep- 
resentative numbers for inpatient care. The brief 
inpatient stays are part of a continuum of care. Referrals 
from agencies have increased, management of alcoholics 
and drug addicts has moved from the police and correc- 
tional facilities into a medical setting, and notable num- 
bers of these persons are entering and leaving the hospi- 
tal. Fewer of the low-income patients who were treated 
on the psychiatric inpatient unit and in the catchment 
area's community mental health outpatient services re- 
quire hospitalization in the regional state hospital. Both 
the admissions and the number of residents there from 
the district are declining rapidly. - 
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CHANGING PATTERNS OF INPATIENT CARE 


With the passage of the Myers Act in Florida for the 
treatment of alcoholic patients, a comprehensive system 
is developing that provides alternatives to inpatient treat- 
ment. (The Myers Act, enacted in 1973, stops the jatling 
of publicly intoxicated persons and mandates a medical 
response to them ana other alcoholics.) Facilities for 
detoxifying alcoholics will serve as the first line of care; 
this will probably reduce the number of alcoholics admit- 
ted to the inpatient units of general hospitals. The latter 
will be reserved for persons with psychoses and other ser- 
ious complications related to their ethanol abuse. State 
district plans provide for quarterway and halfway houses 
with individualized treatment services available for resi- 
dents. Only seriously ill alcoholics will continue to re- 
quire inpatient care. 

Mazer (4) has shown that persons from the upper and 
middle classes tend to be identified as psychiatric 
patients, while those from the lower social class experi- 
ence “‘parapsychiatric events." In descending order of oc- 
currence these events include: fines, underachievement in 
high school, school discipline problems, auto license sus- 
pension, court probation, chronic alcoholism, and mari- 
tal dissolution. The rate of these problems among males 
has always significantly exceeded that among females. 
With the advent of the Baker Act, many more persons 
with parapsychiatric problems are being treated in psy- 
chiatric facilities. These patients are often difficult to 
treat, but they do benefit from care (3). 

Low-income patients often require more medical and 
social psychiatric care than do middle- and upper-class 
patients. They tend to have more physical illness and to 
need assistance frora social workers, rehabilitation coun- 
selors, and others because of their financial problems and 
educational and vocational handicaps. 

Hirschowitz (5) Fas reported on two psychiatric hospi- 
tals that underwent transformations like ours. He de- 
scribed staff response as similar to the grief sequence de- 
scribed by Kübler-Ross (6), with denial, then isolation, 
anger, bargaining, and depression, and finally, accept- 
ance—-phenomena that we also observed. 

Comparing the findings from the STH impatient unit 
with those reported from its outpatient clinic, we note 
that the percentage of blacks increased in both settings. 
However, the amount of increase is more evident on the 
inpatient unit; in the outpatient clinic it rose from an av- 
erage of 11.6 percent during the period prior to 1972 to 
16.5 percent during 1972 and 1973. The number of male 
inpatients increased, in contrast to findings from the out- 
patient clinic, where the percentage of such patients in the 
years studied declined slightly, from 30.3 percent to 28.8 
percent (7). This corroborates the general finding that 
women tend to use psychiatric outpatient facilities more 
than men do. 


Benefits to Patients 


For the patient himself—rich or poor, black or white, 
college educated or grade-school dropout—we believe 
that the present program often provides a richer, more 
therapeutic experience than the previous one. Americans 
are reassessing their values and learning to live with, 
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work with, and enjoy the company of persons of different 
backgrounds. A psychiatric facility serving primarily pri- 
vate patients cannot fully simulate the world outside, re- 
gardless of how therapeutic the staff and environment 
are. In recent years as the proportion of low-income mi- 
nority students, especially blacks, has increased in our 
medical and other health professional schools (paral- 
leling the shift in patterns of patients served), the stu- 
dents, staff, and patients have all contributed to improv- 
ing the therapeutic program of the ward. 


Case Report 


Mr. C, a 59-year-old black unemployed teacher, was admit- 
ted to the ward with involutional depression. For the 2 years 
prior to his admission he had become increasingly anxious, rest- 
less, and unable to sleep well. He had given up teaching school 
and had retired early. He also operated a small farm that had 
been in his family for generations, but he found the task of oper- 
ating the farm alone burdensome and exhausting. Since his re- 
tirement income was below the required limits, he was eligible 
for 15 days of inpatient hospitalization under the Baker Act. 

An orphan since his 2reteenage days, Mr. C had lived with a 
series of relatives who expected him to work hard and earn his 
keep. He had been a conscientious worker and a good student. 
He put himself through college and obtained a master's degree 
in education. Meanwhile, he married and raised two daughters, 
one of whom became a lawyer and the other an architect. Both 
of these young women left the rural community where they 
grew up and moved to urban centers where they worked and 
raised their families. The patient was divorced and saw his chil- 
dren and grandchildren only on holidays and vacations. With 
his work and his family gone, he was lonely and felt that his life 
had lost its purpose. 

On the ward the patient adapted to the routine, participated 
in activities, and entered into discussions in both individual and 
group therapy sessiors. He responded to antidepressant medi- 
cation and the therapeutic milieu and was eager to discuss his 
problems. As a teacher in an integrated school, he was accus- 
tomed to working with high school youth of both races. He was 
sympathetic to the problems of the younger patients, both white 
and black. He communicated comfortably with the delinquent 
youngsters, who often turned to him in group therapy during 
the 2 weeks he remaiaed on the ward. The patient himself began 
to realize that he would benefit from going back to work in- 
volving young people. 

With the help of the social worker he investigated a position 
as houseparent in a training school for delinquents near his 
home. Subsequently, he has been working effectively in the 
training school. He has employed some of the older boys there 
to assist him in managing his farm chores and has continued to 
make good progress. He is now being followed once a month by 
a resident psychiatrist as an outpatient. 


Educational Benefits 


A primary role of any teaching hospital has been to 
train medical students and residents, as well as students 
of nursing and other mental health professions, to recog- 
nize and manage their patients! psychiatric problems. 
The university hospital has remained a resource for treat- 
ing the state's most difficult psychiatric patients. Re- 
cently, it has taken on a sample of the low-income psychi- 
atric population in the state. With this change there is 
now a wider range of psychiatric problems of varying 
complexity with which University of Florida students can: 


gain experience in therapy. They are now seeing in their 
clinical rotations a representative sample of the totality 
of problems among the classes of people that they will en- 
counter in their practices. 

This experience benefits both students and patients. A 
wealthy white architect’s wife and a black migrant labor- 
er woman were recently admitted to the psychiatric unit. 
Both were treated by a therapeutic team that included 
two medical students, each of whom came from a racial, 
social, and economic background similar to his patient’s. 
Each student communicated easily with his correspond- 
ing patient as well as with the rest of the professional 
team. Each was able to interpret cultural elements that 
the treatment team might have missed. The patients, par- 
ticipating in group and ward activities with each other, 
were helped by the medical students to converse and re- 
late their feelings and problems to each other and to the 
rest of the group. A psychiatric resident of Asian origin, 
by daily experience with these two polar extremes of the 
socioeconomic spectrum, was able to learn much about 
American cultural differences and their importance in 
patient care. 

In many areas of the state the treatment of low-income 
patients supported by Baker Act funds has been less suc- 
cessful during the first few years of funding. As discussed 
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earlier, admissions from some communities to the state 
hospital system have not declined despite the expenditure 
of state funds for short-term treatment in local psychiat- 
ric inpatient units. It is hoped that educational programs 
such as this one will produce well-prepared graduates 
who can successfully provide inpatient and outpatient 
care to low-income persons and help keep them at their 
Jobs, in their homes, and close to their families. 
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A Critique of the St. Louis Psychiatric Research Criteria for Schizophrenia 


BY MICHAEL ALAN TAYLOR, M.D., AND RICHARD ABRAMS, M.D. 


The authors reviewed the research data for 89 
hospitalized patients who were given a diagnosis of 
schizophrenia and 22 who were given a diagnosis of 
mania on admission. They found that 11 (12 percent) of 
the schizophrenic patients satisfied the St. Louis research 
criteria for schizophrenia and 10 (11 percent) satisfied the 
authors' criteria. Diagnostic agreement between the sets 
of criteria was shared in only 5 of these patients. On the 
basis of this finding and other studies of the St. Louis 
criteria, the authors suggest specific modifications that 
would broaden the utility of these criteria and minimize 
diagnostic disagreement. 


FEIGHNER AND ASSOCIATES from Washington University, 
St. Louis, Mo., proposed specific diagnostic criteria for 
14 adult psychiatric illnesses that they stated have been 
"sufficiently validated by precise clinical description, fol- 
low-up, and family studies to warrant their use in re- 
search as well as in clinical practice" (1). 

A psychiatric diagnostic system based on data rather 
than impression or speculation was long overdue when 
this report was published. The interest and enthusiasm 
expressed in these criteria was therefore immediate. 
However, the criteria were not presented as final defini- 
tions of illness; rather, they were proposed as an initial 
taxonomic step in the development of a common ground 
for different research groups. Modifications were ex- 
pected. 

This report presents our experience with the St. Louis 
criteria: we compared schizophrenic patients defined by 
these criteria with a sample of patients who satisfied our 
own research criteria for schizophrenia (2). 


METHOD 


We reviewed all research data for a sample of 247 con- 
secutive admissions over a seven-month period to an 
acute treatment inpatient psychiatric unit of a municipal 
hospital in New York City. 

Each patient had been examined by one of us in a semi- 
structured interview. Information was recorded for the 
variables of admission diagnosis, previous hospital diag- 
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nosis (where applicable), demographic characteristics, 
and the clinical phenomenology of the admission. We . 
also examined the 247 patients for age at first onset of 
psychiatric illness, for subsequent course of the illness, 
and for a history of alcoholism. Information was also re- 
corded for the first-degree relatives of each patient for 
history and type of psychiatric illness and/or alcoholism. 
Research diagnoses for the patient at the time of the in- 
dex admission and during past episodes of illness as well 
as for illnesses in first-degree family members were then 
made according to our previously described criteria (2). 

Briefly, our criteria for schizophrenia (all required) 
were: 

|. The presence of formal thought disorder. 

2. The presence of emotional blunting. 

3. The presence of incomplete! verbal auditory halluci- 
nations or autochthonous (sudden, fully formed) delu- 
sional ideas, except for grandiose delusions of wealth or 
high birth or depressive ones of poverty or guilt. 

4. The absence cf unequivocal signs of coarse brain 
disease. 

5. The absence of any medical illness known to pro- 
duce psychiatric symptoms. 

6. The absence of any history of hallucinogenic drug 
ingestion or use of psychostimulant drugs associated with 
the index admission. 

Treatment outcome after discharge from the hospital 
was rated by a “blind” investigator who was presented 
with a description of the patient's condition on admission 
and at time of discharge from which all information con- 
cerning admission and research diagnosis was deleted. 
Treatment response was rated on a 4-point global scale 
(0- minimal, 1 2moderate, 2=marked, and 3-remis- 
sion). 

For the present report we selected from the 247 
patients those who were given a diagnosis of schizophre- 
nia on admission (N = 104). We excluded 8 patients who 
were readmitted during the study period so the same 
patient would not be counted twice and 7 patients for 
whom we had incomplete data. This left a sample of 89 
schizophrenic patients. T wenty-six of these patients were 
given an admission diagnosis of acute schizophrenia; 41, 
paranoid schizophrenia; and 22, chronic schizophrenia. 

For comparison and for further testing of the specifici- 
ty of the St. Louis criteria we selected another group of 
22 patients who were given a diagnosis of mania on ad- 
mission and who also fulfilled our research criteria for 
mania (2). Thus our final sample included 111 patients. 


'Complete auditory hallucinations or delusional perceptions were ac- 
ceptable but not required. 


Again, all identifying information concerning admission 
and discharge diagnoses, treatment received, outcome, 


and family history was deleted from descriptions of these 
patients. They were then divided into two groups accord- 
ing to whether they satisfied the St. Louis criteria or our 
criteria. 


RESULTS 


Sixteen of the 89 patients with an index admission 
diagnosis of schizophrenia (18 percent) satisfied one or 
the other set of research criteria. Eleven patients (12 per- 
cent) satisfied the St. Louis criteria, and 10 patients (11 
percent) satisfied our criteria. Diagnostic agreement be- 
tween the sets of criteria was shared in 5 patients. This 
agreement is no better than would be expected by chance 
(kappa = -0.27, n.s.). 

Table | presents a comparison of the patients who sat- 
isfied only the St. Louis criteria, those who satisfied only 
our criteria, and those who fit both sets of criteria accord- 
ing to several variables. The number of patients in each 
group is small, and we could find no differences among 
the three groups for several demographic variables, pres- 
ence of Schneider's first-rank symptoms, short-term re- 
sponse to somatic treatment, and prevalence of major 
psychoses among first-degree relatives. 

Table 2 shows the distribution of the two sets of cri- 


TABLE 1 
Comparison of 16 Patients Who Satisfied Research Criteria for 
Schizophrenia 
Criteria Satisfied 
St. Louis 
Taylor and and Taylor 
St. Louis Associates and Associ- 
Item (N«6) (N=5)  ates(N«5) 
Sex 
Number of men 3 3 5 
Number of women 3 2 0 
Race 
Number of blacks 2 | l 
Number of whites 4 4 4 
Mean age at index admission 31.33 32.00 33.20 
Mean age at onset of illness 17.67 21.80 22.80 
Mean number of episodes of 
illness per patient year 00.49 - 0.73 0.55 
Number of patients with : 
Schneiderian first-rank symp- 
toms I 2 2 
Mean outcome score* 1.33 1.40 1.20 
Prevalence of psychiatric illness 
' in first-degree relatives 
Number of relatives 19 19 17 
Number with affective 
disorder 2 0 | 
Number with schizophrenia 0 0 0 
Number with other psychoses 0 0 0 
Number with alcoholism 0 0 0 


* Rated on a 4-point scale: 0— minimal response to treatment; 1 moderate re- 


sponse; 2= marked response; and 3— remission. 
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TABLE 2 
Distribution of Criteria Among 111 Patients, by Admission Diagnosis 





Number of Patients, by Diagnosis 


Acute Paranoid Chronic 
Schizo- Schizo- Schizo- - 
Mania  phrenia phrenia phrenia 
Item (N=22) (N=26) (N=41) (Nz22) 
St. Louis criteria* 
Al Chronic illness of at 
least 6 months’ duration 9 13 26 17 
A2 Absence of diagnosis of 
affective disorder 0 13 18 19 
B Delusions, hallucina- 
tions, or lack of under- 
standable speech 21 25 36 18 
Ci Single 13 22 14 
C2 Poor premorbid 
adjustment 16 24 35 20 
C4 Absence of alcoholism 
or drug abuse within 
one year of onset of 
psychosis 19 19 21 15 
C5 Onset cf iliness before 
age 40 19 23 32 22 
Diagnosis of schizophrenia 
by St. Louis criteria** 0 0 4 7 
Diagnosis of schizophrenia 
by criteria of Taylor and 
Abrams 0 l 2 7 


*The criterion of family history of schizophrenia (C3) has been omitted be- 
cause it will be evaluated separately. 
For a diagncsis of schizophrenia, patients had to satisfy the following cri- 
teria: Al, A2, B, and at least three of C1-C5. 


teria for the manic patients and the three groups of 
patients given a diagnosis of schizophrenia on admission. 
We omitted the criterion of family history of schizophre- 
nia from the St. Louis criteria to evaluate separately any 
relationship between a definite diagnosis of schizophrenia 
according to the St. Louis criteria and family illness pat- 
tern. 

The duration of symptoms differentiated the manic 
patients from the chronic schizophrenic patients (y?- 
4.61, p<.05) but not from the acute and paranoid schizo- 
phrenic patients (x?—1.36, n.s.). The three groups of 
schizophrenic patients did not differ from each other in 
duration of symptoms (x^- 1.83, n.s.). 

The excessive use of aicohol or drugs during the year 
before admission distinguished the manic patients from 
the paranoid schizophrenic patients. The latter had a 
higher prevalence of alcoholism (3226.19, p<.02). This 
criterion did not distinguish the manic patients from the 
acute schizophrenic patients (x?—0.60, n.s.) or from the 
chronic schizophrenic patients (32— 1.16, n.s.). All three 
groups of schizophrenic patients had a surprisingly low 
prevalence of alcohol or drug abuse. 

The presence of delusions, hallucinations, or lack of 
understandable speech did not differentiate the four 
groups of patients. Most cf them exhibited one or more 
of these phenomena. We also could not distinguish the 
groups from each other by the criteria of being single, 
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. having a poor premorbid adjustment, or having an illness: 


onset before age 40. Indeed, 52 percent of the total 
sample (N=111) were single, 86 percent had a poor pre- 
morbid adjustment (as defined by Feighner and asso- 
ciates [1]), and 86 percent had an illness that began be- 
fore age 40. 

Because of the Heterogeneity of the patients given an 
admission diagnosis of schizophrenia, wé next compared 
all of the patients who satisfied the St. Louis criteria for 
Nds (N «11) with the patients who satisfied our 
. &esearch criteria for | mania (N 222). Except for a shorter 
- duration of symptoms | in the group diagnosed by our cri- 
"teria as.manic (x28.39, p «:01), there were no other dif- 
ferences between E two LETS UDRS 


>” 

soem 
Ye is 
"s 
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itoh. nidii 89 hospitalized 
NE Who were given à diagnosis: of schizophrenia on 
aa we were able to identify 11 patients (12 per- 
. cent) who satisfied the St. Louis research criteria for 
schizophrenia. A similarly small percent of patients (1 
percent) satisfied our research criteria for schizophrenia. 
These two groups of schizophrenic patients were similar 


in age at onset of illness, number of episodes per ill 


patient year, racial and sex distribution, the presence of 


first-rank symptoms, treatment response, and the preva- - 


lence of psychiatric illness in first-degree relatives. 

It is not surprising that rigorous research criteria 
should define only a small number of patients diagnosed 
as schizophrenic according to unspecified criteria. It is 
also not surprising that sets of research criteria devel- 
oped from a Kraepelinian concept of schizophrenia 


should select patients with a poor response to treatment.. 


What is surprising is that.although the patients identified 
as schizophrenic by each set of criteria were similar in de- 
mographic and clinical characteristics, they were, in over 
two-thirds of the cases, different individuals. The diag- 
nostic agreement for patients given a definite diagnosis of 
schizophrenia according to research criteria was low. 

Several of the individual St. Louis criteria did not dif- 
ferentiate manic patients from schizophrenic patients in 
our study population. Specifically, the presence of delu- 
sions, hallucinations, or lack of understandable speech; 
being single; or having a poor premorbid adjustment 
were equally frequent in manic and schizophrenic 
patients. Only duration of illness and the exclusion crite- 
rion of diagnosable affective disease separated the 
groups, the former successfully separating the manic 
patients only from chronic schizophrenic patients. 

We interpret this nonspecificity of some of the St. 
‘Louis criteria-as reflecting cultural variables associated 
with being single or having a poor premorbid adjustment. 
The St. Louis criteria were developed and used most ex- 
tensively in almost exclusively white populations in which 
most of the individuals studied had completed high 
school(3). Being single, unemployed, or out of school 
with few social contacts was deviant for those popu- 
lations but was the norm for the population from which 
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we drew our sample. These variables were therefore inef- _ 
fective in differentiating affective disease from schizo- 
phrenia. Other authors have suggested that such social. 
criteria often contribute to diagnostic disagreement (4) 
and may relate to preexisting social factors or severity of 
illness rather than to specific illnesses (5, 6). 

Another operational difficulty with these criteria is 
that three of the following five criteria are required: being 
single, poor premorbid ‘social adjustment, absence of al- 
coholism or drug abuse, family history of schizophrenia, 
and onset of illness before age 40. It is entirely possible - 
for an individual from our patient population to be single, 
to have a poor premorbid adjustment, to have no.alcohol- 
ism or drug abuse, and to satisfy all of the other St. Louis 
criteria but develop an illness after age 70. This individ- 
ual would be an unlikely candidate for the diagnosis of 
schizophrenia. 


Suggested Modifications 


Appendix | presents our modification of the St. Louis 
criteria and our own criteria. | 

We suggest that the social criteria and the * ‘three. of 
five" criteria be dropped in order to encourage wider use 
of the St. Louis criteria. Our data indicate that the six 
months’ duration of illness criterion should be sufficient 
to identify patients with a chronic illness. 

Because the criterion of delusions, hallucinations, or 
lack of understandable speech did not differentiate affec- 
tive disease from schizophrenia, we suggest augmenting: 


" the specificity of these items, particularly the phrase 


"lack of understandable speech." Harrow and asso- 
ciates (7) reported that process, or Kraepelinian, schizo- 
phrenic patients can be distinguished from reactive schiz- 


. Ophrenic patients by their tendency toward concrete 


thinking. Tsuang and associates (8) modified the St. 
Louis criteria by using the term “objective thought dis- 
order" to help select a more homogeneous group of 
schizophrenic patients. We would further restrict this to 
“formal thought disorder," including one or more of the 
following: verbigeration, nonsequiturs, word approxima- 
tion, neologisms, blocking, and derailment. 

Feighner and associates (1) specified in their discussion 
that “symptoms are not scored positive if they can be ex- 
plained by a known medical disease of the patient." We 
would. specifically include this statement as a criterion 
and add that any evidence of present or past focal neuro- 
logical disease would also exclude the diagnosis of schizo- 
phrenia. 

Our original criteria for schizophrenia included emo- 
tional blunting. Although Feighner and associates (1) re- 
jected blunting as unreliable, Tsuang and Winokur (9) 
found a “flat affect" to best differentiate hebephrenic 
from paranoid schizophrenic patients. They felt that the 
latter represented a distinct subtype. In our applications 
of this criterion we have been able to clearly distinguish 
manic patients from schizophrenic patients in a group ad- 
mitted with diagnoses of acute and paranoid schizophre- 
nia (2, 10). Perhaps the assessment of affect belongs in 
the exclusion criteria, in which a “broad affect" would 
preclude a diagnosis of schizophrenia. 


Among the 11 individuals for whom the two sets of cri- 
teria did not agree, 3 were classified by the St. Louis cri- 
teria as not having schizophrenia because they showed al- 
coholism within one year of the index admission; 2 were 
classified as not having schizophrenia because the dura- 


. tion of their psychotic episode was less than six months. 


Of the 6 individuals who satisfied the St. Louis criteria 


- but not ours, we diagnosed 4 as having coarse brain dis- 


ease and 2 as having undiagnosed psychosis with a broad 
affect. While our suggested modifications of the St. Louis 
criteria would eliminate disagreement in five of the 11 


patients, Hawk and associates (11), who examined vari-- 


ous sets of strict diagnostic criteria for schizophrenia, 


- were unable to find any set that defines a poor outcome 


group (supposedly Kraepelinian) in a five-year follow-up. 
They concluded that the “ability of characteristic symp- 
toms to define an illness with a deteriorating course 
[schizophrenia] has been greatly overestimated in past 
theory and practice." 

The elimination of false positives from research sam- 
ples is essential in defining an illness: rigorous diagnostic 


' criteria have been developed for this purpose. The failure 


of most sets of criteria to predict outcome and the small 
number of patients who satisfy rigid criteria raise the 
question of whether criteria have become so rigorous as 
to exclude many of the patients suffering from the illness 
or whether there is a single illness to define. The study of 
patients who satisfy some but not all of the research cri- 
teria- for schizophrenia (ie. "probables") might help 
clarify this question. 


| Psychiatric Illness in Relatives 


A related and striking finding among the patients diag- 
nosed as schizophrenic by the sets of criteria we have 
compared is the extremely low prevalence of psychiatric 
illness and the absence of schizophrenia among first-de- 
gree relatives. Kety and associates (12), who used differ- 


ent but overlapping research criteria, also reported an ex- 


tremely low morbidity risk among the first-degree 
biological relatives of adopted schizophrenic patients. 
Winokur and associates (3) not only reported a similarly 
low morbidity risk for schizophrenia (2.11 percent) 
among first-degree relatives of patients diagnosed as 
schizophrenic according to the St. Louis criteria but also 
found a higher morbidity risk for affective disease (5.50 
percent) among these relatives. In another study Wino- 
kur and associates (13) found a low morbidity risk for 
schizophrenia (2.75 percent) among the first-degree rela- 
tives of hebephrenic patients and a morbidity risk for 
schizophrenia (0.83 percent) among first-degree relatives 
of paranoid patients no greater than the risk for schizo- 
phrenia in the general population. 

Neither Winokur and associates (3, 13) nor Kety and 
associates (12) offered an explanation for the low yield of 
familial schizophrenia. Karlsson (14), however, in a fam- 
ily study of schizophrenia in Iceland, found a low mor- 
bidity risk for schizophrenia (2.7 percent) among parents 


‘of process schizophrenic patients but a high morbidity 


risk for "other functional psychoses" (12.6 percent). He 
suggested that "other authors have probably counted all 
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functional psychosis in close relatives as schizophrenia, 
thus arriving at a risk of approximately 15 percent in first 
degree relatives." 

We hypothesize that the increasing rigor of diagnostic 
research criteria in present use has counteracted the ten- 
dency to count all functional psychoses in close relatives 
as schizophrenia, thus resulting.in the more recently re- 
ported low prevalence and morbidity risk figures. We fur- 
ther WE on the basis of the data of this study'and 
others (2, 3, 10), that a majority of first-degree relatives 
previously called oe may have had ane 
disease. — 

The continued nemeni of recai criteria for. ce: 
ophrenia and their greater application to the longitudinal 
study of diverse patient samples may etos a | satis., 
factory answer to. this problem. a ME 

à a uo Nx Pa, es Be iy 
d E Sages! vi 


ae 
REFER ENCES 


epee? 


My f . z ut . ^ 
L. Feighne£; JP ‘Robins. E, Guze SB, et al: Diagnostic criteria for use 
in psychiatric research. Arch Gen Psychiatry 26:57-63, 1972 
2. Taylor MAyGaztanaga P, Abrams-R: Manic-depressive illness and 
acute. schizophrenia: a clinical, family history, and treatment-re- 
.sponse'study. Am J Psychiatry 131:678-682, 1974 
3; Winokur G, Morrisor. J, Clancy J, et al: The iowa 500: II. A blind 
_¢ family history comparison of mania, depression, and schizophre- 
nia. Arch Gen Psychiatry 27:462-464, 1972 
4. Kendell RE, Cooper JE, Gourlay AJ, et ak Diagnostic criteria of 
American and British psychiatrists. Arch Gen Psychiatry 25:123- 
130, 1971 
5. Bromet E, Harrow M, Tucker GJ: Factors related to short-term 
^ prognosis in schizophrenia and depression. Arch Gen Psychiatry 
25:148-154, 1971 
6. Strauss JS, Carpenter WT Jr: The prediction of outcome in schizo- 
phrenia: Il. Relationships between predictor and outcome vari- 
ables. Arch Gen Psychiatry 31:37-42, 1974 
7. Harrow M, Alder D, Hanf E: Abstract and concrete thinking in 
schizophrenia during : me prechronic phases Arch Gen Psychiatry 
31:27-33, 1974 
8. Tsuang MT, Fowler RC, Cadoret RJ, et ak Schizophrenia among 
first-degree relatives of paranoid and nonparanoid schizophrenics. 
Compr Psychiatry 15:295-.302, 1974 
9. Tsuang MT, Winokur 3: Criteria for subtyping schizophrenia: clin- 
ical differentiation of hebephrenic and paranoid schizophrenia. 
Arch Gen Psychiatry 31:43-47, 1974 
10. Abrams R, Taylor MA, Gaztanaga P: Manic-depressive illaess and 
paranoid schizophrenia: a phenomenologic, family history, and 
treatment-responsz study. Arch Gen Psychiatry 31:640-642, 1974 
11. Hawk AB, Carpenter WT Jr, Strauss JS: Diagnostic criteria and 
five-year outcome in schizophrenia. Arch Gen Psychiatry 32:343- 
347, 1975 
i2. Kety SS, Rosenthal D, Wender PH, et al: The types and prevalence 
of mental illness in the biological and adoptive families of adopted 
schizophrenics, in The Transmission of Schizophrenia. Edited by 
Rosenthal D, Kety SS. Oxford, Pergamon Press, 1968, pp 345-362 
13. Winokur G, Morrison J, Clancy J, et al: lowa 500: the clinical and 
genetic distinction of hebephrenic and paranoid schizophrenia. J 
Nerv Ment Dis 159:12-19, 1974 
14. Karlsson JL: An Icelandic family study of schizophrenia. Br J Psy- 
chiatry 123:549-554, 1973 


APPENDIX | o : 
Modified Research Criteria for Schizophrenia 


All of the following mus: be present for a diagnosis of schizo- 
phrenia: 
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. Duration of episode greater than six months nosis of affective disease 
Clear consciousness | F. Absence of alcoholism or drug abuse within one year of the 
Presence of either delusions, hallucinations, or formal index admission 
thought disorder (verbigeration, nonsequiturs, word ap- G. Absence of clinical focal signs and symptoms of coarse 
proximations, neologisms, blocking, and derailment) brain disease or major medical illness known to produce 
Absence of a broad zffect significant behaviozal changes (e.g., thyroid dysfunction, 
Absence of signs and symptoms sufficient to make a diag- - pernicious anemia, porphyria). 


Ow» 
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Hofheimer Research Prize 


The American Psychiatric Association invites applications for its annual Hofheimer Prize for 
outstending research in psychiatry and mental hygiene. The award is given for a book, mono- 
graph, or series of related papers reporting the findings of major studies or research programs 
which have been published or accepted for publication. The award carries with it an honora- 
rium of $750 and will be presented at the Convocation of Fellows at the Association's 1976 
Annual Meeting. 


Applicants must be U.S. or Canadian citizens not older than age 50. If a group of co-workers is 
involved, their median age must be less than 50, and the majority of them must be U.S. or 
Canadian citizens. Any professional person who has done creative work in this area is eligible. 
However, the work must have been completed or published within the last three years (on or 
after July 1, 1972). 


To apply, submit six copies of the book, monograph, or series of related papers (or reprints) to: 
Marvin Stein, M.D., Chairman, Hofheimer Prize Board, American Psychiatric Association, 
1700 Eighteenth Street, N.W., Washington, D.C. 20009. Entries will be acknowledged, but will 
not be returned. The deadline for submission is December 31, 1975, and any entry to be consid- 
ered must be in Washington by that date. 
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Why a Psychoanalytic Core in Psychiatric Education? 


BY 0. EUGENE BAUM, M.D. 





The author presents arguments for a historical 
psychogenetic approach to psychiatric education with a 
focus on psychodynamic understanding of behavior. 
Psychoanalysis provides a developmental psychology and 
a body of clinical data that are uniquely suited to this 
purpose. This focus is meant to be complemented by 
consideration of genetic, social, cultural, learning, and 
biophysiological forces. The author relates trends in 
psychiatric education to the changing identity of the 
psychiatrist and the history of the discipline. 


I RECENTLY HAD THE PLEASURE Of sitting next to Dr. 
Kurt Eissler at a luncheon meeting. I asked him what he 
thought of the future of psychoanalysis. Without hesita- 
tion, he said, “That depends on the politics." I was a little 
startled at first, but then I realized how much truth there 
was in that simple response. Psychoanalysis can thrive 
only in the sunlight of freedom, e.g., in a democracy. It 
would not survive in a totalitarian, repressive regime such 
as Nazi Germany. Its growth has been associated with 
growth in humanism and the arts. Psychoanalysis epito- 
mizes the lifting of repression intrapsychically; thus its 
development parallels the lifting of the repression of peo- 
ples. 

The world has gradually grown smaller as a result of 
increasing means of rapid communication, movement to- 
ward one world, openness of exchange between nations, 
and the slow but definite lifting of repression in some of 
the more totalitarian states. On the other hand, as al- 
ways, historically reactive forces liave also come into 
play, and there is, concern about the development of a 
trend in the opposite direction, i.e., toward repression and 
totalitarianism. Psychoanalysis represents knowledge, 
psychohistorical determinism, and appropriate ex- 
pression and channeling of our instincts. The more we 
know our inner selves, the more we can determine ratio- 
nal courses of.action. The more free we are to know and 
experience our affects, the more we can enjoy our activi- 
ties, our relationships, and ourselves. Simplistically, psy- 
choanalysis can be defined as a study of the history of the 
individual. It represents the dignity of man and self-de- 
termination, and it epitomizes the truth of the observa- 
tion that to ignore history is to repeat the past. 


Revised version of a paper presented at “Psychoanalysis in the Sev- 
enties," a symposium sponsored by the Candidates’ Organization of 
the Philadelphia Psychoanalytic Institute and held at the Medical Col- 
lege of Pennsylvania, March 31, 1973. 


Dr. Baum is Professor of Psychiatry, the Medical College of Pennsylva- 
nia, 3300 Henry Ave., Philadelphia, Pa. 19129. 


When we launched our residency program at the Medi- 
cal College of Pennsylvania in 1967, we decided to have a 
psychiatric training program with a psychoanalytic core, 
although we knew we were “‘bucking the tide." At the 


same time, the program had to be inclusive enough so 


that we could acquaint our residents with developments 
in the broad spectrum of psychiatry and related dis- 
ciplines. Why choose a psychoanalytic core when the tide 
seemed to be turning in other directions? We were inter- 
ested in human behavior, normal as well as pathologic, 
adaptive as well as maladaptive. To understand present 
day behavior, characterological patterns, and defensive 
postures, we felt it was necessary to look at the devel- 
opmental past. The historical-genetic approach helps us 
to do so. Psychoanalysis offers us a body of clinical daza 
and a developmental psychology that are unique. (This 
does not negate the fact that current stresses and influ- 
ences contribute to the learning of behavioral patterns.) 

There were many forces at work to point us in other di- 
rections. We were in the midst of a revolution—in the 
world of nations, the community, the schools, the home, 
and in individual mores and behavior, as well as in psy- 
chiatry and psychoanalysis. The many new individual 
and group approaches to therapy have become utterly 
confusing to the sophisticated person, not to mention the 
average layman. I do not question the fact that we must 
continually search for techniques and approaches that 
will help larger numbers of people who have a night to 
treatment. On the other hand, to the extent that we forge 
ahead on a massive scale, promising services tc large 
numbers of people before we are adequately equipped in 
the areas of understanding, techniques, personnel, and 
implementation, we are forced to come up with in- 
novations and programs to meet the demands. It does not 
follow, however, that the answers are to be found simplv 
because we have stirred up a great deal of activity and be- 
cause the political searchlight happens to be on at that 
particular time and place. 

Initiated with much fanfare and premature enthusi- 
asm, stimulated by paliticians and considerable funding, 
the community mental health centers have run into all 
kinds of difficulties. The Nader report (1) is just one ex- 
ample of the many serious questions that have been 
raised about them. Some have had to close down in 
chaotic disarray. This is most unfortunate. To have 
promised and not delivered is a serious setback not only 
for the individual patient, the family, and the community 
but also for psychiatry and the other disciplines identified 
with the centers. The fact that some are doing an ex- 
cellent job reflects positively on the caliber of the people 
involved, as is true in every undertaking. Analysts have 
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played a significant role in the development of some of 
the successful programs. 


THE GROWTH OF PSYCHOANALYSIS 


Psychoanalysis was born in crisis and has grown in 
crisis. Charles Brenner, M.D. (2), in his 1967 presidential 
address to the American Psychoanalytic Association, 
spoke on “Psychoanalysis and Science.” In a brief histor- 
ical review, he recalled that in 1942 he had participated in 
his first major psychoanalytic meeting, where he heard a 
prediction of the imminent demise of psychoanalysis. In 
fact, the events of World War 1I and its immediate after- 
math led to a marked proliferation of psychoanalytic in- 
stitutes in this country. 

In 1914 Freud (3), referring to the secession of Jung 
and Adler a few years earlier, said, 


Men are strong so long as they represent a strong idea. 
They become powerless when they oppose it. Psychoanalysis 
will survive this loss and will gain new adherents in place of 
these. In conclusion, I can only express a wish that fortune 
may grant an agreeable upward journey to all those who have 
found this day in the underworld of psychoanalysis too un- 
comfortable for their tastes. The rest of us, I hope, will be 
permitted without hinderance to carry through to their con- 
clusions our labors in depth. (p. 66) 


At that time psychoanalysis was only 15 to 20 years 
old and its major growth had not begun. 

At the turn of the century, psychiatric training con- 
sisted of direct observation of hospitalized patients both 
in state hospitals and private sanitoriums. Through this 
Observation and study, physicians became familiar with 
the various psychotic pictures and the organic, pathologi- 
cal conditions. The hysterias and the neuroses drama- 
tized by the work of Charcot, Bernheim, Janet, Breuer, 
and Freud finally began to ‘‘make sense" with the uncov- 
ering of unconscious factors and psychodynamics. At the 
beginning of this century, the history of the culture and of 
the individual had meaning. In addition to Freud, men 
like Adolf Meyer, with the psychobiological approach, 
demonstrated how early environmental factors interacted 
with genetic factors and helped to determine character 
structure. This, in essence, was a historical approach. 
With Freud's elucidation of unconscious factors affecting 
mental function, an important new era in the understand- 
ing of human behavior began. 

After World War II, the need for therapy for large 
numbers of people resulted in “total push" programs— 
insulin coma, electroconvulsive therapy, and electronar- 
cosis. The burgeoning of psychopharmacology ushered in 
another new era. More sophisticated studies on heredity 
were initiated and developed. Again and again, there 
were announcements of a new discovery, such as a bio- 
logical missing factor or a physiological or chemical im- 
balance, and the long awaited explanation of schizophre- 
nia and manic-depressive psychoses seemed to have 
arrived. Each time, we were disappointed. However, con- 
tributions were made to the total understanding of psy- 
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chopathology as well as the control of disturbances such 
as the schizophrenic reactions. The value of a psycho- 
pharmacological approach to help reduce the number of 
hospitalized patients is well recognized. In the meantime, 
the psychoanalytic, psychodynamic body of knowledge 
continued to develop and grow into a developmental psy- 
chology. Psychotherapy was based on the psychoanalytic 
dynamic core. Psychopathology could be seen as result- 
ing from arrests in early development or traumatic dis- 
turbances of function and adaptation. Research on early 
infant development, such as Mahler's (4) study of separa- 
tion-individuation, studies on the psychic structure, the 
psychoanalytic process, metapsychology, clinical data, 
and knowledge of familial, social, cultural, and environ- 
mental factors contributed to the total body of behavioral 
science. 


FROM THE STATE HOSPITAL TO THE MEDICAL SCHOOL 


Research and teaching became more highly developed 
as the age of specialization in medical schools came into 
full bloom and the focus of psychiatric training began to 
shift from the state hospitals and sanitoriums to the med- 
ical centers. A major stimulus for this move was the large 
numbers of psychiatric casualties of World War II and of 
personnel necessary for their care. The Veterans Admin- 
istration and other government agencies and later the 
National Institute of Mental Health played increasing 
roles in the development of training. They sponsored de- 
partments of psychiatry, supplying financial and other in- 
centives to train increasing numbers of people in the field. 
The large percentage of psychophysiological reactions in 
World War II, contrasted with the gross hysterias of 
World War I, also helped bring about the shift to the gen- 
eral hospital medical school settings. Psychiatric educa- 
tion became an increasingly accepted— although not al- 
ways welcome—part of the core of medical education. 
Some psychiatrists became deans of medical schools, and 
others emphasized the need to have psychiatrists teach 
through other departments, such as medicine, obstetrics 
and gynecology, or dermatology, rather than as an iso- 
lated department. There was increasing awareness of the 
effect of unconscious factors on what one saw and heard, 
the relationship between patient and doctor, and the rela- 
tionship with the family. There was greater understand- 
ing of characterological structure, unconscious defensive 
operations, primary and secondary gain in illness, trans- 
ference phenomena, countertransference, and, particular- 
ly, the importance of unconscious fantasy and its Impact 
on symptom formation and the total behavior of the indi- 
vidual. Many areas began to be examined, including the 
impact of physical and physiological disturbances on the 
emotions. 

Important developments began to unfold in the area of 
psychosomatic medicine. However, when the postulated 
one-to-one relationship between personality makeup and 
type of psychosomatic illness did not hold, some of the 
earlier findings had to be withdrawn. Greater sophis- 
tication in research and the cooperative efforts of various 


disciplines resulted in better integration into the whole. 
Some of the basic body of knowledge was incorporated 
into the education of all undergraduate and graduate stu- 
dents, so that this body of knowledge was no longer iden- 
tified as psychoanalysis. Similarly, the many different 
psychotherapeutic approaches that developed made free 
use of psychoanalytic understanding. 

Changes were also taking place within the total social 
structure. The use of the atomic bomb, the age of space 
exploration, and the advancement of technology made 
the peoples of the world closer in some senses but further 
apart in many others. People became more alienated, 
suspicious, and anxious. The social upheavals that result- 
ed in the development of newer philosophies rooted in the 
here and now and the impact of the existentialists made 
history seem less important. Most people seemed to be 
asking: How can we live now? What can we do now? 
What can we experience? Psychiatrists asked: How can 
we treat patients in the here and now? With increasing 
awareness of the right to treatment, psychoanalysis, be- 
cause it was restricted to relatively few patients, began to 
be looked upon with increasing skepticism as a therapeu- 
tic approach. It seemed outdated. Therapy and theory 
were not sufficiently separated, and the latter had become 
an integral part of almost all approaches. 

More recently, those engaged in behavior therapy, ei- 
ther in research or clinical work, have begun to look to- 
ward psychodynamic psychiatry and its knowledge of de- 
terminants from the past, while psychoanalysis has taken 
another look at the contributions of behavior therapy and 
the focus on the here and now. With a patient who is anx- 
ious and possibly panicked, the skillful interviewer is con- 
cerned not only with verbal responses but also with the 
patient's posture, affective responses, facial expressions, 
and associative juxtapositions. He simultaneously re- 
views historical psychogenetic factors, which reveal that 
dynamic forces which were operating in the patient at an 
earlier time have become manifest because of the mobili- 
zation of unconscious complexes and conflicts that can 
no longer be defended against as adequately as in the 
past. 


PSYCHOANALYSIS AND THE RESIDENCY PERIOD 


Over a two-year period that culminated in a week-long 
conference ending on October 4, 1974, the Commission 
on Psychoanalytic Education and Research engaged in a 
wholesome reevaluation of the position of psychoanalysis 
in relationship to psychiatric and medical education, so- 
cial and cultural forces, and other disciplines. One of 
their nine position papers dealt specifically with the rela- 
tionship between psychoanalysis and medical and psychi- 
atric education (5). The Bertram D. Lewin Memorial 
Symposium, held in Philadelphia, Pa., November 3, 
1973, evaluated “The Ego and the Id—Fifty Years Lat- 
er." Distinguished analysts emphasized the importance 
of theory rooted in clinical work as opposed to the trend 
toward increasing metapsychological speculation. Fur- 
thermore, a dialogue was begun with other disciplines. 
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An interesting development was the considerable 
amount of exposure to psychiatry and even psycho- 
analytic psychiatry that many of the applicants to our 
residency program had in medical school. How would 
they fare in specialty training? It soon became clear that 
knowing the concepts intellectually and being able to ap- 
ply them clinically were two different things. The resi- 
dents still had to go through the anxiety and identity 
crises associated with becoming a psychiatrist and learn- 
ing to face and work with their own latent conflicts. One- 
to-one supervision in the psychoanalytic model, psycho- 
dynamically oriented conferences, and exposure to ana- 
lytically trained faculty were still the most important 
parts of the core program. Some of the residents com- 
pleted medical school in accelerated training. Internships 
were eliminated for others. Some were able to teke child 
psychiatry training before adult training. However, the 
anxiety mobilized by work with psychotics and border- 
line and acting-out outpatients was similar to that experi- 
enced by previous generations of residents. The content 
of lectures and assigned readings had to be modified, but 
the core work, the supervision, and the conference re- 
mained intact. The orientation was still in understanding 
the dynamics of the patient's unconscious psychic func- 
tioning and the clinically manifest behavior, adaptive as 
well as maladaptive. Techniques such as audiotape, 
videotape, and role playing were used, but the under- 
standing of psychodynamics remained primary, and 
teaching aids were used to facilitate this understanding. 
Recognizion of and dealing with problems such as empa- 
thy, transference, countertransference, counteridentifica- 
tion, and the development of experience in learning how 
to observe and appreciate the significance of patients' ex- 
pressions of anxiety give meaning to psychic structure 
and function. Crisis and short-term therapy were empha- 
sized as was the more traditional long-term therapy. 

The multiple functions of the ego— reality testing, syn- 
thesis, defensive operations, etc. were not just theoretical 
constructs. They had clinical significance and were rooted 
in clinical observation. How much control did the patient 
have? Was a patient's attention-seeking behavior a des- 
perate cry for help or simply testing? If it was testing, 
what did it mean? Was the patient manipulative because 
of a deep fear of loss of control or because he had to de- 
feat the therapist, even if it meant defeating himself in the 
long run? Such needs to “conquer” were not personal, the 
resident was to learn, but rather represented an uncon- 
scious need on the part of the patient. However, residents 
were in a hurry. They wanted to learn group and family 
therapy, behavior modification techniques, crisis inter- 
vention, community psychiatry, Masters and Johnson's 
approach to the treatment of sexual dysfunction, and 
pharmacotherapy. There was a tendency to look with 
amusement at the conservative older members of the 
staff because, after all, “they were trained in a different 
era." Many residents experienced setbacks such as pre- 
maturely discharged inpatients, clinic dropouts, con- 
fusion about drugs in psychotherapy, the impact of the 
"friendly relationship" on the patient and the sharing of 
countertransference responses before they had estab- 
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PSYCHOANALYTIC CORE 


lished a core identity and a sufficient knowledge and un- 
derstanding of the dynamics of the therapeutic relation- 
ship. Experienced, analytically trained staff members 
began to take on a different image. They were seen as in- 
dividuals who could offer something special, namely, an 
understanding of the patient and help in clarifying 
patients’ behavior. 

Another integral part of the basic training was requir- 
ing the resident to devote at least one-quarter of his time 
to child psychiatry in the second and third year of the 
program. The resident was able to see the consequences 
of normal and abnormal mother-infant relationships and 
the effects of these relationships on the individual's basic 
trust and development of character. Development psy- 
chology took on appropriate significance in contrast 
to classical psychopathological entities. Group and fam- 
ily therapies were integrated into the fabric of the train- 
ing but were most meaningful when studied with dy- 
namic understanding. 

The following description by a psychoanalytically 
trained former pediatrician who is now a child analyst is 
pertinent. “As a teacher, I work with several levels of 
professionals—the senior staff pediatricians, the medical 
students, the pediatric residents, the nurses and the nurs- 
es' aides of the children and youth program, as well as the 
social workers and other disciplines, such as audiologists 
and psychologists" (6). He then stated that he found it 
best to do this by "living" with these professionals and by 
"becoming one of them." He is not the visiting psychia- 
trist, but rather blends into the professional team and at- 
mosphere of the department and clinic. Gradually, as he 
is accepted and recognized as having special expertise in 
the area of psychology, other professionals begin to seek 
him out to participate in workshops, study groups, and 
teaching through the pediatric care of the patient. He 
noted that eventually "the concepts of Freud, Mahler, 
Erikson, Blos, etc., begin to be used to understand and 
deal with patient and family, as well as doctor-patient 
relationships." 

A distinguished group of psychoanalytic educators has 
generally agreed that psychoanalytic education could not 
be a substitute for psychiatric education and clinical ex- 
perience in dealing with a broad gamut of psychiatric 
patients (7). The psychoanalytic core of psychiatric edu- 
cation, however, enriches the understanding of and ap- 
proach to behavior and psychotherapeutic intervention. 
What do we mean by the psychoanalytic core? The body 
of psychoanalytic knowledge that we can use in our ev- 
eryday assessment of behavior is not a substitute for clin- 
ical psychiatric experience but is instead meant to enrich 
it, i.e., to give it enhanced meaning and structure. Inter- 
viewing techniques reflect psychoanalytic knowledge. 
The clinical picture is made up of the associative materi- 
al, early memories, repetitive dreams, early devel- 
opmental history, parents’ personalities and relationship 
to each other and to the patient and siblings, and diagnos- 
tic and prognostic evaluations. The evaluation of the psy- 
chic structure, i.e., the ego and its adaptive and defensive 
operations, is done through an assessment of reality test- 


ing, handling of impulses and anxiety, and capacity for 
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fantasy, reflection, synthesis, judgment, and object relat- 
edness. The instinctual life, particularly the aggressive 
and sexual impulses, and how the patient deals with it 
must also be evaluated. In addition, consideration must 
be given to the superego, the assessment of guilt, both 
conscious and unconscious, the need for punishment, the 
capacity for enjoyment, etc. This goes hand in hand with 
the exposure to social and cultural and environmental 
forces. The psychogenetic approach to literature and the 
arts, and psychobiography, with its understanding of the 
creative person's approach and insights into human be- 
havior, further enrich the horizons of psychiatric resi- 
dents and students. 

It is not just the present status of psychoanalysis but 
also the future of psychiatry and other health disciplines 
that is under the searchlight. In a recent work Brill (8) fo- 
cused on such questions as What is a psychiatrist? Is 
there mental illness? What changes are necessary in med- 
ical school curricula in relation to psychiatric training? 
There has been a trend toward shortening the basic train- 
ing period, eliminating the internship, and developing 
specialty tracks, with the fourth year of medical school 
becoming the first year of residency. The University of 
Wisconsin-Madison Medical School has had such a 
plan in effect for selected students and reported that it 
was working adequately (9). However, this trend has 
been reversed somewhat in that the internship has been 
reinstated as a requirement as of 1977. One of the major 
concerns leading to this change was that an abbreviated 
program lacking internship clinical experience would not 
constitute sufficient preparation for the future specialist. 
Shortening of curricula also means that pediatricians, in- 
ternists, surgeons, and other specialists may not be ex- 
posed to enough psychiatry to enable them to adequately 
handle the various emotional problems of their patients. 


THE IDENTITY CRISIS 


Physicians who go into psychiatry tend to move away 
from the basic sciences and organic illness. They are 
more interested in the behavioral disciplines—e.g., soci- 
ology and anthropology. More and more, psychiatry is 
being considered part of the behavioral sciences, includ- 
ing applied social psychology, rather than part of medi- 
cine. Simplistic concepts of human behavior are com- 
peting with the carefully developed and more complex 
formulations. Psychiatrists are increasingly being 
equated with social workers, psychologists, and other 
emerging allied mental health professionals. 

An identity crisis has developed for many profes- 
sionals, including psychiatrists, nurses, psychologists, so- 
cial workers, and other mental health personnel. There is 
even uncertainty as to what a physician is. It came to my 
attention that a Committee of the World Health Organi- 
zation was making progress after three years of work on 
arriving at a definition of the term "physician." They 
found it necessary to eliminate the term *paramedical" 
because it has been so extensively misinterpreted. No 
wonder it is so difficult to define what a psychiatrist is. 
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THE FUTURE 


The neurophysiologist, neurochemist, neuropharma- 
cologist, and the behavioral scientist, including the psy- 
choanalyst, will contribute to the progress of the next 25 
years. There have been suggestions from some schools 
that physicians, nurses, physician assistants, and others 
should be trained as a team rather than separately. 

Engel (10) has claimed that academic psychiatry ap- 
pears not only to be in full retreat from its hard-won 
battle to be recognized as a major medical discipline but 
(even worse) to be abandoning its responsibility to con- 
tribute to improving quality of care through research and 
education of other physicians. The ultimate result of this 
retreat could be the discrediting, if not the destruction, of 
psychiatry as a discipline. 

Knapp (11) pointed out that if the psychiatrist is to 
have an identity among the many others who are entering 
the mental health field, he must have some of his identity 
anchored in medicine. As society becomes more tolerant 
of deviant behavior and mental illness outside the mental 
institution, general hospitals may be called upon more 
and more to provide the needed help, and psychiatrists 
who want to preserve their identity as physicians will seek 
to practice there with their medical colleagues. Others 
may be content to work in the human service centers ad- 
vocated by the Nader task force(l) to replace the 
CMHCs. One thing seems clear: psychiatry is in the 
throes of great fragmentation along with the rest of so- 
ciety. The discipline is in the midst of an identity crisis; it 
is suffering from an input overload, losing contact with 
reality, and is in danger of developing delusions of gran- 
deur. 

Psychoanalysis has been undergoing self-analysis. Lo- 
cal societies, in addition to the American Psychoanalytic 
Association, have been reexamining their theoretical con- 
structs in the light of newer knowledge contributed by 
other fields, their educational curriculum, their relation 
to other disciplines, and their need for increasing commu- 
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nication with the community. Other disciplines have been 
reexamining their relationship to psychoanalysis; some 
have tended to move away—others have moved closer, 
bringing about greater communication. Meanwhile, the 
psychoanalytic core, the body of knowledge and the light 
it sheds on clinical behavior, properly integrated into the 
whole approach to man in relation to health and illness, 
adaptation and maladaptation, continues to provide us 
an island of meaning and identity as we respond to the 
many crosscurrents and eddies in our science today. 

To date, the best approach to the study of man is the 
humanistic, psychoanalytic core integrated with the 
many other perspectives that have increasingly become 
part of the psychiatric training programs and the purview 
of psychiatry. 
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Prediction of Performance of Psychiatric Residents: 


A Three- Year Follow-Up Study 


BY HENRY KANDLER, M.D., ROBERT PLUTCHIK, PH.D., HOPE CONTE, PH.D., 


AND BARBARA SIEGEL, M.A. 


The authors compared supervisors’ global and specific 
item ratings of psychiatric residents’ performance in each 
of three years of training with ratings of these applicants 
prior to their admission to the program. Although 
preadmission ratings had almost no predictive power. 
there were certain items that consistently discriminated 
between residents rated high and those rated low by 
supervisors in each year of training. The authors 
conclude that initial interviews of those selected cannot 
predict their subsequent performance. They therefore 
recommend that a major portion of these interviews be 
devoted to an exchange of information between the 
applicant and the department. 


MOST PSYCHIATRIC RESIDENCY programs have distin- 
guishing characteristics determined by the history of the 
department, the personality and philosophy of the chair- 
man, and the attitudes and beliefs of the rest of the facul- 
ty. It is a reasonable assumption that faculty members 
who select residents for training programs implicitly use 
criteria that reflect those characteristics considered most 
important by the department. 

Two previous studies have attempted to make these 
implicit criteria more explicit and to determine whether 
they distinguish between applicants who are selected and 
those who are not (1, 2). In these studies, all applicants 
for psychiatric residencies at the Bronx Municipal Hospi- 
tal Center program of the Albert Einstein College of 
Medicine were rated on a series of scales constructed on 
the basis of discussions with senior faculty members. 
Faculty members were asked what characteristics they 
believed were important for a successful psychiatric resi- 
dent, and their responses were incorporated into the rat- 
ing scales. Scores on these scales significantly discrimi- 
nated between applicants who were accepted and those 
who were rejected solely on the basis of independent 
global assessments. These findings implied that the se- 
lected applicants did, in fact, possess those characteristics 
that faculty members considered to be correlated with de- 
sirability as a psychiatric resident. 

In this study, we test the hypothesis that the charac- 
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teristics that made the residents desirable as applicants 
would correlate with their performance as residents dur- 
ing the three years of training. Our major focus is. on 
the extent to which interviewers' ratings of applicants 
upon admission to the program were predictive of per- 
formance during training. A second focus is the degree 
to which particular scale items were correlated with per- 
formance ratings made by supervisors. 

It was hoped that the answers to these questions would 
shed some light on the effectiveness of our current selec- 
tion procedure—which depends entirely on interviews, 
letters of recommendation, and past academic record — 
and on the feasibility of developing more accurate and ef- 
fective selection methods through the addition of objec- 
tive rating procedures. We also hoped to identify charac- 
teristics most predictive of success in psychiatric training, 
since there are almost no data in this area (3). 


METHOD 


The selection procedure at the Albert Einstein College 
of Medicine involves individual interviews with each ap- 
plicant by three to five senior faculty members. At the 
end of each 45-minute interview, the interviewer writes an 
anecdotal note describing the interview and a summary 
of his impressions. He also assigns a global interview rat- 
ing score that reflects his belief in the applicant's prob- 
able success in the residency training program. The rat- 
ing ranges from 64 to 100; thus a rating of 76 would mean 
that the interviewer believed the applicant to be below av- 
erage but acceptable, while a rating of 96 would indicate 
that he considered the applicant outstanding. 

All applicants for 1970 residencies were also rated on 
the 32 items of the Resident Applicant Scale (RAS) by 
each faculty member who interviewed them. The 
RAS (1) provides an average overall score as well as 
scores for individual items. Each item was rated on a 9- 
point scale. The RAS assesses such characteristics as 
self-awareness, sensitivity to others, creativity, in- 
tellectual grasp of psychiatry, and type of psychiatric ori- 
entation. 

Of the 99 applicants who were interviewed, 17 were 
subsequently appointed for psychiatric residencies and 
remained in the program for all three years of training. 
At the end of every year of training, each resident was 
again rated by eack of his supervisors on the RAS, which 
was condensed to 25 items by combining overlapping 
items. 


In addition, a performance scale was constructed to 
measure successful applicants’ subsequent performance 
as residents. This scale consisted of 10 items chosen as in- 
dicative of how well residents performed in areas consid- 
ered to be of greatest importance by clinical supervisors. 
These items included the following: "How good is this 
resident at one-to-one psychotherapy?" “How much clin- 
ical psychiatry does this resident know?" “How good is 
this resident at the clinical management of his patients?" 
Each resident was rated by two to seven supervisors on 
this scale at the end of each year of residency, in addition 
to the usual descriptive evaluation. 

There were several possible methods for assessing the 
reliability of the supervisors’ ratings on the performance 
scale. If several supervisors rated all applicants, then the 
reliability of their judgments could be assessed by means 
of correlation coefficients using overall scores. However, 
this was not possible, since supervisors did not rate an ap- 
preciable number of the same residents. Therefore, an al- 
ternative procedure was devised. Whenever two super- 
visors rated the same resident on the 10 items of the 
performance scale, the correlation between the two su- 
pervisors’ ratings was computed. If several supervisors 
rated a given resident, a correlation coefficient was com- 
puted for all possible pairs of supervisors. A total of 55 
pairs of supervisors’ ratings were made for the 17 resi- 
dents. The mean of these correlation coefficients was de- 
termined using Fisher's z statistic, which provided an es- 
timate of the reliability of supervisors’ ratings on the 
scale. 

Each supervisor also provided an overall numerical 
rating for each resident based on his performance during 
each year of residency. This rating, the global perform- 
ance rating, was similar to the global interview rating 
used in the selection process. The final scores used in 
analyses of the data were based upon the mean ratings of 
each resident for each year on the three measures (RAS, 
performance scale, and global performance rating). 
There were 61 RAS and global interview ratings of the 17 
successful applicants. In the first year of residency, there 
were 91 RAS and performance scale ratings and 89 glob- 
al performance ratings. In the second year, residents re- 
ceived totals of 128 RAS and performance scale ratings 
and 122 global performance ratings. In thé third year, 
there were 70 each of the RAS, performance scale, and 
global performance ratings. 

Three methods were used to determine the degree to 
which interviewers' ratings of applicants upon admission 
to the program were predictive of their subsequent per- 
formance. 

1. Correlations were computed betwéen RAS ratings 
made at the time of application and performance scale 
ratings at the end of the first, second, and third years of 
training. This procedure was also followed for global in- 
terview ratings and performance scale ratings. 

2. Item analysis was performed to determine the de- 
gree to which individual items on both the RAS and per- 
formance scale could discriminate between those resi- 
dents given high global performance ratings in each year 
of training and those given low ratings. 
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3. A stepwise regression analysis was conducted to de- 
termine whether the residents’ RAS scores on each item 
as applicants were predictive of their scores on the per- 
formance scale for each of the three years of training. 


RESULTS 


The average interrater reliability for the RAS items 
was +.66, as determined in a previous study (1). The in- 
terrater reliability for the 10 performance scale items, 
based on 55 pairs of supervisors’ ratings ranged from 
+.90 to -77, with an average value of +.30, indicating 
much inconsistency in judges’ ratings. However, some su- 
pervisors agreed highly with each other. 

There was a significant correlation (r«.62, p<.001) be- 
tween the RAS and global interview ratings at time of 
application (N 261 because this includes applicants who 
were rejected). This shows that the RAS does discrimi- 
nate between accepted and rejected applicants (1). None 
of the correlations between RAS at time of application 
and performance scale ratings after the first, seccnd, and 
third years of training were significant (r=.01, .28, and 
.24, respectively). There were also no significant correla- 
tions between globai interview ratings and the perform- 
ance scale ratings for the three years of training (r=.02, 
.11, and .40, respectively). This indicates that neither rat- 
ings of zpplicants based on a number of discrete items 
nor global ratings were predictive of subsequent perform- 
ance in three years of training. 

The prediction criterion for the item analysis was the 
global performance ratings made by the supervisors. The 
ability of the RAS and performance scale items to pre- 
dict global performance ratings was ascertained bv deter- 
mining which items successfully discriminated between 
those residents who received the highest and the lowest 
global performance ratings during the three years of 
training. The residents were split into high- and low-per- 
formance groups on the basis of their global performance 
ratings compared with the median score each year. The 
average ratings on each item of high-performance versus 
low-performance residents were then compared by t tests. 
This analysis was repeated for each of the three residency 
years. The three t test scores for each item were then av- 
eraged to show the ability of the item to distinguish be- 
tween the high- and low-performance groups. (It shouid 
be noted that averaging the t ratios obtained over the 
three-year period produced, for various statistical rea- 
sons, a highly conservative estimate of the significance 
level of an item's discriminative ability.) 

The items are presented in table 1 in descending order 
of overall ability to discriminate high versus low per- 
formance. The first 13 items discriminated between the 
two.groups at the .0] level or better. These items con- 
cerned the residents’ ability in the clinical management of 
patients, expertise in one-to-one psychotherapy, ability to 
understand the psychodynamics of patients, and general 
knowledge of clinical psychiatry. Also highly discrimi- 
nating were such qualities as sensitivity to others, appro- 
priate reaction to criticism and response to supervision, 
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PREDICTION OF RESIDENTS’ PERFORMANCE 


TABLE | 

Relative Ability of RAS and Performance Scale Items During the Three 
Years of Residency to Discriminate Between Residents Rated High and 
Low on Global Performance Ratings 


Mean 
Item t Value 
Significant discriminating power, p>.01 
Competence in clinical management of patients* 4.10 
Sensitivity to others 3.99 
Competence in one-to-one psychotherapy* 3.84 
Ability to work with staff 3.64 
Reaction to criticism 3.58 
Response to supervision 3.49 
Problem-solving ability 3.45 
Ability to understand patients’ psychodynamics* 3.41 
Knowledge of clinical psychiatry* 3.36 
Intellectual grasp of psychiatry 3.31 
Openness 3.18 
Lack of anxiety 2.97 
Self-awareness 2.96 
Significant discriminating power, .01<p<.05 
Emotional stability 2.93 
Utilization of information obtained from supervisors* 2.90 
Independence 2.82 
Creativity 2.79 
Likeableness PAN 
Ability to get along with fellow residents* 2.69 
Sense of humor 2.58 
Curiosity 2.45 
Ability to understand one’s own psychodynamics* 2.4] 
Ability to get along with nursing staff* 2.25 
Tendency to complain 2.18 
Nondiscriminating items, p» .05 
Past academic record 1.97 
General range of knowledge 1.90 
Competence in group therapy* 1.85 
Cheerfulness 1.80 
Impressiveness of outside interests 1.52 
Personal appearance 1.40 
Number of outside interests 1.40 
Competence in family therapy* 1.31 
Interest in psychoanalytic training 0,29 
Interest in group and family therapy 0.73 
Interest in social and community psychiatry 0.43 


*These items are from the performance scale; the other items are from the RAS. 


openness, lack of anxiety, and self-awareness. 


The second group of items discriminated at approxi- 
mately the .05 level. These 11 items related primarily to 
such personal characteristics as emotional stability, inde- 
pendence, creativity, likeableness, sense of humor, and 
curlosity. Also listed in the table are those items which 
did not discriminate between the groups, including ability 
at family therapy, personal appearance, and cheerfulness. 

It is important to emphasize that the use of high and 
low comparison groups is only one among several pos- 
sible methods that could be used to determine discrimina- 
tory items. Its major limitation is that the residents who 
fall in the high group in one particular year will not nec- 
essarily fall in that group in other years. In other words, 
an item may be found to discriminate between high- and 
low-performance groups, although the individual compo- 
sition of those groups may change over the three years. 

Stepwise regression analysis was therefore used as an 
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alternative method to determine which RAS items, rated 
at the time of application, could predict mean super- 
visors’ ratings on the performance scale for each of the 
three years of training. It was found that ratings of appli- 
cants on each item or any combination of items did not 
predict at better than a chance level the supervisors' rat- 
ings of the residents on the performance scale for the first 
two years. However, ratings on three RAS items were 
moderately good predictors of mean performance scale 
ratings at the end of the third year. In order of predictive 
power, these items related to intellectual grasp of psychi- 
atry, number of outside interests, and general range of 
knowledge. This suggests that intellectual factors are 
somewhat better predictors of performance in the resi- 
dency program than are personality-type factors. 

Although limited predictive ability was found for gen- 
eral range of knowledge in the regression analysis, this 
item did not discriminate between the high- and low-per- 
formance residents in the item analysis. This finding is 
probably related to the differing orientations of psychia- 
trists who interview applicants for the residency program 
and supervisors who rate the clinical skills of residents. 
Supervisors may focus on clinical skills and largely ig- 
nore the resident's general range of knowledge, while the 
interviewing psychiatrist may appropriately evaluate the 
applicant's range of knowledge as a partial predictor of 
future performance. 


DISCUSSION 


In our investigation of the power of global assessments 
and ratings based on the RAS at the time of application 
to predict performance in psychiatric residency, we 
found both instruments to be relatively poor predictors. 
The stepwise regression analysis demonstrated that rat- 
ings on intellectual grasp of psychiatry, number of 
outside interests, and general range of knowledge were 
moderately good predictors of individual performance 
only for the third year of training. 

These findings of poor predictive power are not unique 
to this study. Other investigators have found that predic- 
tion of future performance from initial interviews is a 
complicated and difficult task. Holt and Luborsky (3) 
had judges using a large variety of data predict the fu- 
ture performance of a group of psychiatric residents. 
They found that these judges had a low ability to predict 
supervisors’ or peer group ratings of residents’ com- 
petence in diagnosis, management, and administration; 
predictive power of such other variables as ability to 
show warmth, tolerance for patients' aggression, and 
freedom from overidentification was also found to be 
low. 

Fisher and associates (4) reported on the extent to 
which psychiatric interviewers' ratings could predict the 
field performance of Peace Corps volunteers after one 
year. They found no relationship between the initial rat- 
ings of the interviewers and the field supervisors' ratings 
on such variables as job competence and relationships 
with other volunteers. 


Ulrich and Trumbo (5) provided an extensive review of 
the selection interview as a predictor of future perform- 
ance. They focused primarily on research studies in which 
the interview was used as a basis for predictions of suc- 
cess in private, governmental, or military positions. Their 
results indicate that the interview alone does not provide 
an adequate basis for valid predictions. As was the case in 
the Holt and Luborsky study, Ulrich and Trumbo found 
that predictive validity increased almost directly in pro- 
portion to the amount of ancillary data used in making 
the predictions. 

Ulrich and Trumbo also noted that reliability 
coefficients of criterion ratings were rarely reported in the 
studies they reviewed. Unreliability of ratings could have 
greatly lowered the validity coefficients reported in the 
studies reviewed. In general, the degree to which a vari- 
able can predict some criterion depends on the reliability 
with which that criterion can be measured. If the crite- 
rion is inconsistently or unreliably measured, no valid 
predictions can be expected. 

In our study, it was not possible to obtain reliability 
coefficients for one of the criterion measures—the global 
performance rating. However, the average interrater reli- 
ability of the performance scale was +.30, indicating rel- 
atively poor agreement among supervisors who rated the 
same residents on this scale. It is possible, therefore, that 
unreliability of the criterion measures was a source of 
lowered validity of the predictive variables. This apparent 
lack of reliability of the criterion measures may also be 
related to the fact that different supervisors rated differ- 
ent aspects of the residents' performance. For example, 
one supervisor might rate a first-year resident on the 
basis of his observations of that resident in the emergency 
room, whereas another supervisor might rate him on the 
basis of performance in individual therapy or on an in- 
patient ward. In addition, the fact that the supervisors 
varied greatly in experience and viewpoint may have con- 
tributed to the variations in ratings. 

Another factor that is probably related to the relative 
inability of initial ratings to predict subsequent perform- 
ance concerns the nature of the selection process, where- 
in only the very best applicants were chosen and the dif- 
ferences among them were necessarily quite small. This 
is the problem of prediction within a restricted range. 

A third factor that probably contributed to the low 
predictive ability of initial RAS ratings is that the skills 
required of residents varied considerably over the three 
years. For example, a resident's ability to work with 
patients in the emergency room or on inpatient wards 
might be outstanding during his first year of training, but 
he might be less proficient in dealing with neurotic out- 
patients during his third year. This would result in an in- 
consistent rating for the same resident compared with 
others during the three years of residency. It would also 
decrease the ability of any item to predict an individual's 
performance scale ratings. 

The predictive power of individual items has to this 
point been discussed only in terms of the stepwise regres- 
sion analysis. When the residents were divided on the 
basis of their global ratings into high- and low-perform- 
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ance groups, a number of items were found that success- 
fully discriminated between these groups for the three- 
year training period. For example, the items on com- 
petence in clinical management of patients, sensitivity to 
others, competence in one-to-one psychotherapy, prob- 
lem-solving ability, and intellectual grasp of psychiatry 
consistently differentiated between the two groups. Inter- 
estingly, a number of these items (e.g., sensitivity to oth- 
ers and intellectual grasp of psychiatry) also discrimi- 
nated between those applicants who were accepted into 
the program and those who were rejected (1). 

It is important to consider the differences in results be- 
tween item analysis and stepwise regression analvsis. The 
item analysis demonstrated that certain items clearly dis- 
tinguished between :hose residents who were highly rated 
in a given year and those who were less highly rated. This 
was true despite the fact that the composition of the high- 
and low-performance groups changed from year to year. 
The regression analysis, which attempted to predict the 
relative ratings of particular individual residents for each 
of the three years, demonstrated that many items consist- 
ently discriminated between high-ranking and low-rank- 
ing residents, while very few items could predict the rela- 
tive ratings of individual residents. 

The observation that ratings made at the initial inter- 
view were not very predictive of a resident's performance 
in subsequent years of training may be due to the factors 
already mentioned, but it could also be related to the fact 
that the information gained in an average of three to five 
interviews may not provide a broad enough sample of be- 
havior to provide a basis for prediction. Predictions of 
success in residency training might be enhanced if more 
data, such as mediczl school grade average, a measure of 
motivation, and other psychometric data, were given sep- 
arate, independent ratings. These ratings could then be 
included with the interview ratings to provide the basis 
for a prediction formula. The selection interview, how- 
ever, serves a number of important functions other than 
prediction of future performance. As Ulrich and 
Trumbo (5) noted, the interview is a recruiting method, a 
public relations device, and a means of information dis- 
semination, as well as a selection tool. 


CONCLUSIONS 


The results of this study and others that have examined 
the problem of prediction of performance from an initial 
interview lead to several conclusions. First, the industrial 
psychology model of vocational selection is inappropriate 
for selecting residents. The vocational model tries to dis- 
tinguish between a population of applicants who are ca- 
pable of learning a certain business or academic skill and 
those who are not. Applicants for psychiatric residency 
have all demonstrated intellectual competence through 
successful performance in college and medical school. 
Furthermore, residency programs generally do not elimi- 
nate candidates once they are selected, and all selected 


" applicants, with appropriate training, should be capable 


of becoming competent psychiatrists. The fact that the 
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supervisors’ ratings were generally high indicates that the 
successful applicants were well chosen. 

There seems to be no reason to believe that the initial 
interview, whether structured or unstructured, will ever 
be able to predict the relative performance of a group of 
competent applicants one, two, or three years later on a 
series of very complex skills. Thus the initial interview 
functions more as a means of exchanging information to 
ensure congruence between the attitudes and ex- 
pectations of the applicant and those of the department 
than as a predictor. 

Further research in this area should be concerned with 
the development of procedures that will assess more pre- 
cisely and more adequately the extent to which residents 
become competent in desired skills. Such assessment will 
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enable psychiatry departments to improve their own 
teaching functions by showing the strengths and weak- 
nesses of training programs instead of applicants. 
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A Group Experience with Chronically Disabled Adolescents 


BY SADI BAYRAKAL, M.D. 





The author describes his experiences as the leader of a 
therapy group for adolescents with muscular dystrophy. 
The group progressed through discernible stages of 
dependence-flight, independence, regression, 
interdependence, disenchantment, and resolution. By the 
end of the experience, the group had developed more 
meaningful communication and interrelationships than 
they had exhibited previously. The author suggests that 
such groups could be helpful for other chronically 
disabled adolescents. 


AS A PSYCHIATRIC CONSULTANT to the Mackay Center 
for Deaf and Crippled Children in Montreal, a school for 
physically disabled children and adolescents, I was im- 
pressed by the similarities in the students’ emotional 
problems. Apathy, poor school achievement, social isola- 
tion, and a chronic feeling of sadness are their most com- 
mon areas of distress. The majority of the adolescents in 
the school suffer from muscular dystrophy, a disease of 
genetic anlage that usually starts in the middle of the first 
decade of life and is almost invariably progressive. The 
patient gradually becomes severely crippled and usually 
dies 10 to 15 years after the initial appearance of the 
symptoms. 

The physically handicapped child is isolated from the 
mainstream of social life, cut off from meaningful inter- 
personal relationships, and seriously alienated from him- 
or herself. Facing the normal crises of adolescence be- 
comes an excruciating experience. Unless he has unusu- 
ally high intelligence or talent, financially and emotional- 
ly resourceful parents, and an extremely well-integrated 
ego, the handicapped child rarely escapes the cycle of 
poor self-image, lack of motivation, chronic dependency, 
and chronic depression. At school he may be an under- 
achiever, or he may attempt to deal with his depression 
by rebelliousness or clowning. 

Psychiatric disorders are at least twice as common 
among children and adolescents with chronic physical 
disorders (1). Clinicians have studied the emotional sig- 
nificance of disfigurement to the child (2), the importance 
of motor restraints in the formation of psycho- 
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pathology (3), the impact of the disabled child on the 
family (4), and the personality development of the child 
with a neuromuscular disorder (1, 3, 5, 6). The issue of 
impending death is another important dimension in the 
psychopathology of terminal patients (7). 

Because of their physical limitations and fragile ego 
identities, these adolescents tend to remain isolated, even 
when they are with similarly handicapped peers. They 
have a common fate but virtually no opportunity to share 
experiences and feelings. Most become and remain an is- 
land. 

The last two decades of clinical experience have shown 
that group psychotherapy is a highly suitable treatment 
modality for the disturbed adolescent (8-10). This was 
the main motivating factor for my decision to undertake 
the group experience that I will describe in this paper. 


FORMATION OF THE GROUP 


Eleven adolescents ranging in age from 14 to 17 were 
referred originally. They were all of average or above av- 
erage intelligence and were in a regular high school cur- 
riculum. None of them had been in individual or group 
therapy. All were confined to wheelchairs and required 
help for even -simple routine functions. The sessions, 
which started in September and continued through July, 
took place in the school once a week for about an hour 
and a half. 


GROUP PROCESS: GENERAL BACKGROUND 


My interpretations and comments in the group related 
to transference, defenses, intragroup dynamics, the 
group's relation to outside groups, and “here and now" 
affective components of the sessions. For example, in the 
opening session, after the group members had verbally 
attacked all the adults with whom they had close contact, 
I commented, “You are warning me from the beginning 
that I should not treat you like little kids, as those people 
do." On another occasion, when one adolescent called for 
a group effort to deal with the school authorities, another 
member made fun of her attempts. I said, "When you 
have to face problems, you feel helpless and frustrated. 
Some of you are evading them by making jokes, ozhers 
want to fight for the solution." 

The group went through six basic phases—depen- 
dence-flight, independence, regression, interdependence, 
disenchantment, and resolution. Each of the phases, 
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which I will describe in some detail, also involved varia- 
tions and changes in prevailing mood and content within 
the sessions. 


DEPENDENCE-FLIGHT 


As a response to my self-presentation, Pierre (all 
names in this paper are fictitious) said, “I have been 
seeing doctors for years. Nothing is happening. I’m still 
the old me. I don’t like doctors." After a long silence, 
Alan said, “The teachers baby us students." This state- 
ment elicited unanimous support from the group. David 
talked about the boys who were in the school when he ar- 
rived there. They looked down on the younger boys like 
him. The younger ones saw them as "mean old guys,” al- 
though admittedly the older students did many things for 
them. This feeling toward the older students found a wide 
base of support among the members of the group. Pierre 
gave a lively account of his fight with one of these mean 
old guys, whom he eventually beat up. Everyone respond- 
ed to the story with laughter and joy. David said that 
someone should “have the guts" to do the same thing to 
some of the teachers and caregivers. 

In the early sessions, Eric and Alan became the domi- 
nant figures. No one challenged them. The critical feel- 
ings toward teachers, caregivers, and doctors were unani- 
mous. During the third session, Eric and Alan said, 
"Coming here is just a waste of time. We are quitting." 
The group responded to their withdrawal with silence. 

For a long time there was no leader in the group, and 
the topics wandered from sex to love, films, politics, and 
sports. At times, some group members directly or in- 
directly probed to find out if I was pleased with their per- 
formance as a group. Anne questioned the goals and pur- 
pose of the group and tried to elicit an answer and some 
form of action from her friends. 

This first phase was characterized by searching for a 
goal, warding off anxiety by talking about a variety of 
neutral subjects, and trying to gain my approval. Strong 
feelings of dependency were defended against by criti- 
cizing caregivers and teachers and older students. Eric 
and Alan defended against their dependency needs by ac- 
tually leaving the group. 


INDEPENDENCE PHASE 


Pierre openly questioned my role in one meeting, since 
I had been silent most of the time. Some other group 
members wondered about the function of "the shrink" in 
the hospital or in the schools. 

During this period, I was largely ignored, although 
some of the group openly stated that "school is not a 
place for the shrinks." Everybody laughed. 

David began to compete with Pierre and Anne for 
leadership of the group. He often made crude jokes at Su- 
san's expense in order to show his superior wit. 

In this phase open hostility began to be directed 
toward me as the therapist, and my leadership was under- 


1292 Am J Psychiatry 132:12, December 1975 


mined. Factions were formed, and the group chose one of 
the most disturbed members as a leader. 


REGRESSION PHASE 


The first time the group discussed muscular dystrophy, 
David indirectly challenged my knowledge of the subject 
and then added, “I bet you don't know anything about 
it." The group laughed at this statement. 

David tried to remember when he was able to run 
around. He asked others if they remembered those days. 
Carlos remembered a friend's broken leg, and every one 
became interested in the details of the "fixing of the bro- 
ken leg." In almost every session they complained about 
their wheelchairs. There were long, torturous discussions 
about the mechanics and problems of the chairs. Occa- 
sionally, almost in unison, the group would say, " Nobody 
knows how to fix these damn things." 

The group experienced sadness following the death of a 
teacher. Everyone agreed that she was a nice person and 
kind to the students—they were sure that the new teacher 
would not be as nice. However, when a classmate died a 
few months later, there was no reference to him. 

David continued his attack on Susan and got support 
from the group. Susan became the screen on which the 
group's destructive, violent fantasies were often project- 
ed. On several occasions there were detailed discussions 
of how to “burn this jailhouse to the ground.” 

This was a period when destructive wishes and fan- 
tasies were given full freedom and controls were fragile. I 
was no longer acting as therapist; I was reduced to being 
just another member of the group, and the leadership 
vacuum persisted. Group cohesion was minimal. The fear 
of death was strongly defended against by invoking mem- 
ories of other people's deaths. Feelings of sadness and 
emptiness were dealt with by denial. A sense of anomie 
and disintegration dominated the sessions. 


INTERDEPENDENCE PHASE 


Anne started to ask questions such as Could we orga- 
nize a student union again?" and "What will be our fu- 
ture in the long run?" This appeal to reality was ignored 
by the other group members, who indulged heavily in 
their own inner thoughts and reminiscences. One day 
Anne came to the group with determination and anger in 
her voice and said, "That is enough of this foolish talk! 
There are millions of other things we should talk about.” 
She introduced many real issues related to the school. 
Initially, David tried to prevent her from talking by jok- 
ing. She persisted, and the group began to respond to her. 
David became more defensive and gradually grew silent. 
The least active members of the group began to partici- 
pate more in the conversations. All expressed discontent, 
not only with teachers and caregivers but also with them- 
selves. The general tenor of the conversations was pessi- 
mistic. They felt that they did not have any power and 
that nobody would listen to them. Despite this negativ- 


ism, there was a feeling of togetherness and of a shared 
fate. 

Anne believed in the power of a student body acting to- 
gether and fighting for their rights. She started to ask the 
group members one by one what they thought they would 
be doing in the future. There were long silences after such 
questions. The mood was sad and somber. David’s re- 
newed attempts to make fun of these issues did not pro- 
duce any support from the members. Anne said that last 
year’s student council had disintegrated because of stu- 
dents like David and students who were silent and indif- 
ferent. 

Anne presented a concrete proposal for the estab- 
lishment of a recreation room and a fund-raising cam- 
paign for this purpose. The group discussed approaching 
a teacher who would be “really interested in students as 
human beings." Most of the group members volunteered 
for the fund raising. Subsequent sessions became ani- 
mated as the group talked about the proiect. They di- 
vided the teachers into the good ones and the bad ones; 
the good ones were those who were helpful. The group 
was jovial and enthusiastic, and everyone participated in 
the conversations. No one dominated or opposed the top- 
ics. The project was a success. Following the first project, 
the group started to talk about a big splash party to 
which all of the students would be invited. 

The healthiest member of the group (Anne) became 
the leader, replacing the sickest member (David). During 
this phase the group experienced an overwhelming sense 
of enthusiasm, a kind of unprecedented intimacy deriving 
from involvement and action. 


DISENCHANTMENT PHASE 


The big party, as they called it, was realized with the 
same zeal and success as the first project. During this pe- 
riod, group members rarely made any negative com- 
ments about each other. The main preoccupations of the 
group were issues of friendship, love, boy-girl relation- 
ships, sex, marriage, and related subjects. However, the 
mood of the sessions changed to anxiety and uncertainty 
as the lack of meaningful interpersonal relationships in 
the lives of the members became very obvious. The vicar- 
ious gratification of talking about romance and sex was 
not enough. When Pierre was talking about the “sexiest 
girl in the school," David said, “What is left for the 
cripple but to grab your dinkie and play with it." Carlos 
responded immediately by saying, "I can't even have 
that. I can't reach that bloody thing." 

Hopelessness about the future became a repetitive 
theme. For the first time, most of the members of the 
group talked about their families. Some gave lengthy ac- 
counts of their interactions with their fathers, mothers, 
brothers, and sisters. The disclosure of these innermost 
thoughts and feelings gave an unusually warm atmo- 
sphere to these sessions. 

‘For the first time, the group openly expressed their im- 
pressions of and feelings about each other. However, they 
had great difficulty in responding to each others’ appeals 


SADI BAYRAKAL 


for intimacy and friendship. During this period there was 
an effort, individuaily and as a group, toward closeness 
and cordiality. 

Reality soon intruded with full force, piercing the de- 
nial and projections and disrupting attempts to resolve 
problems through the creation of an illusory cohesion. 
The joint effort to achieve emotional closeness failed, and 
the sense of harmony dissipated. The only positive thing 
that could be said about this phase is that the group 
members were no longer afraid to talk about the realities 
of their condition and to acknowledge their deep feelings 
of anxiety and depression. 


RESOLUTION PHASE 


Anne wanted to be a social worker, but she expressed 
apprehension about leaving the school and going to a col- 
lege where she would not know anyone. David said he 
would stay at home and *'fool around." Sam wanted to 
be a technician somewhere. Carlos expressed his jealousy 
of the people who had future plans. He said, “I’m scared 
to think of the future. It is just scary." 

The mood of the group changed appropriately accord- 
ing to the topic under discussion. They talked about their 
opinions of each other, both positive and negative. | was 
dropped from the conversation almost completely, except 
when they wanted to be reassured that the meetings 
would continue next year. This final phase was character- 
ized by members’ wareness of their individual in- 
volvements with each other. They were able to talk about 
themselves and each other freely. Disagreement or ex- 
posure of unpleasant individual characteristics did not 
disrupt the warm climate that was established in the 
group. Genuine interest in each other's feelings, fan- 
tasies, and thoughts about the future had produced a 
more meaningful communication and relatedness among 
the group members. 


CONCLUSIONS 


The adolescent who has severe physical and/or per- 


: ceptual handicaps and also a very short life expectancy 


cannot escape a conflict-ridden existence. The use of a va- 
riety of defensive maneuvers in order to escape from the 
internalized conflict and existential anxiety may not be 
successful. Depression over lost health is an ever-present 
undercurrent. Their pcorly formed physical and psychic 
self-boundaries become a great obstacle in their attempts 
to establish meaningful relationships. A sense of despair 
and annihilation prevents the handicapped adolescent 
from getting in touch with his own feelings. The support 
provided by the group members and by the group process 
facilitated -he achievement of a sense of intimacy and 
sharing. 

The teachers and the caregivers in the school reported 
significant improvement in the attitudes and functioning 
of the group members at the end of this nine-month 
group experience. It is my feeling that such groups could 
be helpful for other adolescents with similar handicaps. 
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Differing Perspectives on Mental Health Evaluation - 


BY GEORGE SPIVACK, PH.D., CATHERINE HARAKAL ST. CLAIR, PH.D., JEROME SIEGEL, PH.D., 


AND JEROME J. PLATT, PH.D. 





Small-group workshops of nonevaluators with differing 
interests in mental health discussed evaluation priorities 
for community mental health centers. Participants 
included center professionals, concerned citizens, and 
funders. A majority of the participants placed high value 
on accountability from a consumer standpoint and 
relatively low value on center management issues and 
cost or equity of service delivery. Center staff were more 
interested in efficiency and effectiveness, while outsiders 
with vested interests were more concerned with 
community involvement. The authors summarize seven 
role perspectives and discuss their implications for the 
establishment of evaluation priorities within a center. 


PSYCHIATRISTS IN community mental health centers, 
whether they are administrators, clinical directors, or 
therapists, share with professionals in other disciplines an 
increasing pressure for accountability and evaluation. 
This demand stems from a variety of sources—govern- 
ment officials with responsibility for allocation of funds, 
administrators who have restricted budgets that must be 
efficiently deployed, consumers who expect effective serv- 
ices, and mental health professionals themselves (1). 
Despite the widespread interest in mental health pro- 
gram evaluation, there has been little formal training or 
exchange of information available to interested individ- 
uals who are not professional evaluators. Yet these indi- 
viduals—clinicians, administrators, referring agencies, 
government officials, and concerned citizens—are those 
who provide, fund, and demand the services that must be 
evaluated to satisfy the current pressures for account- 
ability. We are not aware of any efforts to teach these 
special interest groups to appreciate evaluation from the 
vantage point of any other concerned group. Although 
they are all involved and have a vested interest in mental 
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health services, they have not been helped to see the is- 
sues and perspectives that are involved in their eval- 
uation. 

For these reasons, we submitted a proposal for a train- 
ing grant in mental health evaluation education to the 
Psychiatry Training Branch of the National Institute of 
Mental Health and received funding beginning in June 
1974. Our specified major objectives were as follows: 1) 
to educate a variety of mental health professionals, 
agencies, and involved lay groups about the meaning and 
implications of program evaluation and accountability in 
the delivery of mental health services, 2) to sensitize each 
group to the vantage point of the others and especially to 
the legitimacy of the various possible perspectives, and 3) 
to enumerate possible solutions to evaluation and ac- 
countability issues in a multiperspective social context. 

Our purpose was less to educate about what evaluation 
should be than to increase awareness that there are differ- 
ent points of view about evaluation, all of which have at 
least situational validity. 

In the first phase of the program small-group work- 
shops were planned to provide an opportunity for individ- 
uals personally involved in the delivery of mental aealth 
services and with different vested interests to come to- 
gether to share, debate, and expand their perspectives 
about evaluation. An anticipated second phase of the 
training would include a means of bringing these vantage 
point differences to a wider audience for discussion in a 
regional conference. 

This report describes the areas of agreement and dif- 
ferences in viewpoints on evaluation that emerged during 
the small-group workshops of people with different role 
perspectives. 


METHOD 


The planning group consisted of four senior research 
evaluators from a large urban community mental health 
and mental retardation (CMH/MR) center. The director 
of evaluation for Philadelphia County and the evaluation 
specialist from the Alcohol, Drug Abuse, and Mental 
Health Administration region III participated actively as 
consultants with the core planning group. 


The Participants 


. A major concern was which vantage points on mental 
health services should 5e represented. The five sessions 
eventually involved the following 39 participants (plus 5 
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group leaders and 5 evaluation specialists): 3 administra- 
tors of CMH/MR centers (e.g., center directors), 5 direc- 
tors of clinical services such as outpatient or partial units, 
4 therapists, 5 community board members from CMH/ 
MR centers, 3 county CMH/MR center analysts (pro- 
gram monitors and funders), 2 representatives from 
third-party funding sources (health maintenance organi- 
zations [HMOs]), 5 representatives from agencies that 
use CMH/MR center services for their clients, 4 public 
school counselors, 3 representatives from the Mental 
Health Association of Southeastern Pennsylvania 
(MHA), and 5 representatives from the Philadelphia As- 
sociation for Retarded Children (PARC). Attempts to 
include legislators or former clients did not prove fea- 
sible. 

Finally, although it seemed unrealistic to exclude expe- 
rienced research and evaluation professionals from any 
serious discussion of evaluation, the planning group did 
not want the exchange of viewpoints to revolve around 
technical issues of “how to” or “how much does it cost." 
A format evolved in which professional evaluators were 
represented in a separate discussion following the origi- 
nal group's exploration of evaluation issues. 

The planning staff contacted potential Philadelphia 
area participants within each category by phone, describ- 
ing the evaluation workshops and emphasizing that the 
person was being asked to represent a given role (e.g., 
clinical director, therapist, board member, etc.). He was 
asked to express concerns about community mental 
health evaluation from the viewpoint of his present role. 
Almost all of the responses were favorable. An 
honorarium for participation was offered, but interest 
in evaluation is currently so high that several participants 
indicated the honorarium was unnecessary. 


The Questionnaire 


An explicit list of possible evaluation questions was 
considered the best method to facilitate 1) an exchange of 
ideas among participants who might not otherwise have 
had the same referents for the term “‘evaluation,”’ 2) ob- 
jective measurement of the existence of different vantage 
points toward evaluation (heretofore only an assump- 
tion), and 3) assessment of whatever consensus might ex- 
ist about what constitutes good evaluation. | 

The questionnaire listed 36 center evaluation topics 
from the literature. Topics included needs assessment, ef- 
fectiveness of treatment, utilization of state hospitals, 
staff time utilization and morale, and cost of therapy (see 
table 1 for further examples). Evaluation questions in 
simple language (e.g., “How aware are citizens of the 
center and its services?") were mailed to the participants 
before the meeting. Each person was asked to circle the 
10 topics of most value to him and to underline the 10 of 
least value to him in his specific role. 

Participants were also told during the phone contact 
that there would be open group discussion of reasons for 
and against each type of evaluation. Differences of opin- 
ion were expected, and the goal was to appreciate differ- 
ent viewpoints and to determine whether there is con- 
sensus about which types of evaluation are best and why. 
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The Workshops 


Discussion focused on similarities and differences 
among the respondents' choices on the questionnaires (vi- 
sually displayed on a large wall chart), beginning with 
evaluation topics accorded high value. In the discussions, 
participants were identified by their roles in order to keep 
discussion focused on role-based perspectives. The focus 
was always on the reason behind the choice. Discussion 
was most lively when it focused on topics about which 
there was a clear initial difference of opinion. Partici- 
pants often commented on the difficulty they had rating 
any topic as low in interest and value and occasionally 
wanted to change their vote. 

Following a break, the group reassembled and the 
focus of the workshop changed. The discussion leader in- 
troduced the group to a research and evaluation special- 
ist, who served as a technical specialist and expert on 
evaluation. His role was to provide feedback to the group 
on the practical implications of the evaluation topics un- 
der discussion (such as differential costs in time and ef- 
fort of different kinds of studies, feasibility and likelihood 
of getting useful results, and findings from previous stud- 
ies) and to present information that would be useful to 
nonevaluators that could only come from an experienced 
evaluator. 

The data in this report cover only the votes and analy- 
ses of the taped discussions before the evaluator's contri- 
bution (i.e., the participants’ relatively naive viewpoints 
of evaluation). 


RESULTS 
Ratings of Evaluation Topics 


The significant chi-square analyses in table | are based 
on the initial high and low votes of the 39 participants on 
the 36 evaluation topics. Because they represent a forced 
choice among alternatives, the votes reflect what a mixed 
and vested interest group might decide if they had to de- 
termine priorities among a number of worthwhile eval- 
uation topics. It is noteworthy that three high value top- 
ics reflect a “consumer orientation" (Le. citizen 
awareness, patient satisfaction with services rendered, 
and accessibility of services to residents). Two topics gen- 
erally accorded high value indicate an overall orientation 
in favor of nontraditional consultation and education 
(item 18) and preventive (item 16) services, suggesting a 
"supportive-preventive" orientation. The selection of the 
type of topic represented by item 11 further suggests an 
"accountability" orientation. 

The data on the low value topics suggest that the group 
was least interested in issues relating to internal manage- 
ment (i.e., information dissemination, staff time utiliza- 
tion, and distribution of administrative personnel). Such 
information was not of interest to most participants. 
These data also suggest that the group as a whole per- 
ceived as relatively unimportant two questions that have 
been given high priority by government sources inter- 
ested in evaluation: cost of delivery of therapy (item 17) 
and equity of service delivery as measured by the match 


Se ee ee ee Remar 


TABLE | 
Evaluation Topics Selected as Being of High and Low Value 


Item 


High value 
5. How aware are citizens of the center and its services? 
11. Does the center evaluate how well it is doing its job? 
14, Are patients satisfied with the services they get? 
16. What prevention programs have been developed by the center? 
18. How good is the center’s consultation and education effort to 
agencies and groups in the community? 
24. Are services accessible? 
Low value 
17. What does it cost to deliver an hour of therapy? 
20. How well does information get disseminated within the center? 
22. Is the center top-heavy with administrative personnel? 
25. Do patients from different racial or ethnic backgrounds differ 
in their presenting problems? 
27. Does the racial and ethnic composition of the patient group 
match that of the catchment area? 
30. How do different types of staff persons (e.g., psychiatrist, 
psychologist, social worker, mental health worker) spend their 
working hours? 
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Observed Distribution Significance of 


of Ratings” Difference from 
High Low Not Chosen Expected Distribution 

18 l 20 p«.001 

19 3 17 p<.01 

[8 i 20 p«.001 
20 4 15 p<.01 

19 6 14 p<.05 
17 3 17 p«.OQ* 

9 2 8 p<.001 

3 I8 18 p<.0i 

6 IE 15 p«.0I 

5 22 12 p<.001 

3 2) 15 p<.001 

4 22 13 p«.001 


* With 39 participants choosing 10 questions as being of high value and 10 as of low value out of the 36 possible items, the expected distribution of persons choosing 
each item would be |! in the high group, 11 in the low group, and 17 choosing neither rating. 


between patient population and the community in racial 
and ethnic background (item 27). 

Despite the high value placed by others on evaluation 
of treatment effectiveness, our participants did not con- 
sider this issue important. This could be considered a sig- 
nificant finding, in view of the fact that 5 items touched 
on this aspect of evaluation: reduction of state hospital 
utilization, effectiveness of different types of treatment 
with different types of patients, changes in symptoms or 
adjustment on the basis of treatment, attainment of ther- 
apists’ goals in treatment, and duration of treatment ef- 
fects. 


Ratings as a Function of Role 


À second group of analyses compared initial topic se- 
lections as a function of whether participants were 1) 
mental health professionals, who were most intimately 
involved in the daily operations of centers (administra- 
tors, clinical service directors, and therapists; N = 12), 2) 
patient (consumer) advocates, who were closely asso- 
ciated with but not employed by centers (citizen board 
members, referral agency staff, school counselors, and 
PARC and MHA representatives; N=22), or 3) repre- 
sentatives of actual or potential funders of centers (coun- 
ty analysts and HMO representatives; N 5). Analyses of 
variance compared the three participant groups, and t 
tests were calculated to compare the mental health pro- 
fessional and patient advocate groups. Although the 
range of scores was limited, and the number of partici- 
pants in the third group was small, differences emerged. 

The center staff members were significantly more in- 
terested in whether changes occur in symptoms and ad- 
justment (p«.05), whether dropouts are studied, and 


whether a center is efficiently administered (both p «.05, 
compared to patient advocates only). The patient advo- 
cates were more interested in the quality of the center's 
consultation and education effort (p<.05), level of citizen 
awareness of the center (p«.05, compared to center 
staff), whether services are provided that were not of- 
fered before, and whether the community is involved in 
planning (both p«.10, compared to center staff). The 
funders were more concerned than the other groups with 
how a center compares to other centers (p<.05), and 
shared the concern of center staff with whether changes 
occurred in symptoms and adjustment (p<.05). 


PROPOSED ROLE PERSPECTIVES 


After each author independently analyzed the five 
taped diszussions, we agreed on the summary statements 
that follow. Analvsis focused upon the rationales for vote 
differences. We recognize that the vantage points present- 
ed are oversimplified and are based on small numbers 
within categories; however, since there has been so little 
investigation of differing vantage points regarding eval- 
uation, we feel justified in presenting them. 

Center administrator. The evaluation areas of most 
concern to the community mental health center adminis- 
trator include the efficiency and effectiveness of the cen- 
ter's overall operation and the public image presented by 
the center to consumers and funders alike. As a manage- 
ment person, he is inzerested in studies of cost of service 
delivery, staff time utilization, and staff morale. In order 
to maintain good public relations, the visibility and ac- 


cessibility of the center and patient satisfaction with 


Am J Psychiatry 132:12, December 1975 1297 


PERSPECTIVES ON EVALUATION 


treatment are primary concerns, and there is also a need 
to respond to funding mandates. Effectiveness of treat- 
ment outcome is assumed if services are operating effi- 
ciently and are offered to large numbers of people. 

Clinical service director. The service director bridges 
the gap between clinical concerns (his professional re- 
sponsibility) and administrative ones (the practical prob- 
lems of operating a program). As a person in manage- 
ment he shares the center administrator’s interest in 
topics on the most efficient use of staff and money, 
although he may feel that he does not need research to 
evaluate the daily work of his staff. In his professional 
role he maintains an interest in evaluation topics on 
symptom or adjustment change or differential effec- 
tiveness of therapists. Many other topics do not interest 
him because they do not help him to do his overall job 
better. He is interested in the kind of program evaluation 
that tells how well current programs are implemented. 

Therapist. The person who performs solely in a profes- 
sional therapist role wants information on the effec- 
tiveness of patient care to help him be a better therapist. 
He is more traditional or conservative in his attitude; he 
feels that evaluation of a center’s functioning is roughly 
equivalent to evaluation of treatment effectiveness. He 
sees social evaluation issues as peripheral and feels that 
the question of cost of delivering care is oversimplified 
and arouses criticism. As a professional he might also 
question the importance of citizen participation in deci- 
sion making on mental health issues, especially if it seems 
to interfere with treatment options. He is also interested 
in topics on preventive treatment. 

Community board member. As a citizen who repre- 
sents the community his primary interests are those of a 
patient advocate. He wants evaluative information that 
can be used to improve services to the community: the 
quality of consumer knowledge about and participation 
in center decisions and the quality of the job the center is 
doing for the community. “‘Quality of care" implies such 
questions as "Are services accessible?" “Is the consulta- 
tion and education program in the community a good 
one?" Studies of citizen needs and patient satisfaction are 
important in assessing the responsiveness of the center. 
He is likely to leave studies of symptom change or differ- 
ential treatment outcomes in the hands of "profes- 
sionals.” 

Funders (county liaison with center and HMO repre- 
sentative), Because the county analyst is the local govern- 
ment’s representative to the centers in Philadelphia, his 
first priority is finding the best uses for CMH/MR center 
funds. His evaluation needs are directly related to im- 
proving decision making on the proper allocation of 
funds. Therefore, he is interested in evaluation topics on 
efficiency of administration, e.g., whether the center eval- 
uates itself (to improve its efficacy before others must ex- 
amine it), program costs, staff morale, and work patterns 
of staff. He considers effectiveness to be the final justifi- 
cation for any program. Evaluation of consumer needs 
and the relative effectiveness of different services is of in- 
terest in planning for improved service delivery systems. 

There is a noticeable difference between county fund- 
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ers, who accept the basic goals of community mental 
health, and HMO administrators, whose concerns are 
subscriber-bound rather than community oriented and 
who are therefore mainly concerned with low cost deliv- 
ery of services and satisfaction of subscribers. 

Referral sources (school counselor and community 
agency representative). A referral source tends to view 
the center as a professional service and is thus less inter- 
ested in such matters as community participation. Since 
he is usually involved in individual cases, he wants to 
know how efficient case consultation is and whether re- 
ferral or follow-through needs are met. He is not con- 
cerned with the center personnel who provide the help or, 
in general, with internal matters of the center (e.g., center 
administration efficiency and allocation of staff time). He 
assumes that center personnel know what they are doing 
and that they are as overworked as employees in all other 
agencies. 

Advocates {mental health and mental retardation asso- 
ciations). The evaluation concerns of these two associa- 
tions reflect their different positions in the advocacy proc- 
ess. For many years Pennsylvania has had an active 
mental health association, which has been instrumental 
in the passage of laws and regulations governing mental 
health care. Its representatives are sensitive to the basic 
principles of the community mental health movement 
and feel that all centers must meet these standards. This 
involvement in legislative matters is relatively unique to 
the CMH/MR advocates. Evaluation data are politically 
useful insofar as they help “sell” the CMH/MR center 
movement to legislators and funders. The more and bet- 
ter information a center can supply to state officials, the 
more likely it is that mental health needs will be met. 

The current position of mental retardation service ad- 
vocates as it relates to the entire CMH/MR center move- 
ment is rather different: 1) there are very limited services 
for the mentally retarded patient built into CMH/MR 
centers, and 2) the main orientation of the CMH/MR 
center movement is toward mental illness, with its own 
language of “patients,” “treatments,” and "symptoms" 
that has limited relevance in appreciating the needs of 
the mentally retarded person. The advocate of mental re- 
tardation services is not interested in evaluation pertain- 
ing to assessment of clinical matters of treatment and 
patients. He is interested in consultation and education 
only when it involves either outreach to people in the field 
of mental retardation who need help or a center's at- 
tempts to assess community needs for mental retardation 
services and to advertise existing services. Since the avail- 
able services are limited, the advocate of mental retarda- 
tion services is more interested in the potential for new 
(especially mental retardation) services in a center and in 
a flexible attitude as to what constitutes center services 
than in measures of effectiveness or cost. 


DISCUSSION 


What are the implications of these results for those 
who direct centers, administer clinical services, or treat 


center patients? What impact would a heightened aware- 
ness of other viewpoints on evaluation have on decision 
making with regard to evaluation? 

First, this study indicated that the assumption of a 
right and a wrong content in evaluation of a CMH/MR 
center is dubious. What evaluation topics should or 
should not be studied, aside from purely technical-scien- 
tific issues, depends on the vantage point or mission of 
the person asking the question and on when and where it 
is being asked. Those with vested interests in centers ask 
different evaluation questions. To one who is employed 
by and functions daily in a center, good evaluation tends 
to mean measurement and monitoring of events in- 
dicative of treatment effectiveness and administrative ef- 
ficiency. Those who are more peripherally involved with 
CMH/MR centers give higher priority to information 
about the level of consumer orientation in the center and 
about the operation of those supportive and preventive 
services commonly associated with the unique contribu- 
tions of the community mental health movement. These 
two broad groupings can be broken down further on the 
basis of the unique concerns of individuals in various 
roles, organizations with vested interests, and actual and 
potential funders. All of these concerns seem legitimate, 
depending on the perceived mission or mandate that 
prompts them. 

Second, the contrasting viewpoints indicate the poten- 
tial for conflicts of interest and orientation. A community 
board member and a center director might have differ- 
ences regarding priorities and both might differ from a 
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center therapist in an outpatient clinic or a federal site 
visitor. It is currently an axiom of evaluators that eval- 
uation must be intimately related to actual decision mak- 
ing about service delivery (2). We suggest that the indi- 
vidual biases and perspectives of the decision makers 
may have a significant effect upon the kinds of evaluation 
they choose. Evaluation may also be significantly af- 
fected by the power politics built into the CMH/MR cen- 
ter process (3). 

The implications of this research warrant careful scru- 
tiny, especially in view of the relative scarcity of research 
and evaluation funds. Our results suggest that if any one 
group takes the lead in defining evaluation priorities for a 
given center, a real possibility exists that other interested 
parties will not agree with those priorities. If conflict is to 
be avoided, it may be necessary to engage all interested 
parties in the decision-making process, thus allowing ev- 
eryone to appreciate the rationale behind the final deci- 
sions. 
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On Research in Zen 


BY EIDO TAI SHIMANO, ROSHI, AND DONALD B. DOUGLAS, M.D. 


Zen is one of several mental or spiritual disciplines that 
have become the object of recent scientific interest and 
theory. The authors discuss several aspects of Zen, such 
as the psychophysiological effects of meditation and the 
general impact of enlightenment, that are potential areas 
of fruitful research. They stress, however, that 
researchers can gain true understanding of the different 
perception and experience of reality to which Zen gives 
access only by practicing Zen meditation themselves. 
Without such understanding, the planning and 
interpretation of research will inevitably be in error and a 
resource of the greatest potential value misused. 


ZEN BUDDHISM is one of several mental disciplines, Ori- 
ental and Western, now attracting considerable comment 
and various forms of investigation. We believe that Zen is 
of such importance and that some research approaches to 
it are so much in error that a responsible thesis on the ex- 
ploration and evaluation of Zen experience is needed. We 
are purposefully omitting from this paper specific refer- 
ences to or criticisms of particular research projects on 
Zen; we will concentrate instead on the elucidation and 
elimination of some grave misconceptions that have im- 
peded or misdirected potentially fruitful inquiries. We 
hope to demonstrate that personal experience through 
the adequate practice of meditation is essential to the 
proper interpretation of the irreducible Zen experience of 
reality, which is at once different and the same as the 
reality of common consensus. 

Zen gives us access to experience that is not "like" any 
other, as we so meaningfully describe a new perception or 
other experience. Albert Einstein, in replying to a rabbi 
who had written him that he could not console his 19- 
year-old daughter for the death of her sister, said, 


A human being is a part of the whole, called by us **uni- 
verse," a part limited in time and space. He experiences him- 
self, his thoughts and feelings, as something separate from 
the rest—a kind of optical delusion of his consciousness. This 
delusion is a kind of prison for us, restricting us to our per- 
sonal decisions and to affection for a few persons nearest to 
us. Our task must be to free ourselves from this prison by 


Mr. Shimano is President of the Zen Studies Society and Abbott of the 
New York Zendo, New York, N.Y. He is also Abbott of the Inter- 
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las. 
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widening our circle of compassion to embrace all living crea- 
tures and the whole nature in its beauty. (1) 


Zen, like the experience of "widening our circle of 
compassion” described by Einstein, is inaccessible to true 
understanding by verbal means and is vulnerable to 
seemingly plausible explanations that destroy true under- 
standing. 

Understanding of the potential of research into Zen 
may be gained by an exploration of some concepts of Zen 
meditation and enlightenment. Zen is a major Buddhist 
sect deriving its name from and making extensive use of 
the meditational practice called dhyana in Sanskrit and 
ch'an in Chinese. Several distinctive features of Zen de- 
veloped in Japan can be seen in the foundation work of 
Zen-—the practice of zazen. 


ZAZEN 


Zazen is the main form of Zen Buddhist meditation. It 
is generally done sitting in stillness, eyes open and gaze 
nonreceptively directed, body and mind unified through 
breathing, posture, and unbiased, nonreactive collected- 
ness of mind. Zazen is best learned in the company of a 
sangha (congregation) under the direction of a Zen mas- 
ter who gives group and individual guidance in all aspects 
of Zen Buddhism, particularly in the three main features 
of zazen practice: 1) the use of selective attention to 
breathing, 2) concentration on the resolution of purpose- 
ly paradoxical counterconceptual problems, and 3) sus- 
tained efforts to continually refine a choiceless concentra- 
tion without subject or object. We can summarize the 
arduous discipline of the zazen process as an evolution of 
a type of consciousness analogous to that experienced 
when waking from dreams. The old life of reactive sym- 
biosis, of myriad perceptual and appetitive attachments, 
is progressively replaced by spontaneous wholeness, a 
change so profound that its simplicity can be misleading. 

Only experience in zazen will demonstrate that theo- 
rizing about its inner nature is substantially counterpro- 
ductive. Even the earliest results of zazen do not conform 
to any usual preconceptions. Practice dispels with finality 
the notions of meditation as dreaminess, isolation, au- 
tism, or dissociated states; zazen does not lead to these, it 
does away with them. At first, the beginner will be aware 
of a subtle progression of calmness, clarity, energy, less- 
ening of fear and anger, and what can only be called an 
increase in sanity. In addition to these benefits, anyone 
who practices zazen soon learns that the experience of 
striving against the massive resistance to meditation is it- 


self an achievement and an education. 

How can we move beyond efforts that are merely an 
extension of the already known? The basic work of zazen 
develops a new order of change, a movement without 
seeking. Zazen can be many kinds of experience. Most 
often it is hard work, for the mind is repeatedly captured 
by reaction and clings to the random printout of driven 
thoughts, negative and positive appetitive fantasies, dis- 
comforts, and memories. Occasionally there are inter- 
ruptions by hallucinatory perceptual projections of fa- 
tigue and stress called mayko and, with continued 
practice, there are recurring states of serene clarity 
known as samadhi. Some form of a protean variety of ex- 
periences of unity called satori or, in their commoner 
and lesser form, kensho, may appear at any stage of Zen 
practice. Kensho offers an example of the countercon- 
ceptual nature of zazen practice and of Zen generally 
for, although it is axiomatic that there is no Zen without 
kensho, to categorize kensho is to lose it. 


ZEN RESEARCH 
Physiological and Psychological Effects 


Two main aspects of Zen offer rich sources for study: 
first, the practice of zazen and its effects on daily life; sec- 
ond, the general life change initiated by enlightenment. 
Recent investigations of the meditational state of zazen 
itself are part of a growing body of literature that in- 
cludes physiological studies done with students of a num- 
ber of different meditational disciplines. We do not wish 
to comment in detail on this work, but it does seem that 
not only the electroencephalogram but many other meth- 
ods of physiological research have hardly been explored. 

What of the profound effects of zazen on mental proc- 
esses in general? We have mentioned makyo; to one who 
has observed patients in toxic delirium, there is an unmis- 
takable similarity between these two forms of hallucina- 
tions. Why do makyo usually clear up even though the 
stress that produced them continues with protracted and 
intensive meditation? What is the importance of per- 
sistent makyo, which occur, although rarely, in various 
circumstances? The nature and content of makyo offer a 
rich field for investigation. 

Another phenomenon, one of the most remarkable re- 
sults of zazen, is the build-up of energy known as joriki. 
This is characteristically seen after several days of pro- 
tracted meditational retreat known as sesshin. Another 
area of interest is the relationship between the physi- 
ological and psychological manifestations of states of sa- 
madhi. 

To properly investigate these phenomena the observer 
should be experienced enough in Zen meditation to be 
able to recognize and correlate his objective findings with 
the subject’s inner experience, rather than simply “ex- 
plaining" it on the basis of a preexisting theory. We be- 
lieve that in asking researchers to experience adequate 
training and practice in Zen we are asking for a wholly 
new and perhaps profoundly important approach to re- 
search in the neurosciences and other disciplines. 
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Science and the “Great Malter” 


Both a science of the soul and a social science are quite im- 
possibie unless the idea of the supernatural is rigorously de- 
fined and introduced into science as a scientific conception, so 
as to be handled, as such, with the utmost precision. (2, pp. 
294-295) 


Our second suggested field of study, the "great matter" 
of enlightenment, has always been thought to be “‘scien- 
tifically" inaccessible and has remained untouched even 
in modern times. Such experiences undoubtedly have 
profound meaning for the individual. What can we find 
on investigating them? Awakening to a different reality 
can come to anyone at any time. Although it probably 
occurs often in unrecognized forms, such awakening can 
be initiated and developed by Zen practice. These experi- _ 
ences have a unique, universal, and eternal unity despite 
their infinite individual variety and unfathomable con- 
sequences; they are everywhere understood as a begin- 
ning, an awakening, not as a goal or achievement. An 
abundant classical and contemporary literature on these 
religious, spiritual, or enlightenment experiences contin- 
ues from the ancient past. 

Perhaps more than in any other aspect of Zen, only 
personal experience will illuminate with certitude the dif- 
ference between enlightenment and all other siates of 
existence. Without personal experience the investigator is 
fated to fall into explanation by false analogy. To make 
this clearer we will compare Suzuki's analysis of the 
ground of satori with a personal experience that initiated 
a profoundly important movement of modern times—Al- 
coholics Anonymous (AA), which has grown to a mem- 
bership of nearly 800,000 in 40 years. Such is the force of 
enlightenment: 


To realize satori is very difficult, as the Buddha found. 
When he wished to be liberated from the bondage of birth 
and death he began to study philosophy, but this did not avail 
him.... Reasoning did not do any good and pursuing moral 
perfection did not help him either. ... He could go nc farther 
yet he could not retreat, so he had to stay where he was, but 
even that would not do. This state of spiritual crisis means 
that you cannot go on, nor retreat, nor stay where vou are. 
When this dilemma ts genuine, there prevails a state of con- 
sciousness ready for satori. When we really come to this stage 
... at the critical moment, something is sure to rise from the 
depths of reality, from the depths of our being . . . there is sa- 
tori. Then you understand all things and are at peace with the 
world as well as with yourself. (3, p. 27) 


Was the Buddha's experience different in kind or quali- 
ty from that of AA's cofounder? 


My depression deepened unbearably, and finally it seemed 
to me as if I were at the very bottom of the pit. I stil! gagged 
badly on the notion of a Power greater than myself, but final- 
ly, just for the moment, the last vestige of my proud obsti- 
nancy was crushed. All at once, I found myself crying out, “If 
there is a God, let Him show Himself! I am ready to do any- 
thing, anything!" 

Suddenly the room lit up with a great white light. I was 
caught up into an ecstasy which there are no words to de- 
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scribe. It seemed to me, in the mind’s eye, that I was on a 
mountain and that a wind not of air but of spirit was blowing. 
And then it burst upon me that I was a free man. Slowly the 
ecstasy subsided, I lay on the bed, but now for a time [ was in 
another world, a new world of consciousness. All about me 
and through me there was a wonderful feeling of Presence, 
and I thought to myself, "So this is the God of the preach- 
ers." A great peace stole over me and | thought, "No matter 
how wrong things seem to be, they are still right. Things are 
all right with God and His world.” (4, p. 63) 


These brief references to enlightenment are offered not 
simply as examples of experience outside the spectrum of 
ordinary awareness but also to indicate their profound 
importance and the consequent dangers of what we have 
called false analogy. Grave errors have arisen from trying 
to diagnose such experiences on the basis of ordinary 
awareness and its extensions, such as dissociation, excite- 
ment, depersonalization, déjà vu, amnesia, conversion, 
elation, concentration, and distraction. Zen experience 
never leaves ordinary awareness, but it is at the same 
time quite different; to force such experience into the cat- 
egories of existing psychiatric disciplines is to end up in- 
evitably entrapped in the occult, so that enlightenment is 
classified as a form of pathology. Because of such ill- 
founded analysis Zen has been popularly misunderstood 
as superstition, cultism, or a "psychic phenomenon." 

Even some "'scientific" theories have arisen through 
false analogy. Those who already practice Zen may not 
be affected, but others may be deflected by the propaga- 
tion of such errors, aad science can lose a unique resource 
for study. Therefore, we believe it is most important that 
our recommendation of experience through practice not 
be misunderstood as eccentric exclusiveness, for Zen is 
open to all, but rather seen as an invitation for scientific 
inquiry that is in accord with fundamental scientific prin- 
ciples. We surely must admit that true scientific inquiry 
needs a spirit and a method that allow evolution in unex- 
pected directions. 


1302 Am J Psychiatry 132:12, December 1975 


CONCLUSIONS 


It could be said that Zen does not create any new state 
of reality but merely clears the mind so that reality is in- 
creasingly better apperceived by a mind growing ever 
newer. And yet, even if such comments are true, they mis- 
lead because they are made in the words of common real- 
ity only, which cannot describe something more. There is 
no recourse but experience through practice. We would 
encourage all psychiatrists to sit zazen. If they will prac- 
tice for some time, they will find that they, their patients, 
and indeed the whole world have changed—that even 
psychiatry and mental illness are not what they 
thought—that, in fact, all is different, that a new under- 
standing is in order aad the old order is gone. 

The following, one of the best known parables of 
Christian culture, has much in common with Zen: 


Now it came to pess, as they went, that he entered into a 
certain village: and a certain woman named Martha received 
him into her house. 

And she had a sister called Mary, which also sat at Jesus' 
feet, and heard his word. 

But Martha was cumbered about much serving, and came 
to him and said, Lord, dost thou not care that my sister hath 
left me to serve alone? Bid her therefore that she help me. 

And Jesus answered and said unto her, Martha, Martha, 
thou art careful and troubled about many things. 

But one thing is needful; and Mary hath chosen that good 
part, which shall not be taken away from her. (Luke 10:38- 
42) 
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1975 Anniversaries 


BY GEORGE MORA, M.D. 


The author recalls this year’s anniversaries of events and 
individuals prominent in the history of medicine, 
psychiatry, and psychology and examines their practical 
or theoretical contributions. 


1775 


Nicholas Robinson, who was born in England in 1697, 
died in London. Robinson was graduated in medicine 
from the University of Reims, France, and practiced in 
London, where he became a governor of Bethlem Hospi- 
tal. In his book New System of the Spleen, Vapours, and 
Hypochondriack (1729) he attributed abnormalities of 
the mind to changes in the motion of the fibers that com- 
prise the brain, irregular motions of the nervous fluids, 
and disturbances of the "animal aether." In essence, 
Robinson was a pioneer in the organogenic theory of 
mental disease. 


Johann Ernst Greding, who was born in 1718 in Wei- 
mar, Germany, died. Greding studied medicine at Jena 
and at Leipzig. In 1758 he was put in charge of a medical 
institution in Waldheim; he particularly focused on the 
care of the mentally ill there. He made careful observa- 
tions of postmortem brain findings and clinical signs and 
attempted to correlate them. His writings, translated 
from Latin, were published in 2 volumes in Greiz in 1790 
and 1791. 


Ricerche Filosofiche Sopra la Fisica Animale by Felice 
Fontana appeared in Florence. In this work Fontana de- 
scribed an experiment on the contraction of muscles fol- 
lowing stimulation of the distal section of a previously 
cut sciatic nerve from an animal that was not able to 
move its foot. Fontana, who was born in Trentino in 
northern Italy in 1720, was educated at Padua and at Bo- 
logna. In 1765 he was appointed to the chair of philoso- 
phy in Pisa; later he was put in charge of the cabinet of 
physics and natural history in Florence by the grand duke 
of Tuscany. Fontana often journeyed abroad in order to 
collect material for the famous Accademia del Cimento. 

Early in his career Fontana opposed Haller's view that 
contractibility and irritability were identical. He also an- 
ticipated the theories of the electrical activity of the 
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nerves, the characteristics of the axis-cylinder, and the 
degeneration and regeneration of nerves. Fontana is espe- 
cially known for his pharmacological studies, published 
in his famous book Venom of the Viper (1781). Also well 
known was his large collection of wax figures, which were 
prepared in Florence for the teaching of anatomy and 
then copied for the Military Medical Academy ir. Vienna 
by order of Emperor Joseph II. Fontana died in 1805. 


Jean Marc Gaspard Itard was born in Provence, 
France. Following his graduation from medical school, 
Itard worked in the Institution for Deaf Mutes in Paris. 
In 1821 he published a 2-volume treatise on the diseases 
of the ear, which laid the foundation for modern otology. 
His name is especially remembered, however, for the con- 
troversy concerning the famous wild boy of Avey-zon. 

This controversy surrounded a boy approximately 11 
or 12 years old who had apparently lived in the wilderness 
since early childhood. Having escaped any previous at- 
tempt to capture him, this boy was finally caught and 
brought to Itard's attention in 1799. The boy, called Vic- 
tor, had a savage look, lived like an animal, and could not 
speak. He was examined by various physicians, including 
Pinel, who diagnosed him as an idiot. Itard, however, de- 
cided to try to educate, socialize, and rehabilitate the 
youngster; he persisted in this effort for 5 years. Even- 
tually, when Victor reached puberty he became unman- 
ageable and had to be put in an institution, where he died 
in 1828. Nevertheless, many of Itard's colleagues, includ- 
ing the members of the French Academy of Science, 
praised Itard for his work with the boy, which had result- 
ed in a considerable improvement in Victor in the areas 
of sensory discrimination, language, and socialization, 
thus proving the value of education even in this unusual 
case. The controversy concerning the wild boy of Avev- 
ron has continued to our day. Itard died in 1838. 


The philosopher Friedrich Wilhelm Joseph von Schel- 
ling was born in Leonberg, Württemberg. Attracted by 
the new liberal ideals of the French Revolution, Schelling 
was acknowledged as the best representative of the rc- 
mantic movement. A friend of Goethe, he was close to 
Hegel, Novalis, and August and Friedrich Schlegel. He 
taught philosophy in various German universities and 
eventually acquired a position in Berlin. He died in Swit- 
zerland in 1854. 

Schelling acquired renown at a young age with the 
publication of his Ideas for a Philosophy of Nature 
(1797), in which he advocated a unity of spirit and mat- 
ter. He postulated that there is an identity between the 
absolute Being, whick is at the base of every existence 
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and manifests itself in each existence, and the one and un- 
changeable I, the absolute I at the bottom of the self. Un- 
derlying das werdende Ich, i.e., the self that is in the proc- 
ess of becoming, is a new search for inner freedom, which 
can be satisfied only from the perspective of the absolute 
spirit. In man as in the universe there is a desire for a re- 
turn to a lost unity. 

In Stuttgarter Privatvorlesungen (1810), which were 
lectures delivered in Stuttgart, Schelling considered man 
who falls as being against the absolute. Thus disease, as 
false life, is a tangible expression of this condition of fall 
from the absolute. Three forms of disease correspond to 
the three potencies of the individual spirit: feeling (pas- 
sion, desire, and emotion), mind (motivation, will, and 
reason), and soul (the divine in man). Insanity, i.e., a fall 
from God, testifies to the corrupt and the divine elements 
in man. Schelling thus considered insanity to be related 
to the demonic, which very seldom appears as absolute 
good or evil but usually appears as clairvoyance on the 
one side and as insanity on the other. Insanity is therefore 
a state of hell. 

Schelling had a tremendous influence on his contempo- 
raries. His equation of mental illness with sin was accept- 
ed by a number of German "physicians of the psyche,”’ 
J.N. Ringsels, D.G. Kieser, and, in particular, J.C. Hein- 
roth. 


The German psychiatrist Karl Wigand Maximilian Ja- 
cobi was born in Düsseldorf, where his father, Friedrich 
Heinrich (1743-1819), was active as a philosopher and a 
poet. Through his father's friendly relationship with 
Goethe, the young Jacobi was admitted to Goethe's 
house and was influenced by him. Maximilian Jacobi 
completed his studies at Góttingen and at Edinburgh and 
received a medical degree from the University of Erfurt 
in 1797. After a period of study in London, he eventually 
followed his father to Munich. From 1811 to 1813 Maxi- 
milian Jacobi worked as chief physician in a hospital in 
Salzburg, which then belonged to Germany. After work- 
ing for 4 years in Düsseldorf as a state physician, he was 
called by the Prussian government in 1820 to reorganize 
the mental institutions of that state. Under his leadership, 
the mental hospital of Siegburg, which was to acquire 
great renown, was established in 1826. During the last 
decade of his life, Jacobi received many honorary degrees 
and awards. He died in 1858. 

Jacobi's early literary activities include the translation 
from the Greek of several books by Herodotus and 
Thucydides. His main scientific production, however, 
centers on the idea that any mental disease is caused by a 
physical condition. Therefore, the so-called psychological 
treatment is rightly named as far as the physician is con- 
cerned but wrongly named as far as the patient is con- 
cerned. 

Jacobi's thorough description of the program of treat- 
ment at the mental hospital in Siegburg, published in 
1834, was widely known. It was followed in German as 
well as in English psychiatric circles and was translated 
into several languages. In 1822, in volume 1 of Studies on 
the Treatment of Mental Disorders, Jacobi translated the 
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important writings of Samuel Tuke and Esquirol. In 
1837, with Friedrich Nasse, Jacobi founded the Journal 
for the Study and Treatment of Pathological Mental 
Conditions, followed in the same year by the Annals of 
the Mental Hospital of Siegburg, in which Jacobi gave 
very detailed descriptions of medical histories. A project- 
ed textbook on mental diseases, however, was never com- 
pleted. 

Mainly because of his strong assertion that mental 
conditions are always due to somatic causes, Jacobi was 
involved in sharp controversies, notably with his former 
friend Nasse and with his junior colleague Griesinger; he 
was even asked to resign. Nevertheless, he resisted all at- 
tacks and did not modify his ideas. 


The German psychiatrist Christian August Hayner 
was born. A few years after his graduation in medicine, 
Hayner, because of his interest in the reorganization of 
mental hospitals, was sent by the government of Saxony 
to Paris, where he studied under Pinel. Under his lead- 
ership, the former castle at Waldheim was converted into 
a mental hospital, and eventually an entirely new hospital 
was built there. Unfortunately, the superintendency of 
this institution was given to the psychiatrist Pienitz rath- 
er than to Hayner. 

In 1833 Hayner was named director of the mental hos- 
pital of Colditz, which was also originally a castle. In 
1817 he published a booklet for hospital employees on 
how to deal with patients' dangerous behavior. In it he 
opposed methods of physical restriction and abuse of 
patients and recommended the use of the straitjacket as 
effective and harmless. Because of this, his booklet is con- 
sidered by some as an anticipation of Conolly's principle 
of nonrestraint. Hayner died in 1837. 


1875 


Dr. Forbes Winslow, who was born in 1810, died in 
Brighton, England. Winslow was director of a private 
mental hospital and served as editor of the first English 
journal devoted to psychiatry, the Journal of Psychologi- 
cal Medicine and Mental Pathology, for 16 years. He 
also published Care and Treatment of Lunatics (1845) 
and On Obscure Diseases of the Brain and Disorders of 
the Mind (2nd ed, 1860). 


Dr. Carl Ulrik Sonden, who was born in 1802, died in 
Stockholm. Sonden published a number of studies on 
psychiatry and held high administrative positions. He 
was responsible for the reorganization of the system of 
treatment and care of the mentally ill in Sweden. 


Dr. Philip Jessen, who was born in 1793, died in Flens- 
burg, Germany. Jessen was a professor of psychiatry in 
Kiel and director of Hornheim, a private mental hospital. 
Among his many publications are Psychology (1842), In- 
troduction to a Scientific Foundation of Psychology 
(1855), and Physiology of Human Thought (1872). 


Guillaume Benjamin Amand Duchenne, who was born 
in 1806 in Boulogne-sur-Mer, died. Duchenne received 
his medical education in Paris, where he eventually set- 
tled to practice medicine. Although never considered for 
a hospital or a university appointment, he should be cred- 
ited with developing a technique for a thorough neurolog- 
ical examination. With the help of electrical stimulation 
of individual muscles, he studied neurological diseases, 
e.g., tabetic locomotor ataxia, acute poliomyelitis, lead 
poisoning, and progressive muscular atrophy. His main 
work, De l'Electrisation Localisée, et de Son Application 
à la Pathologie et à la Thérapeutique (1861), went 
through three editions. A book titled Se/ection from the 
Clinical Works of Duchenne was published in London in 
1883. 


Wilhelm Wundt, who was born in Neckarau, Baden, 
Germany, in 1832, was named professor of psychology at 
Leipzig. Wundt studied medicine at the University of 
Tubingen and then at Heidelberg, from which he was 
graduated in 1856. He also spent some time in Berlin 
studying physiology under Johannes Muller and Du Bois- 
Reymond. He remained in Berlin as dozent and then be- 
came associate professor at Heidelberg, mostly as assis- 
tant to Helmholtz, who had been teaching there since 
1858. Shortly after his move to Zurich in 1874, the same 
year in which he published his important Principles of 
Physiological Psychology, Wundt was appointed profes- 
sor of philosophy at Leipzig, where he started to teach 
psychology. In 1879 he founded in Leipzig the first psy- 
chological laboratory, which was to become famous all 
over the world. He remained there for 45 years, until his 
death in 1920 at the age of 88. 

At variance with earlier authors, who conceived of psy- 
chology from a philosophical perspective, Wundt at- 
tempted to build psychology as an independent discipline 
based on measurable stimuli and responses, although he 
remained basically committed to a philosophy of psycho- 
physical parallelism and associationism. For Wundt, psy- 
chology was a pure science founded on introspection and 
experience and aimed at analyzing the content of con- 
sciousness. Therefore, the higher mental processes as well 
as applied and differential aspects of psychology (such as 
child psychology) fell outside the realm of psychology 
proper. 

In the light of an atomistic perspective of psychology, 
consciousness was thought to be composed of sensations, 
ideas, and feelings, each one combined in many ways, re- 
sulting in a variety of patterns. Wundt called their passive 
combinations "'associations" and their active com- 
binations “‘apperceptions’’; in apperceptions the volition 
of the person emerges. Wundt attempted to prove the va- 
lidity of these concepts with the help of many experi- 
ments he and his students conducted at the Leipzig labo- 
ratory. Among the Germans who helped in his work were 
Kraepelin, Münsterberg, Ktülpe, Marbe, Meumann, 
Lipps, and Krueger; among the Americans were Hall, 
Cattell, Wolfe, Pace, Angell, and Warren. 

Wundt was an extremely prolific writer. It has been es- 
timated that his works amount to more than 53,000 
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pages. Among his most important volumes are Principles 
of Physiological Psychology (1873-1874), Outline of Psy- 
chology (1896), Introduction to Psychology (1911), and 
the 10 volumes of Folk Psychology (1900-1920). In 1881 
Wundt began to pu»lish the journal Philosophical Stud- 
ies, which he renamed Psychological Studies in 1903. 


The Kent County Asylum in Chartam near Can- 
terbury, Kent, England, was opened. This hospital could 
take care of 900 patients. 


Two state mental hospitals were opened in Germany: 
one in Bernburg, Dessau, for 240 patients and one in Ue- 
kermunde, Pomerania, for 290 patients. 


A mental institution for residents of the canton of 
Fribourg was opened in Marsens, Switzerland. 


The association fcr the Welfare of the Mental Patients 
from Zurich was established. 


The American Neurological Association was founded 
in New York City. Its first president was Prof. L.C. 
Gray. 


The Napa State Asylum for the Insane was opened in 
Napa City, Calif., under the direction of Dr. E. Bentley 
for 640 patients. 


In Paris the 2-volume work Lessons on the Vaso-Mo- 
tor System by Alfred Vulpian appeared. Vulpian was 
born into an aristocratic family in Paris in 1826. He was 
graduated in medicine in 1857 and then. taught physi- 
ology of the nervous system until 1866, when he was 
named to the chair of pathological anatomy. In 1862 he 
was put in charge, with Charcot, of the Salpétriére, a wel- 
fare institution for the chronically sick. 

In Lessons on the Vaso-Motor System Vulpian de- 
scribed many new phenomena related to the vaso-motor 
apparatus. He discovered the chromaffin system of the 
adrenal marrow and conducted experiments on the ef- 
fects of various drugs on the nervous system. He was also 
among the first to make extensive use of the microscope 
in research on pathological anatomy. Through his many 
writings, including Lecons sur la Physiologie Générale et 
Comparée du Systeme Nerveux (1866) and Maladies du 
Systeme Nerveux (2 volumes, 1879-1888) he did a great 
deal to foster the study of neurology in France. He died in 
1887. l 


Friedrich Jolly was named professor of psychiatry in 
Leipzig. Jolly was born in 1844 in Heidelberg to a family 
originally from France. He studied medicine in Munich 
and then psychiatry in Berlin under Von Gudden. Later 
he worked in the psychiatric clinic of Wurzburg, where he 
became privatdozent in 1871. After a year as professor in 
Strasbourg, Jolly worked toward the establishment of a 
new clinic in Leipzig, which was eventually opened in 
1886. In 1890 he accepted an appointment as professor at 
Berlin, where he opened a new clinic in 1901. Endowed 
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with a thorough background in physics, Jolly did re- 
search on electrical applications to the nervous system. 
He strongly advocated the unity of neurology and psvchi- 
atry in the approach tc mental disease. He died in 1904. 


The monumental work on the anatomy of the nervous 
system by Gustaf Magnus Retzius, in collaboration with 
Axel Key, appeared in Stockholm. Retzius was born in 
1842. After receiving a medical degree from the Universi- 
ty of Uppsala in 1871, he became professor of anatomy 
at the Caroline Institute in Stockholm. In his volume on 
anatomy he demonstrated the existence of the foramina 
of Magendie and proved that the cerebrospinal fluid from 
the subarachnoid space passes into the subdural space 
and then into the venous sinuses. From 1890 to 1920 he 
wrote extensively on many aspects of the nervous system. 
This work was published in 19 folio volumes of Biological 
Research. In 1896 Retzius’ monograph on the investiga- 
tion of the layering of the cortex appeared. In 1908 he 
was invited to deliver the Croonian Lecture before the 
Royal Society of London; in the following year he deliv- 
ered the Huxley Lecture before the Royal Anthropologi- 
cal Institute. He died in 1919. 


Ludwig Wille, who was born in Bavaria in 1834, was 
named professor of psychiatry in Basel. Wille studied in 
Munich and Erlangen and worked in various psychiatric 
facilities in Germany before moving permanently to 
Switzerland in 1864. In addition to consulting work in 
Zurich and Lucerne, Wille worked mainly in Basel, 
where he planned for the large mental institution of 
Friedmatt, which was eventually opened in 1886. He re- 
tired in 1904 and died in 1912. The author of many pa- 
pers, Wille dedicated himself to the care of the mentally 
ill and was an adherent of Conolly’s nonrestraint move- 
ment. 


Max Leidesdorf, wao was born in Vienna in 1816, was 
named professor of psychiatry in Vienna. He first studied 
medicine in Italy, where his father worked as a musician, 
and then worked as a physician in St. Petersburg, Russia. 
Back in Vienna in 1850, he became privatdozent in psy- 
chiatry and eventually took over a private mental hospi- 
tal in Dubling, which 1s near Vienna. Leidesdorf worked 
unceasingly for the establishment of psychiatry as an in- 
dependent field of medicine by fostering anatomical re- 
search, by publishing a special journal, and by clinical 
teaching. Through his efforts, a psychiatric clinic was 
opened in Vienna in 1871. Meynert, however, was ap- 
pointed director there. Eventually, after his nomination 
as professor, Leidesdorf was appointed director of anoth- 
er clinic. Since then Vienna has had two psychiatric clin- 
ics. Before Leidesdorf's death in 1889, Krafft-Ebing was 
appointed to succeed him. 

In his scientific approach, Leidesdorf focused on the 
importance of clinical symptoms. His main contribution 
is represented by 2 volumes, Pathology and Therapy of 
Mental Diseases (1860) and Handbook of Mental Dis- 
eases (1865); the latter was continually enlarged with the 
collaboration of Meynert and others. 
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Ella Freeman Sharpe was born in Haverhill, Suffolk, 
England. A graduate in English literature from Oxford, 
she taught this subject in a number of schools. During an 
attack of anxiety and depression she was successfully 
treated with psychoanalysis. She then became interested 
in this field and received training first in London and then 
in Berlin under Hans Sachs. She developed into an ex- 
cellent and intuitive therapist. In addition to her clinical 
contributions, including the book Dream Analysis 
(1937), she wrote on the creative process and on the con- 
tribution that art can make to psychoanalysis. Sharpe 
died in 1947. 


Carl Gustav Jung was born in Kesswil, near Lake Con- 
stance. He was the son of a philologist and a Protestant 
clergyman. While studying medicine in Basel, he was in- 
fluenced by the evolutionary trends in biological sciences 
and by the new developments of archeology, anthropolo- 
gy, liberal theology, philosophy, and psychiatry. His 
thesis "Psychology and Pathology of the So-Called Oc- 
cult Phenomena" was based on the observation of a case 
of multiple personality. After his graduation he became 
assistant to Eugen Bleuler at the Bürgholzli Hospital and 
Zurich University (1900-1909) and lectured in psycholo- 
gy (1905-1913). 

In Studies on Word Associations (1906; English trans- 
lation, 1918) Jung defined "complex" as conflict between 
conscious and unconscious aspects of the personality on 
the basis of the responses of subjects to verbal stimuli, 
thus confirming Freud's findings. In 1906 Jung published 
Psychology of Dementia Praecox, a milestone in the un- 
derstanding of schizophrenia from a dynamic viewpoint. 
After meeting Freud in 1907, Jung felt attracted by his 
ideas, although he was inclined to maintain his in- 
tellectual independence. In 1909 Jung lectured with 
Freud at Clark University in Worcester, Mass. Two 
years later Jung became president of the International 
Psychoanalytic Society. 

In Psychology of the Unconscious (1911-1912; English 
translation, 1916), Jung expressed his view of neuroses 
from the broad perspective of psychic energy based on 
the instincts of preservation of the self and preservation 
of the species. This idea was at variance with Freud's em- 
phasis on sexual experiences in early childhood. In study- 
ing symbols, Jung found an analogy between mythology 
and dream material and suggested that the child's psy- 
chic development re-echoes prehistoric events. Jung's 
original and independent thinking eventually led to a fi- 
nal break with Freud and to the beginning of the analytic 
psychology movement. 

In his later writings Jung described the mind in a high- 
ly imaginative style as divided into consciousness, per- 
sonal unconscious, and collective unconscious, the latter 
most characterized by collective images or symbols, 
which he named "archetypes." While the individual 
adapting himself to social roles appears as persona (from 
the Latin word for *mask"), the analysis of the uncon- 
scious unveils first the shadow (personification of the 
principle of evil), then the soul-image called anima (femi- 
nine qualities) in men and animus (masculine qualities) in 


women, and, finally, the individuation—the emergence of 
the image of the self. 

In Psychological Types (1921; English translation, 
1923) Jung described the extrovert and introvert attitudes 
in their combination with four basic functions—thinking, 
feeling, sensation, and intuition. Jung saw therapy as 
passing through four stages—confession, explanation, 
education, and transformation (the individuation proc- 
ess). The therapist is viewed as a fellow participant in a 
process of individual development that unfolds sponta- 
neously. 

In the Terry Lectures at Yale University, published as 
Psychology and Religion (1937), Jung considered the per- 
sonal religious experience as devoid of any transcen- 
dental element, as numinous, awesome, and contributing 
to the individuation process. In later works he found con- 
firmation of his theory in the study of medieval and Re- 
naissance alchemical texts and Eastern religions. His fi- 
nal volume, Memories, Dreams, Reflections (1960), 
represents his spiritual testament. It was published 1 year 
before his death.in 1961. 

Jung's influence has been felt particularly in England 
and Switzerland. It has been felt much less in the United 
States, where his ideas have been considered too esoteric 
by many and have been adopted in intellectual and artis- 
tic rather than psychiatric circles. In addition to the Jung 
Institute in Zurich, which was established in 1948, analyt- 
ical psychological societies were founded in London, 
New York, and Los Angeles; the International Associa- 
tion for Analytical Psychology was established in 1957. 
The Bollingen Foundation is now republishing Jung’s 
Collective Works as well as translations from the Er- 
anos-Jahrbucher, a collection of papers by various au- 
thors in the fields of anthropology, philosophy, and reli- 
gion published annually since 1933. 


The psychologist Johannes Lindworsky was born in 
Frankfurt am Main. At the age of 20 Lindworsky entered 
the Society of Jesus, in which he came under the influence 
of Joseph Fróbes. Lindworsky studied at Bonn and at 
Munich, where he obtained a degree in philosophy under 
Oswald Ktlpe. From 1920 he taught psychology at the 
University of Cologne, and then from 1928 on he taught 
at the German University of Prague. He wrote five 
books, all of which have been translated into English: The 
Will (1919), Experimental Psychology (1921), The Train- 
ing of the Will (1921); Theoretical Psychology (1932), 
and Psychology of Asceticism (1935). He also published 
many articles in various Journals. 

Lindworsky's name is particularly remembered for his 
studies on the will. According to him certain contents of 
consciousness—elementary or higher motives—are a 
preparation for volitional acts. Volition is an inner activi- 
ty signifying the striving of the individual toward a par- 
ticular goal. Willpower is strengthened by the ideal 
presented by the teacher to the pupil that, although it is 
an objective entity, has to be experienced actively. Lind- 
worsky also attempted to explain the ascetic life from the 
perspective of modern psychology. 

In regard to the theoretical foundations of psychology, 
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Lindworsky described two kinds of laws—laws of content 
and laws of process—and presented the following classifi- 
cation of the elementary types of experience: 1) I-con- 
sciousness, 2) sensations, 3) sensory feelings, 4) knowl- 
edge of facts, 5) recognition processes, 6) striving 
processes. Lindworsky served as coeditor of the Archiv 
für die Gesamte Psychologie and was very active in Die 
Deutsche Gesellschaft für Psychologie. 


Cécile Mugnier vas born in Annecy, Haute-Savoie, in 
the French part of the Alps. Endowed with a brilliant and 
intutive mind and an independent spirit, she studied 
medicine in Paris. She was one of the first women to un- 
dertake a medical career. While in Paris as a pupil of the 
neurologist Pierre Marie, she met Oskar Vogt, whom she 
married in 1899. 

Oskar Vogt, who was born in northern Germany in 
1870, was attracted early in life to two areas of interest: 
the study of the anatomical foundations of psychological 
phenomena and the study of genetic variations in insects. 
Trained at the University of Kiel in philosophy and psy- 
chology and then at the University of Jena in biology by 
Haeckel and in psychiatry by Ziehen, Oskar Vogt even- 
tually came in contact with the Swiss psychiatrist Au- 
guste Forel, who was then professor of psychiatry and di- 
rector of the menzal hospital of Burghólzli in Zurich. 
Vogt became involved in Forel's experiments on hypnosis 
and, although Vogt was quite young, Forel named him 
editor of the Zeitschrift für Hypnotismus. In his early 
works on hypnosis, which preceded Breuer's and Freud's 
studies on hypnotism, Oskar Vogt considered hypnosis as 
partial consciousness and used the term “hypnotic hyper- 
amnesia" to describe the return to consciousness of for- 
gotten experiences. Through his clinical work with many 
patients at Alexanderbad, a well-known spa, he devel- 
oped the technique of so-called fractioned hypnosis for 
subjects who were difficult to hypnotize and the system of 
a prophylactic rest period, i.e., a system of progressive re- 
laxation and self-induced hypnosis, which anticipated the 
later autogenic training of I.H. Schultz. After a period in 
Leipzig, where he came under the influence of Wundt and 
the neurologist Móbius, who is well known for his many 
pathographic monographs, Oskar Vogt went to Paris in 
1897 to study under Pierre Marie and other distinguished 
pupils of Charcot. 

After their marriage, Cécile and Oskar Vogt estab- 
lished themselves as leaders in the fields of brain archi- 
techtonics and myelinization of the cerebral fibers. At the 
end of the nineteenth century they began their joint work 
at the Neuro-Biologischen Zentralstation in Berlin, a re- 
search center established and supported by them through 
private practice. 

Cécile Vogt described the fiber systems from the thala- 
mus to the striatum and the hystopathology of double 
athetosis (status dysmelinisatus in the globus pallidus) 
and of the lenticular nucleus in extrapyramidal disorders. 
The Vogts coined zhe term “‘pathoclisis” to signify the se- 
lective brain damage resulting from exposure to a 
noxious agent; this concept provided the rationale for the 
chemotherapy of brain disorders. 
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In 1901 K. Brodmann, another pioneer in brain archi- 
techtonics, joined the Vogts. The following year the 
Zeitschrift fur Hynotismus became the Journal fur Psy- 
chologie und Neurologie. The Zentralstation was re- 
named the Neurobiologische Universitats-Laboratorium 
in 1915 under the sponsorship of Emperor Wilhelm’s So- 
ciety for Fostering of Sciences. 

In 1925 Oskar Vogt undertook the project of building 
a modern institute for brain research in Moscow while he 
continued his work in Berlin. Four years later, in 1929, he 
presented in Moscow the results of his thorough study of 
the brain of Lenin, whom he considered, in view of his ex- 
ceptional intelligence, “an athlete of the [cerebral] associ- 
ations.” Back in Berlin, working full-time with the addi- 
tional support of the Rockefeller Foundation, the Vogts 
founded Emperor Wilhem’s Institute for Brain Research 
in 1931; this institute was to become the leading center of 
the work of that period. It was there that the early experi- 
. mental studies on the electrical activities of the brain 
were conducted. 

Because of their friendly attitude toward the Jews and 
their previous involvement with the Soviets, the Vogts 
came under the criticism of the Nazis, resulting in Oskar 
Vogt’s forced retirement in 1937. The following year, 
however, the Vogts built the private Institute for Brain 
Research and General Biology in Neustadt, Germany, 
not far from Fribourg in Switzerland. There they contin- 
ued their work on hystopathology, including extensive re- 
search on schizophrenic patients. Although not immune 
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to criticism by other scientists, the Vogts achieved wide 
renown during their life. Cécile Vogt received honorary 
doctorates from the University of Fribourg and the Uni- 
versity of Jena; Oskar Vogt received one from Oxford 
University. Oskar Vegt died in 1959 at the age of 89; 
Cécile Vogt died in 1962 at the age of 87. 


Henry Hallet Dale was born in London. While study- 
ing in Cambridge, Dale worked on the autonomic ner- 
vous system under Langley. After he finished his medical 
training at St. Barthclomew Hospital in London, Dale 
was named director of the Wellcome Physiological Re- 
search Laboratories. There he discovered the function of 
ergotoxine in uterine contraction and synthetized many 
compounds active in the stimulation of the sympathetic 
system. Together with Otto Loewi (1873-1961), with 
whom he shared the Nobel prize for physiology and med- 
icine in 1936, he developed the theory of neuro-humoral 
transmission of the nervous impulse based on the dis- 
charge of acetylcholine and noradrenalin, which had 
wide application for clinical purposes. Knighted in 1932, 
Dale lectured extensively in England and in the United 
States. He was president of the Royal Society from 1940 
to 1945 and director of the Davy-Faraday Laboratory of 
the Royal Institution from 1942 to 1946. He contributed 
greatly to the growth of the Wellcome Medical History 
Museum and Library. Most of his addresses are included 
in Adventures in Physiology (1953) and An Autumn 
Gleaning (1954). He died in 1968. 


-~ 
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Inpatient and Outpatient Patterns of um Drug Prescribing by 


Nonpsychiatrist Physicians 


BY DAVID RAFT, M.D., JONATHAN DAVIDSON, M.B.B.S., D.P.M,, 


ROGER F. SPENCER, M.D., AND BEN F. LEWIS 


The authors found that among 228 general hospital 
patients, minor tranquilizers were prescribed most often 
and with the least justification and that major 
tranquilizers were prescribed sparingly and by and large 
judiciously. Antidepressants were given less often than 
would be justified by the incidence of depressive illness 
among these patients. Nonrecognition of depression in 
patients with somatic complaints and autonomic signs of 
depression contributed to this lack of treatment. 


SEVERAL STUDIES (1-4) have shown that the incidence of 
psychiatric disorder in general medical and surgical 
patients is high. Shepherd and associates (1) and Schwab 
and associates (2) reported on psychiatric morbidity in 
general hospitals, and Monroe (3) and Sainsbury (4) re- 
viewed the incidence of psychiatric illness among gyne- 
cological and medical outpatients. Mellinger and asso- 
ciates (5) and Parry and associates (6), reporting on the 
pattern of use of psychoactive drugs in the United States, 
and Balter and Levine (7), reporting on this pattern in 10 
countries, found that nonpsychiatrists prescribe most of 
the psychoactive drugs used. 

In this report we examine the pattern of psychotropic 
drug use in the. treatment of medical and surgical in- 
patients and outpatients in a general hospital and attempt 
to determine the rationale for their prescription by non- 
psychiatrists. We also address ourselves to the demo- 
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graphic aspects of medication use and the type of psycho- 
tropic drug chosen. This study enlarges an earlier 
investigation by Davidson and associates (8) by clinically 
evaluating a segment of the sample used in that study and 
by interviewing the physicians responsible for these 
patients. 


METHOD 


We identified all patients who were receiving psycho- 
tropic medication during a six-week period in a 480-bed 
general teaching hospital by reviewing pharmacy records 
of medication dispensed. Chart review was done to assure 
that the drug was actually administered and to examine 
the reason for its use. 

One hundred patients who were receiving psychotropic 
medication were randomly selected from the same hospi- 
tal's outpatient clinic, where patients are screened for ad- 
mission. We administered two commonly used depres- 
sion scales, the Zung Self-Rating Scale (9) and the Beck 
Depression Inventory (10), to these outpatients. We also 
administered the Social Readjustment Scale devised by 
Holmes and Rahe (11), which measures life stress and 
has been used to predict onset of medical illness (12). 
This scale was validated in a predominantly rural popu- 
lation by Miller and associates (13). Within the group of 
outpatients we compared the demographic, depressive, 
and stress scales by analysis of variance to determine if 
these variables were associated with the type of psycho- 
tropic medication prescribed. 

Eighty-two of the outpatients were clinically evaluated 
by one of us (D.R.). Thirty of these patients were also 
seen by another one of us (T.C. T.). The outpatient group 
was representative of the community at large in regard to 
age, sex, and race. 

Our initial intention to interview all of the physicians 
who prescribed psychotropic medication for the hospital- 
ized patients as well as those who did so for the out- 
patients proved too inconvenient, but we contacted all of 
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the internists and some of the surgeons who took care of 
both inpatients and outpatients later and asked them 
about their prescribing practices. All of the physicians re- 
sponsible for the 100 outpatients studied were asked 
about their thinking on prescribing psychotropic drugs to 
these patients. 


RESULTS 


Of all of the patients hospitalized during the six-week 
study period (N = 1,361), 128 received psychotropic medi- 
cation (see table 1). More patients admitted to the gener- 
al medical service received tranquilizers or sedatives than 
those admitted to either the surgical service or obstetrics- 
gynecology. The male to female ratio of those who re- 
ceived the medication was 1:1.09, and the ratio for race 
was 1:1.75 (black:white). The corresponding ratios for all 
1,361 patients admitied to the hospital were 1:1.37 and 
1:1.75, respectively. The mean ages of the 128 medicated 
inpatients were 45.9 years for the men and 47.7 for the 
women. The illnesses from which the patients suffered 
have been discussed in a previous article (8). 

A larger proportion (24 percent) of the 100 outpatients 
than of the 128 inpatients (see table 1) received psycho- 
tropic drugs. However, in contrast to the hospitalized 
group, in which patients between the ages of 15 and 29 
accounted for 18 percent of those who received drugs, 
only 5 percent of the outpatients under the age of 30 were 
given psychotropic medication. More women than men 
(14.7 percent versus 9.5 percent) in the outpatient group 
received these drugs, and black outpatients received psy- 
chotropic medication more often than did white out- 
patients (13.7 percent versus 10.5 percent). 

In the outpatient group, education of the patient had 
an inverse relationship to receiving psychotropic medica- 
tion (15.8 percent of those with less than a lOth-grade 
education versus 8.5 percent of those with more than a 


TABLE | 


lOth-grade education received these drugs). Education 
was not related to receiving psychotropic medication in 
the inpatient sample. 

Fifty-six percent of the outpatients were scored as de- 
pressed on the Zung scale (mean score-59, SD - 7.20) 
and on the Beck Depression Inventory (mean score= 
13.5, SD=8.02). Agreement between the Zung and the 
Beck scores was good (r=.66, p «.001, Pearson product- 
moment correlation). 

More outpatients who were scored as not depressed on 
both scales received psychotropic medication than those 
who were scored as depressed (14 percent versus 10 per- 
cent). 

Life stress was scored according to the Social Read- 
justment Scale (11, 12) from 1 to 4 (4« most severe and 
corresponds to 16 yes responses; 1 - no life stress and cor- 
responds to less than 3 yes responses). 

Of the 82 outpatients evaluated clinically, 34 were 
judged to be depressed. Twenty-four of these depressed 
patients showed overt signs of depression, satisfying the 
criteria of Feighner and associates (14), while the remain- 
der fit the diagnosis of masked depression, i.e., depression 
presented by autonomic signs (e.g., anorexia, insomnia, 
decreased libido, although healthy according to physical 
examination), lack of interest in life, and, in the inter- 
viewer's judgment, objective evidence of depressed affect. 
Interrater agreement on the incidence of depression in 
the overtly depressed group was excellent (3 point varia- 
tion on the Hamilton scale). The agreement between two 
interviewers as to the incidence of masked depression was 
60 percent. 

Among the physicians responsible for the inpatients, 
internists (general medical service) were more apt to use 
psychotropic drugs than surgeons or obstetrician-gyne- 
cologists (see table 1). They were also better at justifying 
their choices of drugs. In contrast, no differences in pre- 
scribing habits were found among the specialists respon- 
sible for the outpatients; only a few outpatient charts con- 


Patterns of Psychotropic Medication Use Among a Group of Hospitalized Patients 


General Medicine 


(N2432) 
Item N Percent 
Patients who were not receiving 
psychotropic medication 371 85.9 
Patients who were receiving psychotropic 
medication 61 14.1 
Patients who were already receiving 
medication before admission 10 16.4. 
Patients who were prescribed medication 
while in the hospital 51 83.6 
No comment made bv prescribing 
physician on patient's status or why 
drug given 29 47.5 
Comment made by prescribing physician 
on patient's status or why drug given 32 52.5 
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Obstetrics-Gynecology Surgery Total 
(N = 379) (N = 550) (N = 1,361) 
N Percent N Percent N Percent 
361 95.3 501 91.1 1,233 90.6 
18 4.7 49 8.9 128 9.4 
5 27.8 10 20.4 25 19.5 
13 72.2 39 79.6 103 80.5 
9 50.0 29 59.2 67 52.3 
9 50.0 20 40.8 61 47.7 


tained justification for the psychotropic drug chosen. 

Minor tranquilizers were prescribed for 72 percent 
(N 292) of the 128 inpatients who received psychotropic 
drugs and for 68 percent (N =68) of the 100 outpatients. 
Antidepressants were prescribed for only 5.3 percent 
(N 27) of the inpatients but for 15 percent (N 215) of the 
outpatients. Major tranquilizers were prescribed for only 
6 percent (N =6) of the outpatients and for 16 percent 
(N 220) of the inpatients. The rest of the patients who re- 
ceived psychotropic medication were prescribed barbitu- 
rates, which were given for seizure disorders; 2 patients 
received imipramine for urological incontinence. 

Psychiatric consultation was shown to be effective in 
increasing the dose of a major tranquilizer, in prescribing 
a major tranquilizer, and in adding a new psychotropic 
agent. Psychiatric opinion against the prescription of a 
minor tranquilizer for 15 patients did not effect a change. 
In the outpatient group, no major tranquilizers were giv- 
en except on the advice of a psychiatrist. 


DISCUSSION 


The incidence of minor tranquilizer use in our study 
matches that reported for the United States by Parry 
and associates (6) and by Balter and Levine (7). Diaze- 
pam was prescribed more often than any other drug. The 
reasons given by physicians for their choice of a minor 
tranquilizer were nonspecific, e.g., that the patient was 
"nervous," had a "psych problem,” or had "anxiety." 
Mayfield and Morrison (15) referred to the problem of 
poor documentation in medical charts, and we found this 
to be a problem in the charts of patients given minor 
tranquilizers. In all of the cases we reviewed for use of 
minor tranquilizers, chart documentation for this use was 
inadequate. 

On the other hand, in nearly two-thirds of the cases in 
which major tranquilizers were prescribed the medication 
was used and documented appropriately; in other cases, 
although the reason was not documented, the physician 
had a reasonably good idea of his diagnosis (the most 
common one was hallucinatory psychosis). Patients who 
received major tranquilizers were either psychotic or se- 
verely disturbed, with such behavior problems as aggres- 
siveness. Often, however, major tranquilizers were not 
used in adequate doses, particularly in the outpatient 
group. The mean dose of chlorpromazine for the 100 out- 
patients was 250 mg daily, and the mean dose of 
chlordiazepoxide was 120 mg daily. 

The infrequent use of antidepressants is surprising in 
view of the fact that depression is a common finding in 
medical patients. We estimate on the basis of our exam- 
ination of over 300 patients during a period of three years 
that treatable depression exists in over 35 percent. John- 
son (16) reported a lower figure (12 percent). 

In our personal contact with the physicians who 
treated the patients studied we discovered several other 
factors besides nonrecognition of depression that ac- 
counted for their not prescribing antidepressants more 
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often. These drugs often counteract other drugs, e.g., 
some hypertensives. The adverse cardiac effects of anti- 
depressants, which are at times rather severe, make non- 
psychiatrists overly cautious about prescribing these 
drugs. In some cases of depression, the more dynamically 
oriented internists believed (correctly) that psychothera- 
py would be more effective than a drug. Another factor is 
that on an acute medical-surgical service the emphasis is 
on diagnosis rather than on treatment. The fact that 
more patients in the outpatient sample received antide- 
pressants is partly related to this fact. 

Depressive disease in its variant forms is not fully ap- 
preciated by nonpsychiatrists. For instance, decrease in 
life enjoyment, hopelessness, and some of the autonomic 
signs of depression (loss of energy, insomnia, etc.) often 
escape the practitioner as manifestations of depression 
unless they accompany visible sadness. This may account 
for the fact that fewer of the outpatients who received the 
highest scores on our depression scales received antide- 
pressants. In some cases their depression was attributed 
to medical illness; in others the degree of anxiety masked 
their depression. 

Lesse (17) and Cchen (18) referred to variant forms of 
depression that may be present in medical patients, e.g., a 
somatic complaint masking depression. From chzrt notes 
and interviews with the physicians, we discovered that the 
prominence of symptoms of anxiety led them to prescribe 
a minor tranquilizer, even though in many instances they 
were aware that the patient might be depressed. The ma- 
jor factor in lack of recognition of depression or in- 
attention to the gravity of the disorder was inadequate 
evaluation of the autonomic signs of depressive disease. 
Most frequently overlooked were the symptoms of lack 
of enjoyment of life and some degree of hopelessness and 
helplessness; these were present in nearly all of the 
patients who were scored as depressed. 

The amount of life stress experienced by the patient, as 
measured by the Social Readjustment Rating Scale, cor- 
related inversely with the prescription of psychotropic 
medication. Of the outpatients judged to be under moder- 
ate stress, 17.9 percent received psychotropic drugs, com- 
pared with 5.3 percent of those judged to be under severe 
stress. This difference is significant (x°=10.6, df=3; 
p<.01). This reflects the fact that physicians instituted 
social intervention and personal effort rather than pre- 
scribing a drug for patients experiencing such situations 
as loss of spouse, job, or home. 

Surgeons’ reluctance to prescribe psychotropic drugs is 
perhaps partly based on their inclination as specialists, as 
pointed out by Walton (19), and the fact that the major- 
ity of their patients were undergoing surgical pracedures 
that contraindicated the use of tranquilizers. Reasons for 
reluctance to prescribe psychotropic drugs in spite of the 
knowledge of how to do so are complex; they will be dis- 
cussed in a later report. 

A weakness of our study is that the assessment of de- 
pressive disease was made in only a small proportion of 
all of the patients surveyed. To get a true picture of ap- 
propriate drug use, all of the patients should have been 
evaluated individually. 
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COMMENT 


This study shows that minor tranquilizers are overused 
in the treatment of general medical patients, while anti- 
depressants are not used often enough. Although the 
withholding. of antidepressants was justified in some 
cases, the major reason for their nonuse was the physi- 
cian’s lack of recognition of affective disorder. Major 
tranquilizers were appropriately used in most cases. Edu- 
cating nonpsychiatrist physicians in the recognition of 
the variants of depressive disease is needed. 
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Professional Liability Insurance and the American Psychiatrist 


BY CHESTER L. TRENT, M.D., AND WILLIAM P. MUHL 


The authors outline the current position of psychiatrists 
in the United States regarding their vulnerability to 
lawsuits for malpractice. They review the various 
activities of the American Psychiatric Association on 
behalf of its members, especially its endorsement and 
supervision of a professional liability program for review 
and control of losses. 


A LAWSUIT brought against a psychiatrist by a patient is 
a rare event compared with the number -of lawsuits 
brought against most other physicians. The best informa- 
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tion available suggests that one lawsuit is brought for ev- 
ery 5-7 years of practice for all physicians in the United 
States. Neurosurgical specialists may experience an aver- 
age of one suit every 2 years. At the other extreme, psy- 
chiatrists in the United States are sued about once for ev- 
ery 50-100 years of practice. Because of this low 
incidence of suit, most American psychiatrists have never 
experienced this courtroom event; in fact, there are some 
psychiatrists who foolishly avoid carrying adequate in- 
surance, denying an infrequent but real danger. 

Within the past several months, shocking and unman- 
ageable changes have occurred in the general malpractice 
insurance market. After 25 years of coverage, the Ameri- 
can Mutual Insurance Company withdrew its coverage of 
physicians in northern California, and Employers In- 
surance of Wausau withdrew its coverage of physicians in 
New York State. New York's new company, Argonaut, 
insured physicians for an additional premium of 93 per- 


cent and then withdrew its coverage. The Professional In- 
surance Company of New York became insolvent, leav- 
ing many insured physicians in that state without 
protection under their policies. The St. Paul Insurance 
Company has refused to renew coverage for the State of 
Maryland, and the Liberty Mutual Insurance Company, 
after many years of coverage, has refused to continue of- 
fering insurance through the American College of Physi- 
clans. Increases of 200 percent and more in malpractice 
insurance premiums are not unusual throughout the 
United States. 

These chaotic changes in the malpractice insurance 
market have come about because of inflation, higher 
judgments by courts, high settlements, and stock market 
losses by insurance companies that have depended on in- 
vestment earnings to partially support claims payments. 

It is an educated guess that claims against psychiatrists 
will increase in number and that the amount of judg- 
ments and/or settlements will be higher for several addi- 
tional reasons: 

i. The American public is more claims conscious and 
feels more free to employ lawyers, believing that any in- 
jury should be compensated, whether or not it results 
from natural causes. 

2. Modern psychiatric medication is powerful and 
produces many desirable results. However, undesirable 
side effects are also produced, some of which can be seri- 
ous and irreversible. For example, phenothiazines may 
produce irreversible tardive dyskinesias; these have been 
the basis for large claims and/or judgments. One suit for 
compensation of tardive dyskinesia was settled out of 
court by a drug company and a physician together for 
$190,000. Two other such suits have been filed and are 
still in litigation. 

3. Psychiatrists are engaged in more active and ag- 
gressive therapies, such as encounter groups, primal 
scream therapy, conditioning techniques, and sexual ther- 
apies. Any of these could increase the psychiatrist’s ex- 
posure to claims. 

4. The consumer public is now more sophisticated; 
they have information on what constitutes negligence in 
the psychiatric and psychotherapeutic fields. 

5. The legal profession has an overabundance of law- 
yers who are most interested in working in the lucrative 
professional liability area, especially in those states which 
have no-fault automobile insurance. In these states 
lawyers have lost a certain amount of automobile acci- 
dent work and need another field of operation. 

6. The psychiatrist is being exposed to new dangers, 
some of which are peculiar to his specialty: 1) civil rights; 
2) responsibility for a large number of paraprofessionals 
(as are anesthesiologists) with the accompanying hazard 
of more potential accidents resulting from less personal 
contact with patients; 3) inability to completely supervise 
or even personally see all patients at all times, e.g., re- 
cently a psychiatrist who cosigned a report to a court 
stating that a patient he had not seen but whose social 
worker he had supervised was not dangerous was success- 
fully sued for $60,000 after the patient shot himself and 
others (this case was settled out of court); 4) the right to 
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treatment, e.g, Donaldson v. O'Connor (1) with its 
$38,500 judgment,! has set a precedent for suits against 
psychiatrists based on failure to provide treatment to 
patients admitted to a state hospital; 5) a new attitude to- 
ward psychiatry in state legislatures, e.g., a new law in 
New Jersey has created a public advocate for mental 
health with powers to develop any type of litigation 
against the state or the physicians employed by the state 
aimed at protecting the rights of mentally ill patients 
and/or obtaining adequate benefits for them; 6) the es- 
tablished pattern of claims against psychiatrists for sui- 
cide, wrongful commitment, improper diagnosis, alien- 
ation oi affection, libel, slander, breach of confidentiality, 
injuries from ECT, and blood dyscrasias from drugs (2- 
9). 


APA ACTIVITY 


In response to the threat of unavailability of coverage 
to some of its members and to the problem of psychia- 
trists’ having been lumped together with other physicians, 
APA has developed its own group professional liability 
program. 

Medical societies and, more importantly, several of the 
larger insurance companies state that the only acceptable 
control and underwriting for medical professional liabili- 
ty insurance is through a professional society's endorsed 
and supervised program. There are no national specialty 
groups with an endorsed program for review and control 
of losses other than the one for the American Psychiatric 
Association. 

The broker and manager of APA's Loss Control Pro- 
gram is the Joseph A. Britton Agency. The experience of 
this agency in group professional liability insurance be- 
gan in 1960. Under this agency's management the aver- 
age number of lawsuits in New Jersey for the past 14 
years has been maintained at one yearly for every 20 phy- 
sicians and surgeons or one for every 20 years of practice, 
whereas the national average is about one suit for every 
5-7 years of practice. 

The APA program offers coverage for the individual 
practice of psychiatry and/or neurology as well as for 
partnerships and for professional associations. Profes- 
sional employee coverage is included without charge; 
however, this does not apply to licensed physician em- 
ployees. Prescribing ECT is covered; however, adminis- 
tering this therapy entails an additional charge of 50 per- 
cent of the individual premium. The policy will insure 
APA members practicing in almost all settings, such as 
solo private practice, clinics, and government service. 
The policy was designed especially to insure the Ameri- 
can psychiatrist against the peculiar hazards of the pro- 
fession here, including libel, slander, false imprisonment, 
or unlawful detention suits, and suits resulting from com- 
mittee work associated with a professional society or 


"The judgment portion of this decision was recently remanded for retri- 
al by the U.S. Supreme Court. 
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hospital as well as claims arising from bodily injury, sick- 
ness, or disease—including death. 

The consent of the insured is necessary for settlement 
of a claim or suit. A committee made up of APA mem- 
bers will review claims and suits to determine if there has 
been any deviation from the accepted standard of prac- 
tice, and the insurance company has agreed to defend any 
claim that the committee requests it to on the basis of the 
committee’s consensus that the claim is defensible. In ad- 
dition, expert claims advice is available to an insured 
physician who is concerned about the possibility of being 
sued or of having a claim made against him. 

A prominent feature of this program is the prospect of 
generating statistical data on malpractice suits against 
psychiatrists that will be available for educational pur- 
poses and will show the actual hazards associated with 
the practice of a substantial number of American psychi- 
atrists. The program will become self-rating when ade- 
quate experience has been obtained, and premiums will 
eventually be adjusted to the real losses of psychiatrists 
only. It is planned that psychiatrists will not be required 
to support the premium structure of surgical specialists 
and other practitioners who have larger and more 
frequent claims brought against them. 

The program is underwritten by the Vigilant Insurance 
Company, managed by Chubb & Son, a worldwide cas- 
ualty insurer currently furnishing malpractice protection 
to more than 20,000 physicians in the United States. 


ADDITIONAL APA INVOLVEMENT 


In 1970 the President of the United States spearheaded 
an investigation of malpractice in American medicine by 
directing the Secretary of Health, Education, and Wel- 
fare to establish a commission to investigate, study, and 
report on medical malpractice. Continuing to maintain 
the highest possible profile among the members of the 
medical fraternity, APA was quick to acknowledge the 
importance of the commission. On December 17, 1971, 
one of us (C.L.T.) presented testimony before this com- 
mission outlining the special problems of psychiatry in 
the area of difficulty in obtaining coverage and the exces- 
sive premiums that result from psychiatrists’ being 
grouped together with nonpsychiatric physicians and de- 
tailing the more prominent malpractice risks of psychia- 
trists. The commission's voluminous report has been the 
basis for other organizations’ developing and continuing 
the work of the commission. 
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The National Foundation for Health Science Liability 
was incorporated as a group of physicians, lawyers, in- 
surers, paraprofessionals, hospital representatives, and 
many other groups, including the federal government, 
that had an interest in the problems of health science lia- 
bility. It was proposed that this group would function as a 
clearinghouse and a study center for professional liability 
problems. To date, its efforts have not been well orga- 
nized due to a lack of federal and/or foundation support. 

APA has also been a full and supporting member of 
the more recently organized Medical Liability Commis- 
sion. This group of commissioners represents most of the 
national medical and hospital organizations. It is study- 
ing problems of professional liability from all possible 
vistas and making recommendations for appropriate 
changes in laws and legal procedures and stimulating 
projects to help cope with medical injuries and accidents. 
New types of insurance programs, such as policies for 
catastrophic medical accidents like death from diagnostic 
arteriography, therapeutic blood transfusions, etc., are 
being explored by this group. 


COMMENT 


We have tried in this paper to depict the current posi- 
tion of American psychiatry in the area of professional 
liability exposure and to review the various involvements 
and undertakings of APA to further its services to mem- 
bers and their patients. 
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A Placebo-Controlled Study of Lithium Combined with Neuroleptics in 


Chronic Schizophrenic Patients 


BY JOYCE G. SMALL, M.D., JEFFREY J. KELLAMS, M.D., VICTOR MILSTEIN, PH.D., 


AND JOSEPH MOORE, M.S. 


Lithium combined with major tranquilizers was 
administered to 22 hospitalized chronic schizophrenic 
patients with minimal neurotoxicity or other side effects. 
Moreover, 10 of the patients benefited significantly with 
lithium as compared to placebo in terms of blind 
psychiatric and nursing ratings and nonblind clinical 
judgments of outcome. These results contrast with 
previous negative reports in the literature and the 
generally poor prognosis in chronic schizophrenic 
patients. The authors suggest that a trial combining 
lithium with psychotropic drugs is warranted in 
schizophrenic patients who do not respond satisfactorily 
to conventional treatment. 


SEVERAL RECENT PUBLICATIONS have suggested widening 
the applications of lithium treatment in psychiatric dis- 
orders. In contrast to its earlier status as a specific thera- 
peutic agent in manic-depressive disease, lithium has 
been reported to exert beneficial influences in such di- 
verse conditions as depression, emotionally unstable and 
antisocial personality disorders, alcoholism, drug-in- 
duced psychoses, premenstrual tension, and epilepsy. 
Lithium has also been used in the treatment of schizo- 
phrenia, although results to date have not been very en- 
couraging; it has been reported that lithium alone is inef- 
fective in schizophrenia (1-3) and may in fact be 
associated with clinical. worsening. Moreover, schizo- 
phrenic patients may have poor tolerance for lithium and 
increased risk of toxic reactions (1-3). Almost all of the 
reports of therapeutic benefit have been limited to cases 
of schizo-affective schizophrenia or patients with mixed 
schizophrenic and manic-depressive features (4-7), al- 
though not all studies agree that lithium is beneficial even 
in these cases (8). A review of the literature and further 
discussion of these issues has been published else- 
where (9). 

We are not aware of any systematic studies of lithium 


The authors are with the Indiana University School of Medicine, Larue 
D. Carter Memorial Hospital, 1315 West Tenth St., Indianapolis, Ind. 
46202, where Dr. Small is Professor of Psychiatry, Dr. Kellams is As- 
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combined with neuroleptic drugs in the treatment of 
schizophrenia. Caution in this area is advisable in light of 
a recent report by Cohen and Cohen (10) of irreversible 
brain damage in pa:ients who received a combination of 
lithium and haloperidol. These authors suggested that ex- 
cited schizophrenic patients, misdiagnosed as manic, may 
have been particularly susceptible to neurotoxic effects of 
the drug combination. Our study was designed to exam- 
ine the effects of lithium combined with major tranquil- 
izers in the treatment of schizophrenia via a double-blind 
placebo crossover design. 


METHOD 
Subjects 


The study population consisted of 22 very ch-onically 
ill schizophrenic patients (18 women and 4 men, mean 
age-36 years) hospitalized on a research ward at a uni- 
versity-based psychiatric facility during the study period 
(1972-1974). These subjects were not selected for promi- 
nent affective symptomatology. 

All subjects had diagnoses of schizophrenia that met 
the Feighner and associates criteria (11). The subtypes of 
the illness were hebephrenic (N=7), catatonic (N 25), 
and paranoid (N =2), as defined by Tsuang and Winokur 
(12). There were 8 schizo-affective patients (4 excited 
and 4 depressed). The schizo-affective subjects met the 
Feighner and associates criteria for either mania or de- 
pression plus diagnostic requirements for schizophrenia, 
except the Feighner and associates provision tha: there be 
an absence of sufficient depressive or manic criteria for 
affective disorder. All but 2 subjects were unmarried. 

These individuals had been continuously or inter- 
mittently hospitalized for an average of 9 years prior to 
the study. Aside from good physical health, they had very 
few favorable prognostic attributes. All were dependent 
on families or social agencies for support; 90 percent 
came from Hollingshead-Redlich (13) social classes IV 
and V; 27 percent had become ill before the age of 20; and 
81 percent had a definite or probable premorbid schizoid 
or asocial lifestyle. Among those who had worked, occu- 
pational adjustment was judged inadequate or marginal. 
Family histories of mental illness were generally nega- 
tive, although 7 patients had relatives with schizophrenia 
and 3 with affective disorders. 

All of the subjects had failed to respond satisfactorily 
to various repeated treatment approaches. They had been 
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maintained for several months on a number of drug treat- 
ment trials, which included at least one phenothiazine, 
thiothixene, and haloperidol. Trials with each of these 
drugs lasted a minimum of 8 weeks, with titration of dos- 
age to maximum benefit and/or highest tolerated levels. 
Some favorable response was associated with one or 
more of these medications, but no response was sufficient 
to permit hospital discharge. 


Procedure 


Prior to administration of lithium, patients were resta- 
bilized on the previously established optimum dosage of 
the neuroleptic drug that had been associated with the 
most improvement and/or best tolerance. Haloperidol 
was given to 9 patients in daily doses ranging from 2 to 15 
mg. Nine patients received 6-40 mg per day of thio- 
thixene, and 4 were on various phenothiazines (1600 mg 
of chlorpromazine, 50 mg of thioridazine, 30 mg of buta- 
perazine, and 6 mg of trifluoperazine). Antiparkinsonian 
drugs were not used prophylactically but were required 
for the control of extrapyramidal side effects in 17 
patients. 

The design of the study provided for random assign- 
ment to one of two treatment sequences that began with 
either lithium or placebo added to the patient's previous- 
ly established neuroleptic regimen (reinstated 2 weeks 
prior to the study). There were four treatment periods of 
4 weeks' duration, with three crossovers alternating lithi- 
um and placebo (sequence | «lithium-placebo-lithium- 
placebo; sequence 2- placebo-lithium-placebo-lithium). 
Prior to the study and before each crossover, patients 
were rated by psychiatrists and nurses on a standard bat- 
tery including the Brief Psychiatric Rating Scale 
(BPRS), Clinical Global Impression (CGI), and Nurses 
Observation Scale for Inpatient Evaluation (NOSIE). 
The Manic State Rating Scale (MSRS) (14) was also 
completed by research nurses. Psychological tests were 
administered at the same intervals and included the Ship- 
ley-Hartford Vocabulary Test (15), the Digit Symbol 
subtest of the Wechsler Adult Intelligence Scale and 
Trails A and B from the Halstead-Reitan-Wepman (16) 
neuropsychological battery. Patients also completed the 
Lubin Adjective Checklist. If there were indications of 
any toxic reactions or significant clinical deterioration, 
patients were reevaluated and switched to the next phase 
of treatment whether or not the 4-week period had been 
completed. Double-blind conditions were maintained 
throughout the study for patients and for the psychia- 
trists, nurses, and psychometrists who gathered the data. 

White capsules, identical in appearance, containing 
300 mg of lithium carbonate or placebo were adminis- 
tered initially three times daily. Weekly venipunctures 
were done and plasma lithium levels were maintained at 
between 0.6 and 1.0 mEg/liter. Most patients were main- 
tained on a three times daily schedule throughout the 
study. In 2 patients, the dosage was increased to four cap- 
sules daily to maintain plasma levels within the desired 
range. In 5 patients the dosage was reduced to twice daily 
because of high plasma levels and/or minor side effects 
such as nausea or tremor. 
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RESULTS 


By random assignment 12 patients began the study on 
lithium (sequence 1) and 10 on placebo (sequence 2). Of 
the 22 subjects, 15 completed all four treatment peri- 
ods—7 on sequence | and 8 on sequence 2. Seven patients 
were discontinued before completion of the study. Two 
were dropped during the first 2 weeks: | was on sequence 
| and the other on sequence 2. Both deteriorated quite 
suddenly, with violent, destructive behavior. Each had ex- 
perienced similar unpredictable episodes in the past, and 
these reactions were not considered to be drug-related. 
Two patients were dropped in the second treatment peri- 
od: 1 rapidly declined into a catatonic stupor within a 
week following placebo crossover after improving on 4 
weeks of lithium, and the other began to deteriorate on 
placebo and continued to do so after crossover to lithium, 
requiring discontinuation 10 days later. The other 3 drop- 
outs occurred in the third period of the experiment, when 
all were on lithium: 1 of these patients refused to take 
medications, another improved and was discharged, and 
the third was dropped for administrative reasons. Pre- 
mature termination, i.e., crossover to the next treatment 
sequence before the end of the 4-week period, occurred 17 
times. This was due to toxicity in | patient and clinical 
deterioration in I! patients. The patient with a toxic reac- 
tion developed moderate memory loss and confusion af- 
ter the first week of treatment with lithium; this promptly 
cleared after placebo crossover and reappeared when lith- 
ium was reinstated. With only two exceptions, patients 
who were terminated because of clinical deterioration 
were on placebo following a lithium treatment period. In 
each case there was exacerbation of psychotic symptoms 
an average of 10 days after placebo crossover. There were 
no abbreviations of treatment periods for reasons of clin- 
ical deterioration with lithium. 

Data from the standard clinical ratings were processed 
by the Biometric Laboratory at George Washington Uni- 
versity, Washington, D.C., limiting attention to the 15 
patients for whom there were complete data. All of the 
significant differences relating to drug response indicated 
less pathology with lithium. There was significant im- 
provement in psychiatric global assessments of severity 
of illness (.052 p» .01) and BPRS ratings of mannerisms 
and posturing, (.102 p».05) cooperation (.10>p>.05), 
and excitement (.05>p>.01). NOSIE factors of social 
competence (px .01), personal neatness (.107 p» .05), irri- 
tability (p<.01), and manifest psychosis (p<.01) im- 
proved with lithium as did total assets (p<.01). The sig- 
nificant findings relating to sequence and interactions 
were not as conclusive. There were significant changes in 
only one MSRS item; verbalization of depressive feelings 
was significantly less frequent with lithium (p «.05). 

When psychological test findings prior to treatment on 
lithium and placebo were analyzed, the scores for the two 
lithium and two placebo periods were combined because 
there were no significant differences relating to order or 
sequence. Mean scores on the Shipley-Hartford Vocabu- 
lary Test (100.9 prior to treatment) improved on lithium 
(102.7) and on placebo (104.8), although only the latter 


change was statistically significant (p<.025). The Digit 
Symbol subtest and the Lubin Adjective Checklist 
showed no changes, and there was no difference in 
performance on Trails A, the simpler of the two track- 
ing tests. However, on Trails B the patients on lithium 
performed significantly better (ie., completed the test 
in shorter time, 88.6 seconds, with fewer errors, 0.1) 
than they did either prior to the study (130.5 seconds, 0.6 
errors) or on placebo (117.7 seconds, 0.7 errors) 
(p«.025). These data provide no indication of neurotox- 
icity or impaired mental functioning with lithium. 

At the end of the formal study the decision was made 
as to whether there was sufficient benefit with lithium to 
warrant its continuation. Such determinations were made 
on the basis of clinical judgment without reference to the 
blind observers' ratings. Lithium was continued for 10 of 
the 20 patients. Seven of the lithium patients were dis- 
charged on lithium combined with the neuroleptic drugs, 
either to the community or to open institutions. Only 1 of 
the nonresponders was well enough to enter a half-way 
house. All of the other patients were transferred to long- 
stay institutions. 

We checked to see if these open clinical judgments of 
response to lithium would be supported by the data from 
the blind ratings. Differences in pre- and postlithium 
scores on each of the BPRS and NOSIE factors, the 
GCI, and the MSRS items were examined in patients 
who were continued on lithium (responders) and those 
who were not (nonresponders). There were no significant 
changes in scores on any of these measures in the non- 
responders (t test for mean differences). On the other 
hand, the lithium responders improved significantly 
(p«.05) in several areas, including the thought disorder 
factor of the BPRS and NOSIE factors of social com- 
petence, social interest, neatness, manifest psychosis, to- 
tal assets, and global severity. Also there was significant 
improvement on the MSRS items of reduced activity and 
improved grooming (frequency) and in realistic planning 
(1ntensity). 

The demographic and historical data and prestudy 
clinical ratings were also compared in patients who ap- 
peared to have responded to lithium and those who did 
not. The Biometric Laboratory provided a series of dis- 
criminant function analyses of the two groups but could 
not separate them reliably. The responders were older, 
from lower social classes, had been hospitalized at later 
ages, and had more disordered thinking. However, analy- 
sis using these four variables did not generate a signifi- 
cant discriminant function. 

The subtype of schizophrenia and the selection of ma- 
jor tranquilizer did not make a difference in outcome. All 
3 of the excited schizo-affective patients were responders, 
whereas only 1 of the 4 depressed schizo-affective 
patients responded. Two of the 5 catatonic patients were 
responders, as were 3 of the 6 hebephrenic and | of the 2 
paranoid patients. Three of the 8 patients on haloperidol 
were responders, as were 5 of the 8 patients on thiothix- 
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ine. Two patients on phenothiazines responded and 2 
did not. However, lithium responders were significantly 
older (p «.01) at the time of the study (42 years versus 30 
years) and had been hospitalized for nearly twice as long 
(p<.05) before the study (14 years versus 7 years). 


CONCLUSIONS 


The results of this study indicate that chronic hospital- 
ized schizophrenic patients can be safely treated with lith- 
ium combined with major tranquilizers with a low in- 
cidence of central nervous system or other toxicity. 
Moreover, both blird psychiatric and nursing data and 
nonblind clinical judgments of outcome showed signifi- 
cant improvement with lithium. These findings suggest 
that a trial of lithium combined with psychotropic drugs 
is warranted in schizophrenic patients who do not re- 
spond to major tranquilizing drugs alone. 
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Psychiatry’s Image Today: Results of an Attitudinal Survey 


BY NORMAN D. WEST, M.D., AND MARGARET A. WALSH 


The authors report the results of a survey designed to 
assess opinions and attitudes toward psychiatry among 
three groups of physicians and two groups of medical 
students. In general, the role of psychiatry was regarded 
favorably, and respondents’ comments and criticisms 
were constructive and consistent. The authors suggest 
that the survey results may reflect an improvement in 
psychiatry 's image. 


PSYCHIATRY has had its ups and downs in terms of 
popularity and image. Perhaps the period when the field’s 
image was.worst was during its inception in the late nine- 
teenth century. The introduction of dynamic psychiatry 
as a medical specialty by Sigmund Freud was not well re- 
ceived by his medical colleagues. His concepts of infantile 
sexuality and his use of hypnosis as a therapeutic tool 
were considered distasteful by both physicians and lay- 
men (1). 

Another contribution to these negative reactions was 
the tendency of Freud and his followers to isolate them- 
selves from the rest of the medical community, even 
though most of them were originally trained as neurolo- 
gists. This led many people to feel that psychiatry was 
more of a cult than a specialty and created a wariness 
about its effectiveness and integrity. To some extent, this 
tendency toward isolation still exists, and it may be a ma- 
jor issue in the image of psychiatry today. 

It was not until World War II that psychiatry began to 
be accepted as a necessary and useful part of the total 
treatment of patients. Even with this new acceptance, 
psychiatrists continued to be closely associated with neu- 
rology and were referred to as "neuropsychiatrists." It 
has been only in the past two decades that psychiatry has 
emerged as a separate entity. It has been suggested that 
the influence of Adolph Meyer's psychobiologic ap- 
proach has helped to make psychiatry more acceptable as 
a medical specialty (2). 

The American Psychiatric Association, through its Di- 
rector of Public Affairs, has recently shown concern at 
what was described as the “‘escalating criticism of psychi- 
atry" (3). This concern provided the impetus for a study 
‘on the image of psychiatry among medical students, 
house officers, university faculty members, and private 
practitioners. 
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METHOD 


This study was conducted in a large midwestern com- 
munity that has two medical schools and a large group of 
private physicians. It was decided to poll several groups 
in this community in order to get a diversified and well- 
rounded opinion of psychiatry. Freshman medical stu- 
dents were felt to be representative of laymen's opinions, 
since they had not been professionally exposed to psychi- 
atry. Senior medical students were also polled since they 
had all had brief exposures to psychiatry through eight- 
week clinical clerkships. The third group surveyed con- 
sisted of the house officers of a university hospital, rang- 
ing in experience from first-year interns to sixth-year 
residents. The fourth group included department chair- 
men of all clinical departments except psychiatry in two 
medical schools. The fifth and final group questioned 
consisted of private practitioners in seven clinical special- 
ties: internal medicine, neurology, family practice, sur- 
gery, obstetrics and gynecology, pediatrics, and derma- 
tology. 

Responses were to be anonymous to encourage more 
candid opinions, but several respondents did sign their 
names. The content of the questionnaires varied some- 
what to allow for the experience of the respondent, and 
each questionnaire was coded in order to distinguish be- 
tween freshmen anc senior students, house officers, and 
department chairmen and also to identify the specialty of 
the respondent. 

The content of the questionnaire was designed to gain 
information on 1) how physicians and students generally 
regard the role of psychiatry; 2) whether physicians con- 
sider psychiatric consultations helpful; 3) how often phy- 
siclans make psychiatric referrals; 4) whether medical 
students would choose psychiatry as a career; 5) whether 
a knowledge of psychiatry is considered helpful; and 6) 
what constructive criticisms the respondents could offer. 


RESULTS 


A total of 896 questionnaires were sent out. The re- 
sponse rate was 61.2 percent (N 2549), broken down as 
follows: private practitioners, 75 percent (N — 39); depart- 
ment chairmen, 93.3 percent (N 228); house officers, 58.9 
percent (N=184); senior medical students, 50 percent 
(N=98); and freshman medical students, 66.2 percent 
(N 2200) We feel that this response is sufficient to be 
considered representative of the groups surveyed. 

The responses, broken down by categories, are present- 
ed in table 1. 


". 


TABLE I 
Responses of Physicians and Students to Questionnaires, in Percents 


Question* 


|. How do you regard the role of psychiatry? 
Favorably 
Unfavorably 
2. Do you feel the psychiatric evaluation of a patient is helpful to you 
in diagnosis, treatment, or management? 
~ Helpful 
Not helpful 
3. Do you feel psychiatry is helpful in the practice of medicine in 
general or in a specialty? 
Yes 
No 
4. How often do you make a psychiatric referral? 
Frequently 
Seldom 
Never 
5. Would you consider psychiatry as a specialty? 
Definitely 
Possibly 
No 
6. If psychiatric treatment was recommended to you, would you follow 
up on the recommendation? 
Yes 
With reservation 
No 
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Respondents 
Private Department House Senior Freshman 
Practitioners Chairmen Officers Students Students 
(N = 39) (N = 28) (N = 184) (N =98) (N = 200) 
91.42 92.80 89.10 98.00 99.00 
8.58 7.20 10.90 2.00 10.00 
88.57 95.00 89.10 -—- — 
11.43 5.00 10.90 — — 
91.42 78.50 91.30 100.00 98.00 
8.58 21.50 8.70 0.00 2.00 
63.71 45.80 31.50 — — 
36.29 38.70 59.90 — — 
0.00 16.50 8.60 — — 
— — — 16.00 12.00 
— — — 36.00 39.00 
— — — 48.00 49.00 
— — — 54.00 52.00 
— o= — 44.00 43.00 
= — — 2.00 5 00 





*The wording of questions given to all groups was slightly different for students; also, questions 2 and 4 were asked only of the three physician groups and questions 5 


and 6 only of the two student groups. 


DISCUSSION 


The comments that were received were interesting and 
informative in that a total of 91.7 percent of the question- 
naires contained some written comments; most criticisms 
were constructive. Despite the fact that there are some 
differences in the philosophies of the private practitioner 
and the academician, the criticisms were basically very 
consistent. There were six major themes of criticism: 

1. The failure of psychiatrists to keep abreast of gener- 
al medicine and to satisfy their identity as physicians. 

2. Confusion about what psychotherapy is and what it 
does. 

3. The psychiatrist's distaste for treating emergencies, 
such as delirium tremens, drug overdoses, etc. 

4. The tendency for psychiatrists to isolate themselves 
from the rest of the medical community. 

5. A very negative attitude toward classical analytical 
theories. | 

6. The difficulty that psychiatrists seem to have in 
agreeing on diagnosis and treatment. 


COMMENT 
It would appear from the results of this survey that the 


image of psychiatry within the medical community is ac- 
tually quite good. Most of the people involved in the sur- 


vey did consider psychiatry useful in the treatment of the 
total patient and indicated that their own knowledge of 
psychiatry was helpful. The frequency of consideration of 
psychiatry as a career by students compares favorably 
with their choices of careers in other medical specialties. 
It is also interesting to note that most students would ac- 
cept psychiatric treatment if it were recommended— we 
wonder how this would compare with the feelings of stu- 
dents 10 or 20 years ago. 

The criticisms that were voiced in this survey co not 
appear to be unusual or out of context. They were gener- 
ally constructive and consistent. Many of these criticisms 
may be valid, and it is possible that they should be given 
careful consideration by psychiatrists who are interested 
in improving their image with their medical colleagues. 
The specialty of psychiatry has obviously made signifi- 
cant gains in improving its image over the years, but it 
behooves us to continue to strive for even better relation- 
ships with our fellow physicians and our patients. 
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The Treatment of Depression with ECT in the Presence of Brain Tumor 


BY DAVID M. DRESSLER, M.D., AND JOSEPH FOLK, M.D. 


Traditionally, the presence of brain tumor has been 
considered an absolute contraindication to the use of 
electroconvulsive therapy. In selected cases, however, this 
procedure may be beneficial and at times even lifesaving. 
The authors point to the need for an eclectic approach to 
treatment, given the current state of psychiatric 
knowledge. 


IN SPITE OF lorig-standing controversy about the efficacy 
and appropriateness of electroconvulsive therapy (ECT), 
it remains a relatively safe and frequently used procedure 
with a risk not exceeding that generally encountered with 
brief anesthesia. According to a recent report by the Task 
Force To Study and Recommend Standards for the Ad- 
ministration of ECT in Massachusetts, ECT is recog- 
nized as a necessary and beneficial aspect of psychiatric 
treatment (1). The only definite contraindications to ECT 
are brain tumors (2). In this paper we describe the suc- 
cessful use of ECT in the treatment of severe depression 
in a patient with metastatic carcinoma to the brain. 


CASE REPORT 


The patient, a 66-year-old married housewife, was admitted 
to a general hospital with cerebral metastases that had been dis- 
covered during X-ray examination the month before. The pri- 
mary disease was thought to be carcinoma of the breast, which 
had been treated surgically 9 years earlier. During the last sev- 
eral months before the patient's present admission she had 
manifested increasing depression characterized by a dejected 
mood, guilty ruminations, decreased appetite and sleep, and a 
recent suicide attempt by hanging while she was in a con- 
valescent hospital. 

The patient had a long history of recurrent depression dating 
back to age 35. In the past she had responded poorly to antide- 
pressants and phenothiazines but positively to ECT. 

On admission, psychiatric examination revealed a frail-look- 
ing but alert and well-oriented woman who answered questions 
in a direct and well-organized manner. She verbalized feelings 
of worthlessness and guilt and considered herself to be the worst 
person in the world and deserving of death. She admitted to 
auditory hallucinations of multiple voices telling her that it was 
time to die. She acknowledged that she had formulated another 
plan for suicide. 


The authors are with the University of Connecticut Health Center, 
Farmington, Conn., where Dr. Dressler is Assistant Professor of Psy- 
chiatry and Dr. Folk is Assistant Clinical Professor of Psychiatry. Dr. 
Dressler is also Chief of Psychiatry, New Britain General Hospital, 
New Britain, Conn. 06050. 
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The results of neurological examination were entirely within 
normal limits. Laboratory examination showed a markedly ele- 
vated alkaline phosphatase level as well as an elevated lactic de- 
hydrogenase level. Chest X ray demonstrated that previously 
discovered metastatic lesions in both lungs had not progressed 
since an earlier examination. An EEG demonstrated a gener- 
alized slowing, particularly in the occipital region, which was 
read as nonspecific but "could reflect metastatic disease posteri- 
orly." A brain scan showed a bilateral concentration of the iso- 
tope, suggesting the presence of metastases in the left parietal 
and night occipital lobes. A lumbar puncture revealed an open- 
ing pressure of 110 mm of water and normal spinal fluid pres- 
sure dynamics. 

After fully discussing the risks of the procedure with the 
patient, her husband, and other family members, her physicians 
initiated a course of ECT. After seven treatments the patient 
showed marked improvement in mood, with clearing of delu- 
sional guilt and auditory hallucinations. Her appetite improved, 
and she soon appeared stronger, was up and walking, and was 
able to relate in a much more positive manner to her family and 
other visitors. The results of physical examination remained 
within normal limits. She was discharged to the convalescent 
hospital on a regimen of 25 mg of thioridazine (Mellaril) three 
times a day and 1.5 mg of dexamethasone (Decadron) four 
times a day, both of which she had been taking previously. 

Several months later the patient was readmitted to the gener- 
al hospital with a recurrence of depression. Examination at that 
time revealed that her orientation was unchanged, her depres- 
sion was not of psychotic proportions, there was no delusional 
guilt, and she did not have a suicidal plan. Her eyegrounds did 
not reveal papilledema, but a lumbar puncture revealed an 
opening pressure of 110 mm of water with movement of only 1 
mm. A brain scan showed an increase in the number and size of 
the metastases, and skull X rays showed an erosion of the sella 
turcica. Because of these findings, it was decided not to give the 
patient further ECT. i 


DISCUSSION 


Because of the long-standing contraindication to using 
ECT in the presence of brain tumors, few articles in the 
literature deal with this subject. Shapiro and Gold- 
berg (3) reported on six patients with supratentorial tu- 
mor who were treated with ECT before the correct diag- 
nosis was made. In each case ECT was followed by 
deterioration of the patient’s condition and the appear- 
ance of abnormal physical signs. Gassel (4) reported sim- 
ilar findings in three patients who were later found to 
have intracranial tumor. Rond (5) described a depressed 
patient who improved after the first and second ECT but 
became confused and ataxic after the third treatment and 
was later found to have an infiltrating glioma of the pons. 
Gralnick (6) reported on a patient who developed abnor- 


mal physical signs and died three days after the second 
ECT. Autopsy disclosed that he had had a subfrontal 
meningioma. 

The mechanism of deterioration after ECT remains 
unknown. It appears that the administration of ECT 
leads to alterations in cellular permeability, vascular 
tone, blood pressure, blood flow, and cerebrospinal fluid 
pressure. The combination of vascular imbalance and in- 
crease in cellular permeability may result in the enlarge- 
ment of a tumor and precipitate an elevation in intra- 
cranial pressure (7). . 

In the case reported here, the patient did not show evi- 
dence of elevated intracranial pressure, as measured prior 
to the administration of ECT, or evidence of physical de- 
terioration following treatment. The progression of the 
tumor seems to have been related to the natural course of 
the primary disease rather than to the ECT. Therefore 
this procedure may not be contraindicated in those situ- 
ations where the patient’s neurological status is stable 
and the cerebrospinal fluid pressure is within normal lim- 
its. 

On the basis of our experience with this patient, we 
suggest that the presence of brain tumor may not be an 
absolute contraindication to ECT. In selected cases this 
procedure can be beneficial and at times even lifesaving. 
Given the current state of psychiatric knowledge, psychi- 
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atrists should be willing to explore the potential appli- 
cations of a technical procedure without resorting to 
ideological entrenchment. As Frankel(8) has pointed 
out, such entrenchment often reflects an inability to toler- 
ate uncertainty, which, in turn, results in a dental of the 
validity of alternative methods of treatment. 
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Organic Brain Dysfunction as a Possible Consequence of Postgastrectomy 


Hypoglycemia 


BY LOUIS HAFKEN, M.D., STEVEN LEICHTER, M.D., AND THEODORE REICH, M.D. 


Unlike the fasting hypoglycemias, the reactive 
hypoglycemias, including postgastrectomy 
hypoglycemia, are generally not believed to result in 
serious neuropsychiatric dysfunction. The authors 
describe two patients with progressive mental 
deterioration and alimentary hypoglycemia and suggest 
that clinicians should recognize the possibility of serious 
neuropsychiatric sequelae of postgastrectomy 
hypoglycemia. 


POSTGASTRECTOMY HYPOGLYCEMIA, a well-recognized 
phenomenon, is generally not believed to result in severe 
episodic or progressive neuropsychiatric dysfunction. 
Most reviews in the medical and surgical literature fail to 
suggest any relationship between postgastrectomy hy- 


poglycemia and neurologic or psychiatric abnormali- 
ties. We recently evaluated two patients with significant 
organic brain disturbances that were first observed 
following partial gastrectomy. Glucose tolerance testing 
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revealed alimentary hypoglycemia in these patients, and 
the course of their illness suggests that this hypoglycemia 
was associated with their neuropsychiatric disease. 


CASE REPORTS 


Case 1. A 65-year-old married man was admitted to Renard 
Hospital (the psychiatric division of Barnes Hospital, St. Louis, 
Mo.) because of persecutory delusions and bizarre behavior 
that had lasted for 4 months. Ten years earlier he had had a 
Billroth II subtotal gastrectomy and vagotomy because of a 
penetrating duodenal ulcer. During the next few years he had 
episodes of headache, dizziness, ataxia, and visual blurring. He 
eventually developed memory lapses, periods of disorientation, 
threatening visual and auditory hallucinations, and persecutory 
delusions. He had no history of drug or alcohol abuse, head 
trauma, hypertension, heart disease, or diabetes mellitus. 

The patient’s admission physical examination was within 
normal limits except for a broad-based gait. Mental status ex- 
amination showed slow speech with increased latency of re- 
sponse, occasional tangentiality, and mild irritability. His ori- 
entation to time and place, memory, reasoning, and problem 
solving were grossly deficient. 

Laboratory studies included a normal complete blood count, 
serum electrolyte level, thyroxine level, tests for venereal dis- 
ease, electrocardiogram, and lipoprotein electrophoresis. A 
plasma glucose level of 44 mg/dl was recorded. Serum vitamin 
Bi; concentration was 700 pg/ml (normal =200-900 pg/ml). 
Roentgenograms of the chest and skull were unremarkable. 
Contrast roentgenograms of the gastrointestinal tract revealed 
evidence of his gastrojejunostomy. Brain scan, electroencepha- 
logram, and cerebrospinal fluid examination were normal. Both 
radioiodinated serum albumin (risa) cisternogram and pneu- 
moencephalogram showed mild cortical atrophy. 

A 5-hour, 100 g oral glucose tolerance test was performed, 
and the patient was given ] mCi of '?InCl orally in order to si- 
multaneously study gastric emptying. As figure | shows, an 
early hyperglycemic peak was seen, followed by a rapid fall in 
plasma glucose to 50 mg/dl at 2 hours. At that time the patient 
appeared increasingly tremulous, confused, and agitated. 
Marked hyperinsulinemia was noted during the hypoglycemia. 
Measurement of the proportion of the initial '“InCl dose re- 
maining in the stomach during the test showed a steep descent 
compared to normal subjects, indicating rapid gastric empty- 
ing. The half-time in this patient was 64 minutes (normal- 
1452-38 minutes). A I-hour intravenous glucose tolerance test 
was normal, 

The patient was started on a low carbohydrate diet with six 
feedings per day and 50 mg of phenformin twice a day. His agi- 
tation and paranoia improved markedly on this regimen. His 
intellectual performance was essentially unchanged. A 1-year 
follow-up examination revealed no further deterioration in neu- 
rological or mental function. 


Case 2. A 53-year-old married male automobile assembly in- 
spector entered Renard Hospital complaining of progressive fa- 
tigue, forgetfulness, and depression. In 1957 he underwent a 
Billroth I partial gastrectomy and vagotomy because of peptic 
ulcer symptoms. This was later revised to a Billroth II anasto- 
mosis. 

At the age of 45, 8 years after surgery, he began to notice 
transient attacks of weakness, palpitations, dyspnea, and irri- 
tability, frequently accompanied by parenthesias, diaphoresis, 
trembling, or nausea. These attacks, which usually occurred in 
midmorning or midafternoon, increased in frequency and sever- 
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FIGURE |} 
Results of 5-hour, 100 g Cral Glucose Tolerance Tests, Demonstrating 
Alimentary Hypoglycemia 
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ity, at times to the extent of uncontrollable shaking and gener- 
alized muscle cramping. In addition, he noted increasing forget- 
fulness, which was causing him to make many errors at work. 
His wife noticed a progressive deterioration in his intellectual 
and memory function. He became more irritable and depressed. 
Finally, 3 weeks prior to this admission, he burst into tears and 
went into a rage following minor criticism by a superior at 
work. There was no history of head trauma, drug or alcohol 


ne AN A A ti 


abuse, anemia, convulsions, diabetes mellitus, or cardiovascular 
disease. 

Physical examination on admission was unremarkable. Men- 
tal status examination revealed an anxious man with a labile af- 
fect and circumstantial speech. His recent memory function was 
impaired. His score on the Benton Visual Retention Test was 
significantly poorer than would be expected for his IQ of 107 
(an average of 7.33 errors compared to an expectation of 3 er- 
rors). Performance on the Bender Gestalt Test was suggestive 
of organicity. 

On laboratory evaluation, serum electrolyte level, enzyme 
level, complete blood count, test for venereal disease, and thy- 
roxine level were within normal limits. A random plasma glu- 
cose level was 55 mg/dl. Vitamin Bi: level was 330 pg/ml. 
Roentgenograms of the chest and skull were negative, as was an 
EEG. An oral glucose tolerance test with serum insulin mea- 
surements demonstrated a pattern of reactive hypoglycemia 
(see figure 1), while an intravenous glucose tolerance test was 
normal. Two and a half hours after the oral glucose tolerance 
test was begun, the patient became diaphoretic, tremulous, and 
irritable, and at 3 hours he could not recall that his intravenous 
catheter had been changed a half hour previously. 

The patient was started on a low carbohydrate diet, and, si- 
multaneously, electroconvulsive treatments were instituted by 
his private physician. During the course of 10 ECT treatments, 
the patient's confusion increased markedly. His family removed 
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him from the hospital against medical advice, and he was lost to 
follow-up. 


DISCUSSION 


Neuropsychiatric disturbances such as personality 
changes, psychosis, seizures, coma, and mental deteriora- 
tion are well-known complications of the fasting hy- 
poglycemias(l,2) and excessive insulin administra- 
tion (3, 4. However, these sequelae are not generally 
associated with postgastrectomy hypoglycemia. Reviews 
on the subject of hypoglycemia either include no dis- 
cussion of neurologic changes in the reactive hypogly- 
cemias (5-8) or describe them as mild and tran- 
sient (9, 10). Studies of patients with postgastrectomy 
hypoglycemia have focused on the pathophysiology of 
this condition and do not describe serious neurologic or 
psychiatric effects on the subjects (11-14). 

Dementia, myelopathy, neuropathy, seizures, depres- 
sion, and cerebellar signs have been reported in patients 
following partial gastrectomy, but primarily vitamin 
deficiencies, especially of vitamin B» have been impli- 
cated as etiologic factors (15-17). While both neurologic 


Neuropsychiatric Manifestations in Patients with Documented Postgastrectomy Hypoglycemia 


Interval Between Lowest Plasma 


. Patient — Sugey —— — Neuropsychiatric Surgery and Glucose Level 
Sex Age Type Age Manifestations Symptoms (mg/dl) Therapy Results 
M (20) 55 Partial 43 Coma 5 years 22 Low carbo- No recurrence 
gastrectomy hydrate diet (2-year follow-up) 
Vagotomy 4] 
M (20 47 Pyloroplasty, 35 Coma 12 years 42 Surgery revised No recurrence 
vagotomy to Billroth 
gastrectomy 
M (21) 443 Billroth II 40 Coma 3 years 44 Chlorpropamide No recurrence 
; while medicated 
(5-year follow-up) 
M (22) 34 Billroth II 33 Coma, acute con- 5 months 30 Low carbo- No recurrence 
fusional state hydrate diet, (10-month follow-up) 
surgery revised 
to Billroth I 
M (23) 51. Pyloroplasty, 50 Seizures 11 months 45 Phenformin No recurrence 
vagotomy (10-month follow-up) 
M (24) 49 Partial 44 Seizures, dementia, 4 years 19 Low carbo- Remained asymptomatic 
gastrectomy acute confusional l hydrate diet 
state 
F (24) 55 Billroth I, 53 Seizures, acute 4 months 13 Low carbo- No recurrence 
vagotomy confusional state - hydrate diet 
M* 65 Billroth II, 55 Dementia, acute 10 years 44 Low carbo- Paranoia cleared, 
vagotomy confusional state, hydrate diet, no further deterioration 
paranoia phenformin (1-year follow-up) 
M** 53 Billroth II, 37 Dementia, acute 8 years 47 Low carbo- No evaluation possible 
vagotomy confusional state hydrate diet (lost to follow-up) 
*Case l. 
**Case2. 


Am J Psychiatry 132:12, December 1975 1323 


BRIEF COMMUNICATIONS 


and psychiatric problems occur in pernicious anemia and 
.may antedate the hematologic changes (18, 19), of 53 
previously reported postgastrectomy patients studied for 
neurologic abnormalities only 37.7 percent had depressed 
serum vitamin Bız levels, and only 50 percent of the 
deficient subjects improved with vitamin Bi? therapy (14— 
16). Glucose tolerance testing was not performed in these 
studies. 

As shown in table 1, 7 previous cases of neuropsychiat- 
ric disturbances in patients with documented post- 
gastrectomy hypoglycemia have been reported (20-24). 
Six of these 7 patients were men, and their gastric surgery 
antedated the onset of their neurologic dysfunction by 4 
months to 12 years. Oral glucose tolerance tests in these 
patients produced nadirs in plasma glucose levels of 13- 
45 mg/dl. The primary neurologic disturbance reported 
was acute—either seizures or coma. The institution of ap- 
propriate therapy prevented the recurrence of seizures or 
coma in all patients. 

The 2 patients we have described presented to psychi- 
atrists (rather than to other medical specialists). When 
they were evaluated, dementia was the predominant clini- 
cal picture, with mild to severe degrees of cognitive im- 
pairment. The apparent onset of mental disturbance was 
8-10 years after surgery. The reactive hypoglycemia 
in these patients was well-documented, and each 
presented a history consistent with acute hypoglycemic 
attacks. Serum vitamin B1? concentrations were within 
normal limits. The onset of dementia in these patients at 
a relatively young age, the absence of known cardiovas- 
cular disease or diabetes mellitus, and the failure of neu- 
rologic evaluations to demonstrate other etiologies fur- 
ther implicate postgastrectomy hypoglycemia in the 
pathogenesis. | 

In addition to their chronic dysfunction, our patients 
developed acute confusional states, with transiently in- 
creased intellectual impairment, at times when plasma 
glucose measurement demonstrated hypoglycemia. Also, 
3 of the 7 previously reported patients (22, 24) at some 
time exhibited behavior consistent with an acute con- 
fusional state. Our second patient was clearly disabled at 
work because of repeated episodes of irritability and 
mental dysfunction. 


CONCLUSIONS 


These 2 cases, along with the 7 previously reported, 
suggest that hypoglycemia may be a more serious com- 
plication of gastrectomy than was previously supposed. It 
is not surprising that recurrent episodes of hypoglycemia 
could lead to nervous system injury over a period of 
years. The onset and progression of dementia is usually 
insidious, unlike the occurrence of seizures or coma. Its 
diagnosis is made more difficult by the delay of months 
or even years between the surgery and the appearance of 
obvious neuropsychiatric dysfunction. The medical liter- 
ature generally ignores the occurrence of major neu- 
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ropsychiatric complications of alimentary hypoglycemia, 
further reducing the likelihood that the clinician will seri- 
ously consider sequelae of the gastric surgery in his dif- 
ferential diagnosis of these disturbances. 

Continued research is necessary to assess the incidence 
and natural history of neuropsychiatric disease in post- 
gastrectomy patients with reactive hypoglycemia. In the 
meantime, we suggest that clinicians consider alimentary 
hypoglycemia as a possible cause of seizures, coma, acute 
confusional states, and dementia in patients who have 
had partial gastrectomies. 
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Imipramine and Methylphenidate 


BRIEF COMMUNICATIONS 


- Blood Pressure and Pulse Changes in Hyperactive Children Treated with 


BY LAWRENCE M. GREENBERG, M.D., AND ABSALOM M. YELLIN, PH.D. 


The authors found significant increases in systolic and 
diastolic blood pressure and pulse rate in hyperactive 
children treated with imipramine. Methylphenidate- 
treated children showed significant weight loss but no 
significant changes in blood pressure or pulse. The 
authors recommend caution in the use of imipramine and 
suggest the need for further study to determine short- and 
long-term effects of imipramine on blood pressure. 


IN A RECENT STUDY, Rapoport and associates (1) report- 
ed elevated diastolic blood pressure in hyperactive boys 
treated with methylphenidate and imipramine. In this 
study, three children had to be taken off imipramine be- 
cause of elevated diastolic blood pressure. This paper re- 
ports the results of a portion of a double-blind crossover 
study that evaluated imipramine and methylphenidate in 
the treatment of hyperactive children. The results in 
terms of changes in blood pressure, pulse, and weight as a 
function of medication will be reported here. 


METHOD 


The methods and procedure have been described in de- 
tail elsewhere by Greenberg and associates (2). Briefly, 47 
hyperactive children (40 boys and 7 girls) between the 
ages of 6 and 13 years completed an 8-week double-blind 
crossover study in which half of the patients received 
medication (imipramine or methylphenidate) followed by 
placebo and the other half received placebo followed by 
medication (imipramine or methylphenidate). All of the 
children were taking methylphenidate at the time of re- 
ferral and were judged by their pediatricians and the re- 
search staff to be good responders. The children were tak- 
en off methylphenidate over a 7-day period and kept off 
medication for an additional week before being placed on 
the study medication. Table 1 summarizes the medica- 
tion sequence. All of the subjects reached the maximum 


Dr. Greenberg is Professor and Director and Dr. Yellin is Assistant 
Professor and Director of Research, Division of Child and Adolescent 
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dose established for the study (100 mg per day of imipra- 
mine and 40 mg per day of methylphenidate). 


RESULTS 


Table 2 presents the group mean measures of the vari- 
ables for medication and placebo conditions. The results 
of the statistical analysis of these data are summarized in 
table 3. As can be seen, weight was lower on methyl- 
phenidate compared to placebo, while blood pressure 
(systolic and diastolic) and pulse were significantly higher 
for imipramine compared to placebo. A direct com- 
parison between imipramine and methylphenidate (see 
table 3) corroborated these results for systolic and dias- 
tolic blood pressure, while the differences in pulse were 
only marginally significant (p<.10). 

The baseline data were analyzed to determine whether 
the imipramine and methylphenidate groups were initial- 
ly comparable with respect to the clinical measures as- 


TABLE |! 
Schedule of Medications 


Procedure Study Days 
Decrease methylphenida-e 1-7 

No medication : 8-14 
Initiate and increase medication 1* 15-21 
Full dosage, medication 1* 22-28 
Decrease medication | 39-35 
No medication 36-42 
Initiate and increase medication 2* 43-49 
Full dosage, medication 2* 50-56 


*Imipramine, methylphenidate, or placebo, depending on experimentzl condition. 


TABLE 2 
Group Mean Results of the Clinical Variables for Medication Versus 
Placebo 


Imipramine Methylphenidate 
Clinical Variable Placebo Medication Placebo Medication 
Weight (kilograms) - 29.9 29.3 29.8 28.6 
Systolic pressure 99.5 104.4 95.2 96.5 
Diastolic pressure 64.4 72.6 62.4 05.0 
Pulse (per minute) 84.1 93.0 83.7 83.0 
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TABLE 3 
Results of Statistical Analysis of the Clinical Variables 


Variable Imipramine vs. Placebo 


Weight change Nonsignificant 

Higher on imipramine (p « .05)* 
Higher on imipramine (p < .01)* 
Higher on imipramine (p < .05)** 


Systolic pressure 
Diastolic pressure 
Pulse 


* Paired t test, two-tailed. 
Student’s t test, two-tailed. 


sessed in this study. The results of Pearson’s r and Stu- 
dent’s t tests indicated no significant differences between 
the two experimental groups. Further tests failed to in- 
dicate significant relationships between the results and 
age or weight of the subjects. 

While the mean placebo-to-medication change in dias- 
tolic blood pressure for the imipramine group was 8.2 
mm Hg, 6 children displayed increases above the group 
mean. Of these, 2 had an increase of 10 mm Hg, 2 showed 
an elevation of 15 mm Hg, | had an increase of 20 mm 
Hg, and | showed an increase in diastolic pressure of 23 
mm Hg. One child showed a decrease in diastolic pres- 
sure of 10 mm Hg. 

Two children showed increases of 10 and 15 mm Hg 
respectively in systolic blood pressure on imipramine rel- 
ative to placebo. Both were children whose diastolic 
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Methylphenidate vs. Placebo 


Smaller on methylphenidate 
(p < .0D* 

Nonsignificant 

Nonsignificant 

Nonsignificant 


Imipramine vs. Methylphenidate 
Nonsignificant 
Higher on imipramine (p < .05)** 


Higher on imipramine (p < .02)** 
Nonsignificant 


blood pressure showed increases above 10 mm Hg. 

In evaluating these results, the short duration of the 
medication period should be kept in mind. Results such 
as those reported in the preceding paragraph would war- 
rant discontinuation of the medication. Our results and 
those reported by Rapoport and associates (1) suggest 
the need for further studies to determine short-term and 
long-term effects of imipramine on blood pressure. 
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Family Interactions as Etiological Factors in Mental Disorders: 
An Analysis of the American Journal of Insanity, 1844-1848 


BY WILLIAM R. MCPEAK, PH.D. 


A review of the first four volumes of the American 
Journal of Insanity indicated that the primary etiological 
factor noted by authors during that period was disturbed 
brain functioning, although emotional factors were often 
mentioned as additional explanations for mental illness. 
The influence of familial factors and interactions on the 
development of mental illness was rarely explored. The 
author concludes that psychiatry at this time did not yet 
recognize the importance of the dynamics of and 
interpersonal stresses within family relationships. 


THE PAST SEVERAL DECADES have witnessed a growing 
focus on the role of familial interactions in the etiology of 
mental disorders. The increasing theorization and formal 
research have emphasized the importance of positive 
communicational and affectional transactions in a fam- 
ily, role and value complementarity, and differentiation 
of individuals within the family. Such research has taught 
us that disturbance in any of these areas may cause or ex- 
acerbate manifestations of mental and emotional dis- 
order. An examination of one official record from the 
nineteenth century may help us assess how long this 
awareness has existed. 

For this study, I reviewed articles published in the first 
four volumes of the American Journal of Insanity. The 
journal, founded in 1844 at the Utica (N.Y.) Lunatic 
Asylum, was the first formal psychiatric periodical in the 
United States. It was created by 13 asylum superinten- 


" dents who simultaneously founded the Association of 


Medical Superintendents of American Institutions for 
the Insane, which later became the American Psychiatric 
Association (1). 

Masserman has stated that “The early volumes of the 
American Journal of Insanity were about equally divided 
between (a) articles on the relative productivity of Jersey 
and Guernsey cows and other such topics related to rural 
hospital agronomy, and (b) glowing reports of the high 
proportions (80 to 90 percent) of patients who 'recovered' 
from psychoses” (2, p. 380). The sample I reviewed 
showed that, while there were some articles focused on all 
aspects of maintaining these essentially rural facilities 
and some specific claims for high recovery rates, many 
writers were concerned with developing theory and treat- 
ments for the causes of insanity. Caplan (3) has noted 
that the journal was used not only as a means of profes- 
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sional communication but also as “a vehicle for public in- 
struction" regarding the nature of mental disorders and 
methods of prevention and cure. 


METHOD 


The sample used in this study was taken from all arti- 
cles published in the journal during the years 1844 
through 1848. Those articles commenting on etiology, 
either in reporting figures under predetermined cate- 
gories or in extensive clinical discussions, were examined 
for direct statements or allusions regarding familial inter- 
actions in the precipitation or development of a mental 
disorder. 

"Family interactions" in this paper refers to notations 
in articles of specific marital, parent-child, sibling, or ex- 
tended family reciprocal activities that were perceived as 
directly or indirectly causing distorted thoughts, feelings, 
and/or behaviors in an individual defined as “insane.” 
Examples of such statements would be comments on dis- 
turbed marital relationships with resulting taking of 
sides or role assumotions by the children, skewed com- 
munication in the form of double-bind messages, chroni- 
cally depressive or aggressive affects in the parents, or 
chronic guilt production in a child. Facts of the family 
environment and history such as chronic povertv, single 
parenthood, or death were not considered dynamic forces 
for purposes of this study, although they would clearly 
have an impact on the emotional life of the familv and its 
individual members. 


NATURE OF INSANITY 


In volume 1, a general definition of insanity was given 
as follows: “We consider insanity a chronic disease of the 
brain, producing either derangements of the intellectual 
faculties, or prolonged changes of the feelings, affections 
and habits of the individual." The anonymous author 
noted that brain disorder may be due to a disease process, 
head injury, or “violent mental emotions—a great trial of 
the affections—suddenly to derange the action of the 
brain, such as a young lady becoming deranged after 
hearing of her fiance’s desertion and marriage to anoth- 
er" (4). 


THEORIES OF CAUSATION 


Etiological speculation, whether reflected in the theo- 
retical articles or in the numerous case studies, generally 
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focused on the physiology of the brain. Causes discussed 
ranged from agreement with Rush's theory of cerebral 
circulation disturbance (5) to the effects of sleep depriva- 
tion (6). 

While there were many other instances of a generally 
physiological approach, some authors were clearly strug- 
gling with the role of emotions and emotional stress. 
Writing on hypochondriasis, one physician stated, 
"Though hypochondriasis may be justly said to arise 
from a disordered state of the viscera of the abdomen, yet 
It is also often brought on by affections of the mind, such 
as deep and prolonged grief and melancholy” (7). 

An attorney discussing “impulsive insanity" stated 
that “The moral faculties of the mind, through the brain 
as their instrument, become impaired by violent and un- 
controllable emotions, and the incubation of permanent 
insanity is often found resulting from some domestic ca- 
lamity, such as the loss of property or friends" (8). An 
earlier article discussing ‘“‘Millerism,”’ a then current reli- 
gious doctrine of the imminent destruction of the world, 
counseled **avoidance of these kinds of inflammatory and 
frightening doctrines ... as they lead to suicides, delu- 
sions, and every species of folly” (9). 


In volume 4, Dr. Pliny Earle, a prominent psychiatric 
theoretician and frequent contributor to the journal, of- 
fered a major "statistical" study of the causes of mental 
disorder (10). He divided his study into two major areas: 
"hereditary predispositions to insanity" and “alleged 
causes of the disease." The latter category was subdi- 
vided into physical causes (“those which act upon the 
body") and moral causes (“those whose influence is pri- 
marily exerted upon the mind"). 


Under the category of physical causes, Earle cited a 
study population of 664 patients of both sexes and 
presented a lengthy list of potential causes, ranging from 
“intemperance” (117 cases) to "suppressed secretions" (1 
case) and a "kick on stomach from a horse" (1 case). 
Thirty-seven cases of insanity (all males) were attributed 
to masturbation. 


The category of moral causes consisted of 552 patients, 
with causes ranging from "pecuniary difficulties" (118 
male cases, 15 female), to "dealing in lottery tickets" (1 
female). There were many other categories, such as 
"death of relative" (43 cases), "disappointed affection" 
(38 cases), "domestic trouble" (65 cases), “home sick- 
ness" (3 cases), and "anxiety" (22 cases). In his com- 
mentary on the figures and categories presented, Earle 
devoted one-third of a page to defining “home sickness" 
and briefly noted characteristics of these 3 patients, but 
he devoted only 2 2 sentences, restating the figures, to 
the area of “domestic trouble" (10). 

"Domestic trouble" was mentioned several times in 
various journal articles as a causative factor but was nev- 
er further defined. McDonald (11), writing on “Puerperal 
Insanity," stated that half of his patient population (46 of 
92) *became deranged after being exposed to strong mor- 
al influences, such as grief for loss of the infant, despair at 
the desertion of the father, anger, domestic trouble, and 
fright.” 
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ROLE OF THE FAMILY 


The family and its dynamics were mentioned infre- 
quently. There were occasional references to difficulty 
among family members, with the cause of these problems 
being described as phvsiological, as is shown in the fol- 
lowing two cases. 

The first case was an unusually extended account of 
two "very affectionate” brothers who were placed in 
boarding school together because of their emotional 
closeness. The elder brother began to manifest feelings of 
hatred toward the younger and to strike him in anger. 
This change in behavior seemed to occur around the time 
of the older brother’s entry into early adolescence. There 
was a brief mention of the father’s attitudes during this 
period relative to his affection for both boys, his degree of 
concern about the changed relationship, and his unsuc- 
cessful punishments of the older boy designed to modify 
his behavior toward the brother. After several near 
homicidal attacks, brain surgery was performed as a last 
resort, and there was found “a long spicula of bone pierc- 
ing the brain." The boy recovered and the sibling rela- 
tionship returned to its former positive state (12). 

The second case(:3) described a "lady ... whose 
whole life had been characterized by piety, gentleness, 
and benevolence, and lived with her aged father and 
mother." One day, while her mother was out, she split her 
father's skull with an axe. She then sent for her mother, 
pointed out her dead father, and attempted to kill the 
mother. The cause of this violence was defined as “‘a dis- 
ease of the liver." 

Often, evidence of psychopathology in or among fam- 
ily members was linked to heredity. An article by 
Galt (14) gave 30 brief descriptions of insanity in family 
members under the category of “hereditary insanity." 
Reviewing their institutional treatment, he noted the re- 
covery of several patients after a few months of place- 
ment, with no other treatment noted. There was no spec- 
ulation about removal from an environment that may 
have been highly charged with emotional stress and/or 
pathogenic models of behavior as a factor in recovery, 
nor was there any follow-up study to determine whether 
symptoms returned when the patient was back in the 
family. 

There were a few references to attitudes within a fam- 
ily as possibly influencing the subsequent behavior of an 
insane person. A Mrs. Beardsley, giving testimony at the 
trial of Agostino Rabello, whom the family had taken in 
as a servant, noted: "Ferris [her murdered husband] ever 
treated Rabello with respect and kindness. I do not be- 
lieve Ferris ever insulted him. We as a family treated him 
with kindness" (15). 

In “Remarks upon Monomania” (16), Baillarger 
noted, while interviewing a man obsessed with the idea of 
killing his sister-in-law, **It must be your parents have in- 
stilled onto your mind correct moral principles, that they 
have set before you good example, and that you yourself 
have possessed a virtuous mind, to have resisted for so 
long a time this terrible temptation." 

In both of these cases there was an acknowledgement 


that parents and family could have or had had an influ- 
ence on the mental life of an individual, although there 
was no further development of those insights in either the 
case studies or elsewhere in the sample I reviewed. 

One article (17) mentioned a “family mania," in which 
an entire family (three sons, two daughters, two daugh- 
ters-in-law) became convinced that they were "possessed 
with an evil spirit” after one of the sons was kissed by his 
insane mother and told that he was inspired and should 
become a preacher. The physician confessed himself un- 
able to explain this "extraordinary" form of mania, as it 
seemed to occur independently of any previous bodily 
disease. He noted Rush's theory of mania due to fever, 
but found this case to be “an exception to that doctrine." 


It may be observed that the mother had been, for some 
months, in a chronic state of insanity; and as her children, no 
doubt, were much interested in her condition, their affections 
wrought up at this juncture, by a final settlement of business 
which impressed them with apprehension of her being irre- 
coverable, together with the predisposing force of prejudice 
and credulity, may have favored the fanatical impres- 
sion. (17, p. 356) 


This particular case was the sole example from the 
sample of psychopathology among a number of family 
members attributed by a physician to familial stress and 
emotional transactions occurring therein rather than to a 
hereditary or disease theory. 

There was one other extended development of the idea 
that familial interactions could produce specific symp- 
toms (18). Ironically, this speculation came from the 
patient, viewing the formation of his own attitudes and 
behaviors, and was dismissed by the physician. Review- 
ing his developmental history with the physician-author, 
the clergyman-patient diagnosed his difficulties as fol- 
lows: 


] was brought up with great severity, my father having 
been educated in the Presbyterian form of religion, and with 
all the bigotry of that hard and intolerant sect. Every in- 
nocent joy was condemned as a crime, and the slightest ex- 
pression of pleasure denounced as sinful. | became a morose 
and solitary being, and, while at college, made no acquaint- 
ances, but kept myself aloof from human sympathy. (18, 
p.176) 


After hearing this, the author noted, “Men will explain 
this state of mind in various ways, according to their own 
convictions. I can only conceive it to proceed from dis- 
crepancy in the action of the brain." 

Finally, I reviewed recommended treatment proce- 
dures for references to interventions such as removal 
from familial stress. This review, understandably, showed 
a pattern similar to the etiological speculation, i.e., it 
stressed the physiological. However, one author (19), rec- 
ognizing environmental factors when discussing suicidal 
patients, advocated "removing them from home, and the 
scenes that recall the objects of their solicitude." In an 
earlier article (20), quoting Samuel Johnson's Rasselas, 
there was a cure of insanity "by removing patients from 
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home and from everything calculated to remind them of 
their past troubles and delusions." 


* 


CONCLUSIONS 


The primary etiological factor perceived by authors in 
this particular sample of journal literature was disturbed 
brain functioning. Emotional factors such as guilt, fear, 
and anger were frequently offered as additional ex- 
planations for mental disturbance, although their origins 
and psychodynamic implications were seldom developed. 
The importance of positive interactions and good emo- 
tional atmosphere in a family was occasionally acknowl- 
edged as a type of moral instruction, but the more specif- 
ic psychopathogenic effects of certain forms of 
interactions were rarely noted. 

In general, it seems that during the period reviewed 
the field of psychiatry did not yet recognize the many in- 
terpersonal subtleties and stresses in human living that 
occur within the family unit. That recognition came after 
the adoption and exploration of Freud's insights, and 
then— because of psychiatrists like Sullivan and the influ- 
ence of disciplines such as sociology and an:hropolo- 
gy (21)—systemati2 study of the family as the primary 
context in which human development takes place began. 
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LETTERS TO THE EDITOR 





The Rules of Evidence 


Sir: Publication of “A Biological Basis for the Oedipus 
Complex: An Evolutionary and Ethological Approach” by A. 
David Jonas, M.D., and Doris F. Jonas (June 1975 issue) is 
gratifying in its recogniton of the potentially important ad- 
vances to be made from synthesizing the data and theory of 
such related areas as ethology, anthropology, psychiatry, and 
(probably) neurology and physiology. 

However, disenchantment will inevitably result if findings 
from supporting fields are presented in unrepresentative, frag- 
mentary, or misleading ways. Rules of evidence and deduction 
should be respected, regardless of whether the audience is naive 
in the particular area being discussed. Moreover, revival of the 
ambitious early twentieth century objective of discovering ori- 
gins of behavior should not become an excuse for regressive 
methodology-—particularly the use of anecdotal data or un- 
systematically collected clinical material that is searched for 
supporting evidence without comparison to a proper control 
group. 

There are examples of a less than rigorous approach in the 
Jonas and Jonas article. One example is the statement present- 
ed as evidence that loweriag of the mother's dominance status 
may result in unsuccessful resolution of the oedipal phase: 


We have invariably found, in reexamining case histories 
of psychosexual disturbances, material indicative of a 
breakdown of maternal authority. Conversely, we have 
noted among our acquaintances that the sons of strong, 
authoritarian mothers have stable marriages and satis- 
factory socioeconomic achievement. (p. 604) 


The authors' use of nonhuman primate data is also open to 
question. They state that “the father plays no individual role" 
in nurturing and rearing the young. This generalization, appar- 
ently extrapolated from observations of the hamadryas baboon, 
ignores the bulk of evidence from subspecies that are probably 
among the most relevant for inferences about prototypic homi- 
nids, i.e., those terrestriallv adapted primates that respond to 
predation through structured group living and defense (olive 
and chacma baboons, fuscata, and some rhesus macaques). Al- 
though the biological father is unidentifiable, the sociological 
role of father is elaborately enacted by the dominant males of 
baboon and macaque groups. These high-ranking males can 
usually be located in the center of the troop, where they feed, 
rest, and travel in close proximity to infants and younger 
weaned animals. In addition, they frequently intervene in a pro- 
tective way in specific interactions between individual infants or 
juveniles and other members of the troop. Moreover, the domi- 
nant males appear to act as a magnetic force on the young (who 
often play on or around thern) and are themselves responsive to 
infants and very tolerant of their antics (1, 2). These data do not 
support the premise of virtually exclusive maternal influence on 
the young over our evolutionary history. 

The authors' further assertion that hominid organization was 
“based on the subgroup formed by the mother and her children 
. .. [until] hunting gave way to an agricultural economy” is also 
contradicted by evidence of monogamous relationships and 
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male participation in child-rearing among living hunter-gather- 
ers (3). Moreover, reconstruction of hominid evolution suggests 
that because of the increasing helplessness of the hominid neo- 
nate and prolongation of infant dependence, there was heavy se- 
lective pressure for affective ties with a paternal as well as a ma- 
ternal figure. Male solicitude for infants was probably of 
sufficient adaptive significance to have been a factor in the re- 
lated development of male-female pair bonding and continuous 
female sexual receptivity in humans. 

Thus, it appears premature to ignore the possibility of biolog- 
ically determined elements of the paternal role that have a posi- 
tive rather than anxiety-provoking effect on the developing 
male. For example, the process of identification may have as 
long an evolutionary history as castration anxiety. Correspond- 
ingly, the evidence for the conclusion that lowering of maternal 
dominance is the determining psychological factor in unsuc- 
cessful resolution of the oedipal phase seems insufficient. 

These examples have been presented in order to suggest that 
inquiry into “beginnings” of human behavior, however fasci- 
nating, does not relieve investigators of the responsibility for 
careful marshalling of evidence. One would do well to attend to 
Tinbergen's caution that even the most detailed naturalistic ob- 
servations give rise merely to hypotheses; the further steps of al- 
ternating descriptive and experimental work are requisite for 
any conclusion (4). 
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VIRGINIA ABERNETHY, PH.D. 
Nashville, Tenn. 


Dr. and Ms. Jonas Reply 


Sir: We were gratified that Dr. Abernethy feels as we do that 
important gains may be made by an interdisciplinary approach 
to many psychiatric concepts. However, we take issue with her 
objection to the presentation of “fragmentary findings” from 
other fields. It is not possible to give the full background mate- 
rial for conclusions drawn from other disciplines within the lim- 
ited space of a short article; a book-length work would be re- 
quired but would be of less interest to specialists in the 
individual fields than a summary of their conclusions. Our pur- 
pose was not to offer comprehensive material from ethology, 
anthropology, physiology, etc., but to select material from these 
fields that seemed relevant to the psychiatric area we were dis- 
cussing. 

We would agree with Dr. Abernethy’s objection to the use of 


anecdotal material if this were all that was used. In our dis- 
cussion of the role of maternal dominance in deterring mother- 
son incest, we merely added our clinical observations of some 
30 years as support for the well-substantiated ethological find- 
ings we cited. We also referred to the full documentation of our 
observations, published in book form (1). 

With regard to our use of nonhuman primate data, the oper- 
ative word is "individual." We firmly disagree with the inter- 
pretation that the nonhuman primate father plays an individual 
role in nurturing and rearing the young. With very few ex- 
ceptions (such as the gibbon or the titi monkey, both of which 
form monogamous family groups), the function of the adult 
male among the vast majority of nonhuman primates is regu- 
lation of the group as a whole. Naturally, in doing this, the male 
influences and is indeed a model for the behavioral development 
of all the group's young males. As Count (2) noted, 


Intrauterine gestation plus postnatal lactation fixate the 
mammalian familialism upon female-plus-offspring; and if 
the society is gregarious, the male becomes a “diffuse par- 
ent": a rampart of the whole without specific orientation to 
his own offspring. (p. 593) 


We are aware that in certain circumstances, adult males have 
been known to "adopt" young. Nevertheless, the individual 
nurturing and rearing of her own young is in most cases the ex- 
clusive function of the female in nonhuman primates. 

Despite evidence of monogamous relationships and male par- 
ticipation in child rearing among some living hunter-gatherers, 
children in most of these groups are primarily in the care of 
their mothers until puberty. Of course, as in nonhuman pri- 
mates, the presence of the adult males influences and provides a 
model for the young. Far from ignoring the possibility of bio- 
logically determined elements of the paternal role, we have dis- 
cussed this subject at some length (1). 

We did not state that a lowering of maternal dominance is 
the determining psychological factor in unsuccessful resolution 
of the oedipal phase but that in cases of such lowered domi- 
nance, "the ground is prepared for the son to fail to resolve. . . ."' 

We could not agree more with the comments in Dr. Aber- 
nethy's concluding paragraph. In our article, we presented our 
hypothesis that “there appears to be a sound biological founda- 
tion for the concept of the oedipal phase and the Oedipus com- 
plex." Modern development of psychiatric knowledge derives 
from the formulation and reformulation of hypotheses; psycho- 
analytic theory is a prime example. After all, the Oedipus com- 
plex is itself a hypothetical construct that (so far as we know) 
remains "statistically" unverified. We feel, however, that it is a 
useful metaphor covering certain biological phenomena. 
Freud's “marshalling of evidence" was originally based on his 
own clinical experience, subsequently extended. Hypothesis 
building based on careful observation is at least as important as 
any purely pragmatically oriented statistical marshalling of 
facts. Exclusive use of either method at the expense of the other 
‘leads to eventual sterility. It is in the coordination of the two ap- 
proaches that useful advances are made. 
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Confronting and Identifying Dangerousness 


Sır: Ir his comment on "Is Dangerousness an Issue for Pny- 
sicians in. Emergency Commitment?" by Michael Alfred 
Peszke, M.D. (August 1975 issue), Alan A. Stone, M.D., stated 
that "psychiatry lacks the capacity to identify dangerous pa- 
tients with sufficient reliability to meet a court's evidentiary 
test. ... the law has now produced an unworkable s:andard.” 
The data indicate that psychiatrists trained to recognize danger- 
ousness as a morbid predisposition and not a statistical proba- 
bility are quite accurate but imprecise in defining the disorder. 
That is, they detect those who are dangerously disordered but 
also include many who are not. 

Dr. Stone also stated, “the population of dangerous persons 
with diagnosable mental illness includes many who are difficult 
to treat or are untreatable.” The experience of those few psychi- 
atrists who have treated dangerous patients is that they are sur- 
prisingly easy to treat. Among the cornerstones of tneir treat- 
ment are 1) providing a ready means of temporary protection 
from others, and 2) making them conscious of premonitory 
signs of uneasiness and explosiveness that can prompt them to 
seek protection voluntarily. Many of these patients soon go vol- 
untarily in and out of protective custody under their own con- 
trol. 

Dr. Stone noted that “If commitment is not based on treata- 
bility but on dangerousness, emergency commitment becomes 
almost nothing but preventive detention." The legal definition 
of dangerousness bo:ls down to “Once he has done it, he is apt 
to do it again. Let's use preventive detention and keep him in 
jail.” The psychiatric definition of dangerousness is "He has 2 
disorder that predisposes him to react violently whether o: not 
he actually has been violent (although he usually has), and this 
disorder requires treatment initially in a place where he feels 
protected and cared for. This can be, but need not be, a hospi- 
tal." Tnese definitions are quite different and have quite differ- 
ent consequences. 

The law clearly has the responsibility for protecting citizens 
from individuals who are predisposed to behave violently. A 
large proportion of such individuals are suffering from under- 
lying disorders such as severe antisocial personality, catatonic 
schizophrenia, psychotic depression in middle life, some alco- 
holic psychoses, and acute paranoid panics. Although most 
people with these disorders will not actually commit violent 
crimes, those who show clinical criteria of dangerousness have a 
strong tendency to do so. Dangerousness, like suicidal intent, is 
usuallv a reflection of psychopathology. If we do not attempt to 
precisely define and treat this group, they will be neglected, will 
continue to create havoc in society, and will be segregated by 
the law. Failure to care for dangerously disordered people will 
only earn psychiatry the enmity of the law and the public. 

While we should try not to overstep our professional bounds, 
we should also try not to flee from areas where we do have in- 
creasing competence. Those who are spokesmen for psychiatry 
should support the understanding and help we can give to those 
with the predisposition to dangerousness. 


AUGUSTUS F. KiNzEL, M.D. 
New York, N.Y. 


Dr. Stone Replies 


Sir: Dr. Kinzel disputes two critical aspects of my comment: 
the relative inability of psychiatrists to predict dangerousness 
and tne difficulty of treating persons who engage in dangerous 
antisocial behavior. Dr. Kinzel offers his opinions, but althouzh 
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he alludes to “data,” he presents none. Unfortunately, his opin- 
ions are totally at odds with the empirical data available and 
‘with all documented studies of psychiatric predictions and 
treatment results. I would urge him and others who share his 
opinions to consult the excellent APA task force report I cited, 
which includes the statement ** Neither psychiatrists nor anyone 
else have reliably demonstrated an ability to predict future vio- 
lence or dangerousness. Neither has any special psychiatric ex- 
pertise in this area been established" (1, p. 28). In regard to pre- 
vention and treatment, the report states, “The clinician should 
not regard the prevention of future violence as within his proven 
capability," and “Patients who threatened or who have accom- 
plished violence are difficult to treat” (1, p. 33). 

My recently published monograph (2), also cited in my com- 
ment, reached identical conclusions based on an entirely inde- 
pendent survey of the available literature. 

My comments were thus based on an APA report approved 
by the distinguished Council on Research and Development and 
independently confirmed by my own research. If, as Dr. Kinzel 
suggests, my comment is to be judged not as personal opinion 
but as the statement of a spokesman for psychiatry, I can find 
no more proper or stringent criteria than those I followed in this 
instance. 

I cannot deny the possibility that Dr. Kinzel’s opinions are 
based on special talents that enable him to accomplish what 
others cannot in the way of prediction and treatment. He has, 
however, presented no credible evidence in his letter on which to 
base claims for himself or the rest of the psychiatric profession. 

I shall not comment on his characterization of the legal and 
psychiatric definitions of dangerousness other than to note that 
anyone familiar with the relevant literature will recognize that 
they are naive and simplistic. 

Finally, I regret that Dr. Kinzel reads my comment as a posi- 
tion that somehow deflects psychiatry from continuing attempts 
to treat and to study disordered dangerous persons. 1 meant no 
such thing and I find no such implication on rereading my com- 
ment. 
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ALAN A. STONE, M.D. 
Cambridge, Mass. 


The Trapped Feeling 


Sir: The classical description of neurotic depression includes 
a large factor of unexpressed anger or anger turned inward. I 
am sure this is true. However, I have never seen any reference in 
the literature to a trapped feeling in my more than 30 years in 
psychiatry. In treating depressed patients, I have frequently 
heard direct or indirect references to a trapped feeling. 

This concept seems useful in several ways. First, if the patient 
experiences a trapped feeling, it is helpful for his therapist to let 
the patient know that he is aware of how he feels. This, of 
course, enhances empathy and rapport. Second, the therapist. 
can make it clear to the patient that it is a feeling and not an ac- 
tual trap. Third, the therapist can guide the patient into healthi- 
er alternatives to continuing depression and sometimes suicide. 
What the patient perceives as a trapped feeling is possibly stop- 
ping on “dead center." The therapist can then explore with the 
patient various alternative ways of coping. 
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Certainly, anger and its expression are important factors, but 
the concept of a trapped feeling in depression appears to me to 
be a useful adjunctive factor in treating neurotic depression. 


RODMAN SHIPPEN, M.D. 
Orlando, Fla. 


More on the Treatment of Delusional Depressed Patients 


Sır: According to the findings reported by Alexander H. 
Glassman, M.D., and associates in “‘Depressions, Delusions, 
and Drug Response" (July 1975 issue), "ECT is the treatment 
of choice for these patients.” I believe this conclusion should be 
qualified. Their patients who suffered from both depression and 
delusions were treated only with tricyclic drugs. The experience 
of many people, including myself, who treat these kinds of 
patients is that a combination of tricyclic drugs and phenothia- 
zines is useful—the former for the depression and the latter to 
help with delusional thinking. Had the authors used such a drug 
combination, it is probable that a greater number of their 
patients with delusions would have shown improvement, and 
ECT would not have been necessary. 


GEORGE A. ULETT, M.D. 
St. Louts, Mo. 


Sır: Dr, Glassman and associates presented interesting data 
regarding depression, delusion, and imipramine response. We 
are currently studying the relationship between amitriptyline 
and nortriptyline plasma levels and therapeutic response, and 
we have encountered 2 delusional patients among the first 15 
patients studied. Patients who meet the diagnostic criteria of 
the group at Washington University, St. Louis, Mo., for prima- 
ry affective disorder or secondary affective disorder (1) and 
score at least 22 on the Hamilton Depression Rating Scale (2) 
are included in the study group. Therapeutic response is defined 
as a Hamilton scale score of less than 6. 

The first delusional depressed patient we observed was a 33- 
year-old man who had a Hamilton score of 33 before treatment 
and a score of zero after 4 weeks of amitriptyline therapy 
(amitriptyline and nortriptyline plasma levels of 107 and 
90 ng/ml, respectively). The other patient was a 50-year-old 
man who remained delusional and required ECT. This patient 
also had an initial Hamilton score of 33; however, after 4 weeks 
of therapy his score had decreased to 16 (amitriptyline and 
nortriptyline plasma levels of 100 and 161 ng/ml, respectively). 
This patient had an acute episode of what is generally classi- 
fied as endogenous depression; however, he was classified 
as having secondary depression because he had a history of al- 
cohol abuse. Both of these delusional depressed patients were 
men, although only 5 of our initial 15 patients were men. Ten of 
13 of our nondelusional depressed patients responded to tri- 
cyclic therapy within 4 weeks. 

Dr. Glassman and associates concluded that delusional de- 
pressed patients may not be receiving optimal therapy when 
they are treated with tricyclic antidepressants. On the basis of 
our clinical experience, we are in general agreement with this 
position. However, a clinical point not specifically made by the 
authors is that some delusional depressed patients do respond 
to tricyclic antidepressants—possibly more of them to ami- 
triptyline than to imipramine. One of 2 in our series and 4 of 10 
in Hordern and associates’ study (3) responded to amitriptyline. 
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Apparently this is a higher response rate than is seen with 
imipramine treatment—-3 of 13 patients in Dr. Glassman and 
associates’ study and 0 of 17 in Hordern and associates’ series. 
The issue of tricyclic antidepressant therapy for delusional 
depressed patients is not settled. However, the study by Dr. 
Glassman and associates illustrates the importance of applying 
diagnostic criteria in studying depression and the relevance of 
subdividing patients by accurately described symptoms before 
generalizations are made regarding drug efficacy. 
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VINCENT E. ZIEGLER, M.D. 
PAULA J. CLAYTON, M.D. 
JOHN T. Bigas, M.D. 

St. Louis, Mo. 


Dr. Glassman and Associates Reply 


Sir: We feel that Dr. Ulett’s comments are important, and 
we want to emphasize that the significant differences we ob- 
served occurred with imipramine in a sample of women who 
were delusional and depressive. We have done no systematic 
studies on any other antidepressant or on any phenothiazine. 
We emphasize the fact that our sample consisted only of women 
because we have some data to suggest that delusional men may 
respond somewhat better than women. However, our sample 
size is far too small to make a definitive statement in this area. 

While we are well aware of the practice of treating delusional 
depressed patients with a combination of tricyclic and phenothi- 
azine medications, it is not clear from the literature whether the 
clinical successes reported by Dr. Ulett are related to the pheno- 
thiazine alone, to some interaction between the phenothiazine 
and tricyclic compounds, or to spontaneous remissions. 

In our conclusions, we stated that “in our experience ECT 
was the treatment of choice.” This was, in fact, our experience. 
These patients had already taken part in a 6-week protocol and 
had not responded. It is our opinion that ECT was at that point 
the most efficacious treatment and that any other drug regimen 
would essentially have been experimental. For that reason, our 
10 delusional patients who failed to respond to imipramine were 
offered ECT. They all accepted the treatments, and 9 responded 
dramatically. 

Dr. Biggs and associates raise an essentially similar question. 
They suggest that amitriptyline may be a more effective treat- 
ment than imipramine for delusional depressives. This may be 
true, but again, no adequate data are available. 

We believe that 1) patients whose depressions are accom- 
panied by delusions should be regarded as diagnostically and 
therapeutically different from those severely depressed patients 
who are not delusional, and 2) until carefully controlled trials of 
various tricyclic and phenothiazine regimens are conducted and 
evaluated, ECT remains the treatment of choice for patients 
suffering from delusional depressions. 


ALEXANDER GLASSMAN, M.D. 
SHEPARD KANTOR, M.D. 
MICHAEL SHOSTAK, M.D. 
New York, N.Y. 
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Rationality and Reality 


Sig: Rollo May, Ph.D., raised a most relevant issue in his ex- 
cellent article “Values, Myths, and Symbols” (July 1975 issue). 
I have little argumen: with his view that the absence of a value 
consensus is one of the major problems of modern society. 

His position, however, fails to satisfy because of its anti-in- 
tellectual cast. How can a thinking person today maxe a com- 
mitment to a set of beliefs and behavioral guidelines if he views 
all "myths" as devoid of truth, i.e., lacking a genuine basis in 
reality? In such a situation, how does one tell the difference be- 
tween a “true” myth and a pseudomyth? 


W. G. SMITH, M.D. 
Rockford, Ill. 


Dr. May Replies 


Sir: Dr. Smith misunderstands me. I am not anti-intellectual. 
i am only opposed to the narrow kind of rationality that be- 
lieves that empiricism is all there 1s. As Thomas Kuhn has 
pointed out, every empirical observation we make goes through 
a great deal of neural processing in our minds, dépending upon 
the paradigm we assume. This paradigm is what I would call 
the myth. Myth is thus the necessary orientation by which one 
perceives, interprets, and organizes experience. This is why 
myths are always returning, and why, having lost our orienta- 
tion to experience, we are also without any basis for evaluating 
experience. 

Of course it is very difficult to tell the difference between a 
true myth and a pseudomyth. This is where rationality becomes 
exceedingly important. In a time like ours, pseudomyths flower 
on all sides. I feel that my article expresses my opinions on now 
to tell the difference. 


ROtto May, PH.D. 
Tiburon, Calif. 


Energizing Effects of Piperacetazine 


Sir: During piperacetazine treatment of chronic scaizophren- 
ic patients in periods of psychotic relapse, we noted that some 
patients showed a distinctly different response to this drug than 
to other major psychopharmacologic drugs. The most promi- 
nent difference in response was that the generally anergic be- 
havior of these patients changed to a degree of activity consid- 
ered to be within the normal range. 

One of the patients treated with piperacetazine had been pre- 
viously diagnosed as having biological functional hypogly- 
cemia; this diagnosis had been confirmed by a five-hour glucose 
tolerance test. The patient had shown symptoms of sedation. 
drowsiness, and constant anergia during previous treatments 
with major psychopharmacologic drugs. Because he became ac- 
tive, with no symptoms of sedation, when he was treated with 
conventional doses of piperacetazine, we requested another glu- 
cose tolerance test, and the results were within the norma. 
range. 

This finding encouraged us to use piperacetazine with other 
patients with similar clinical characteristics and an establishec 
diagnosis of biological functional hypoglycemia. The entire 
procedure was not conducted within a well-designed clinical 
study and therefore can be reported only as a clinical observa- 
tion. However, it does lead one to suspect that this drug may 
have a specific normalizing effect on the carbohydrate metabo- 
lism of patients diagnosed as having biological functional 
hypoglycemia. 
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I would recommend that a well-designed double-blind study 
be conducted to define whether or not the special energizing ef- 
fect of piperacetazine may be related to a unique influence on 
carbohydrate metabolism and simultaneous alleviation of 
concomitant psychiatric symptoms related to biological func- 
tional hypoglycemia. 


M. GALAMBOS, M.D. 
Vancouver, B.C., Canada 


. Alternative Treatments for Depersonalization 


Sir: After reviewing the available literature on depersonali- 
zation phenomena, I find that there are several modes of treat- 
ment for this often intractable syndrome that were not men- 
tioned in "Depersonalization" by Laurent S. Lehmann, M.D. 
(November 1974 issue). Although somewhat dated, these modes 
of treatment have enjoyed more success than conventional psy- 
chotherapy, which often takes years to produce effective re- 
sponses. Schilder (1) obtained very good results with pen- 
tylenetetrazol (Metrazol) injections (4.5-15.0 gr) while 
Davison’s study (2) revealed numerous remissions of varying 
degrees using intravenous methedrine in 10-mg doses in con- 
junction with electroconvulsive therapy. King and Little (3) 
achieved 85 percent significant improvement with the use of 10 
to 12 pentothal injections, even when no abreaction occurred. 
Cattell (4) was able to neutralize depersonalization phenomena 
in his patients (at least long enough to allow them to participate 
in therapy) with the use of d-amphetamine and amobarbital 
(Dexamyl). Kline (5) found imipramine very helpful in the 
treatment of phobic symptoms in the so-called phobic anxiety- 
depersonalization syndrome. It is important that these success- 
ful organic regimens be publicized in view of the fact that deper- 
sonalization neuroses are still strongly resistant to other means 
of therapy in a high percentage of patients. 
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Evan M. Torcu, M.D. 
Augusta, Ga. 


Seating and Symptomatology 


Sir: I would like to report a clinical vignette that has been 
useful to me in suggesting severe disturbances in patients. On 
his first visit, a patient entered my consulting room and avoided 
the obvious chair, choosing the therapist’s chair instead (this 
chair is larger and looks more comfortable). I have seen this be- 
havior three times in the past year: twice in women and once in 
a man. All of these patients proved to have severe distur- 
bances—two were borderline personalities and one was recover- 
ing from an acute schizophrenic episode. I have never seen this 
behavior in less disturbed patients. None of these patients was 
disoriented, and the seating arrangement in my office is not con- 
fusing. Obviously, this behavior is nonspecific, but in my experi- 
ence it does provide a clue to the possibility of a severe distur- 
bance in the new patient. 

I have not seen this behavior described before, and I would be 
interested to hear if anyone else has observed something similar 
and, if so, what kinds of patients were involved. I would specu- 
late that the psychodynamic explanation for the behavior is the 
patient's unconscious envy of the therapist's presumed power. 
The patient defends against this envy by physically taking over 
the therapist's position, thus reversing their respective roles. 
The three patients I have mentioned were very difficult to treat; 
two quickly dropped out of therapy and the third is continuing 
in treatment but still has problems. 


LEE W. SHERSHOW, M.D. 
Beverly Hills, Calif. 


Correction 


On page 973 of the September issue of the Journal, Dr. Fred- 
erick Zuckerman’s name was misspelled. The staff regrets this 
error. 
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Every Day Gets a Little Closer: A Twice-Told Therapy, by Irvin 
D. Yalom, M.D., and Ginny Elkin. New York, N.Y., Basic 
Books, 1974, 244 pp., $8.95. 


This book records a psychotherapeutic encounter between 
Dr. Irvin Yalom and a young woman who is given the name of 
Ginny Elkin. They saw each other at weekly intervals over a pe- 
riod of 20 months. 

The arrangements under which the therapy was carried out 
were unusual. Instead of receiving financial payment from Gin- 
ny, Dr. Yalom entered into an agreement with her that each of 
them would write an immediate, no-holds-barred account of ev- 
ery session after it was completed and that at intervals of ap- 
proximately 6 months the write-ups of each participant would 
be made available to the other. 

Why did Dr. Yalom propose such a contract? First, Ginny, 
who in addition to presenting with problems in her sense of 
identity, an inordinate need for the approval of others, difficulty 
in expressing negative or angry feelings, lack of self-confidence 
(especially in her ability to function sexually), was also a talent- 
ed writer who was suffering severe writer’s block; Dr. Yalom 
hoped that the need to pay for her sessions by writing might 
provide motivation to overcome this symptom. 

In addition, Dr. Yalom was well aware that Ginny, with 
whom he had had previous contact for 18 months when he was 
co-therapist for a group that she attended, was in the throes of a 
massive idealizing positive transference toward him generated 
by her unresolved dependency conflicts. He felt that the revela- 
tions about his motivations and feelings that would emerge in 
his writings might provide a salutory corrective for her unrealis- 
tic evaluation of him. 

Finally, Dr. Yalom makes no secret of the fact that the possi- 
bility of a collaborative publication was in his mind from the 
onset. 

I enjoyed reading the book; to use a word not ordinarily em- 
ployed in reviews of this kind, I found it charming. In a post- 
script that gives the impression of being something of an after- 
thought, Dr. Yalom formulates his theoretical approach in 
terms of interpersonal theory. However, the technique he em- 
ploys is, to say the least, not the slave of theory; it is certainly 
freewheeling. There is also something contradictory in his ex- 
plicit decision to utilize rather than analyze Ginny’s enduring 
idealizing transference toward him and the apparent aim of his 
self-revelations, which is to alter this transference in a more re- 
alistic direction. 

In the sessions, Yalom goes after Ginny in every way he can 
think of. He exhorts, he advises, he encourages, he scolds, he 
role-plays, he interprets her behavior (but not her psycho- 
genetics). He employs every resource of what comes across 
clearly as a rather powerful and benevolent personality. In his 
write-ups, which he is more faithful about than is Ginny, he 
lives up to the requirement that he be self-revelatory and open 
about his feelings and his motivations. He is so uninhibited, in 
fact, that he was almost deterred from publishing the book 


when one of his Freucian friends remarked after having read 
the manuscript that Yalom’s behavior was an example of Wil- 
helm Reich’s definition of the chaotic situation—that in which 
the therapist says everything that comes to mind. . 

What of Ginny’s response? Although she too is reasonably 
open and frank about aer responses, they are not nearly so self- 
revelatory as are Dr. Yalom's. This is partly because she is able 
to conceal herself to some extent behind her considerable liter- 
ary talent. However, :here is more to it than that—she notes 
that she "thinks and writes only in analogies. Everything is like 
something else.” 

There is something basically elusive about Ginny. It may be 
that she is never reallv sufficiently in touch with who she 1s and 
what she is feeling to be able to convey to the reader anything 
but the “as 1f-ness" oi her personality. There is no doubt, how- 
ever, about what she wants. She wants Dr. Yalom. It is an iron- 
ic commentary both on Dr. Yalom’s hopes for moderating her 
picture of him and on the savage, ferocious strength of the de- 
pendent yearnings of this kind of patient that almost everything 
he says or writes about himself, no matter how negative, has the 
effect of further enhancing her idealization of him. There is also 
an almost comic, even if rather poignant, quality about the ab- 
sence of consensus between the participants about what was go- 
ing on in some of the sessions. Thus, after one interview, Dr. 
Yalom congratulates himself on the guilt-relieving con- 
sequences for Ginny of his telling her that everybody mastur- 
bates. The actual effect of this statement on Ginny, however, is 
to make her "burn with shame" because of the implication that 
this puts her "perfect" therapist among the masturbators. 

There are many ups and downs in the therapy as Ginny 
progresses and retrogresses. However, when formal meetings 
end, Ginny clearly seems to be better. Furthermore, in follow- 
up interviews and letters, and in spite of untoward events in her 
life, she does come across as a more integrated and self-accept- 
ing person than she was when therapy began. To the extent that 
this was brought about by the treatment, it seems clearly to 
have been the result of her contact with a strong and interested 
person who cared about her and, yes, even loved her. She was 
able to internalize this experience even though she certainly is 
not really a different person in a characterological sense and 
does not seem to héve acquired a store of wise and useful in- 
sights. 

] highly recommend this book to all those engaged in the 
strange and puzzling task of trying constructively to influence 
other people by talking to them. I think it would be particularly 
useful to beginning psychiatric residents who sometimes seem 
to have the notion that a distorted and defensive imitation of 
the psychoanalytic model of therapist neutrality is the only way 
to do psychotherapy. They will learn from this book that the 
psychotherapeutic bow has more than one string, and they wil 
learn that being themselves with their patients can also help. 


PauL CHoporr, M.D. 
Washington, D.C. 
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I, Pierre Riviere, Having Slaughtered My Mother, My Sister, 


and My Brother: A Case of Parricide in the 19th Century, edited 


by Michel Foucault; translated by Frank Jellinek. New York, 
N.Y., Pantheon Books (Random House), 1975, 288 pp., $10.00. 


Pierre Rivière, a 20-year-old Frenchman, killed his mother, 
sister, and brother with a sharp weapon. Following his arrest he 
claimed that God had appeared to him in the company of angels 
and had ordered him to do what he did. Later he decided to 
drop this defense; he stated that his real reason for killing his 
mother was that she was driving his father to suicide. He killed 
his sister and his brother because they were on his mother's side. 
While awaiting trial he wrote the story of his life and explained 
his motives for the killings. 

At his trial three physicians testified that he was insane and 
three testified that he was sane. Public and professional protest 
following Riviére's conviction and sentence to death contrib- 
uted to a commutation of his sentence to life imprisonment. 
Five years later Rivière committed suicide. Although these 
murders occurred in a French village in 1835, the train of events 
could well have occurred in the United States in 1975. We are 
still plagued with multiple murders, false claims of instruc- 
tions from God to commit mayhem, disagreement among 
psychiatric witnesses on the issue of sanity, and debates over 
tests of criminal responsibility and imprisonment without 
treatment. 

Riviere's fascinating manuscript takes up almost 70 pages of 
this book. Members of a research project at the Collège de 
France on the relations between psychiatry and criminal justice, 
impressed by the beauty of this memoir, spent more than a vear 
reviewing court records, contemporary newspaper articles, and 
the report by Esquirol and other distinguished experts in sup- 
port of an appeal for clemency. These documents are provided 
for the reader. The editor and his associates also provide com- 
mentaries on the psychiatric reports, the legal aspects of the 
case, and the testimony of witnesses. 

The intervention of Esquirol and his colleagues, who did not 
examine Rivière, is interpreted as an attempt by the psychiatric 
profession to establish a position of power in the judicial sys- 
tem. The evidence for this interpretation is not convincing. An 
alternative explanation is their compassion for a mentally dis- 
ordered person under sentence of death. The editor and his col- 
leagues do not attempt a psychological analysis of Riviere's 
memoir, which includes his account of his crucifixion of frogs, 
his neologisms, his ideas of greatness and immortality, and his 
magical gestures against incestuous impulses. This memoir re- 
mains a challenge for a gifted psychiatrist or psychoanalyst. 


JOHN M. MACDONALD, M.D. 
Denver, Colo. 


Practical and Theoretical Aspects of Psychoanalysis, revised 
ed., by Lawrence S. Kubie, M.D. New York, N.Y., Inter- 
national Universities Press, 1975, 361 pp., $15.00. 


Dr. Kubie's introduction to this volume contains so much au- 
tobiographical data that to paraphrase or quote some of his 
statements seems the most appropriate way of presenting the 
book for review. Dr. Kubie tells his readers that the first edition 
of this book, published in 1936, was written 


to help people recognize sound psychoanalytical procedure 
when they meet it and to introduce them to those institutes 
for the training of psychoanalysts which at present consti- 
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tute their best protection against the charlatans in this 
field. 


The first edition was therefore a 


fighting book, in that one of its purposes in clarifying the 
meaning of psychoanalysis is to exterminate pseudo analy- 
sis by inadequately trained or irresponsible analysts, 
whether these are found within or without the official psy- 
choanalytic fold. The book was often viewed as rigidly doc- 
trinaire. 


Kubie goes on to explain that a revised and enlarged edition 
of the book appeared in 1950. He states that in this edition he 
expressed some dissents from accepted dogmas that had trou- 
bled him for a long time. His goal in this edition was again 


to give prospective patients and their families and advisors 
some hints that would help them to distinguish between 
those practitioners who had in fact been analytically 
trained and those who pretended to be analysts. 


However, Kubie states that this effort had some "unantici- 
pated, unintended, and undesirable side effects”: 


By sounding as though any deviation from a uniform 
pattern was undesirable (which was not my intent) the 
book again created an impression of rigidity, not as intense 
as had been true of the first edition, but still troubling; and 
for this it was deservedly criticized. 


Kubie states that his intent in the revised edition of 1950 was 
to soften some of the harshness and apparent rigidity of the ar- 
guments in the 1936 edition. He also wanted to expand his con- 
sideration of theoretical concepts because by 1950 people gener- 
ally had become more sophisticated about psychoanalysis. His 
intent was that 


students, prospective patients and their families and phy- 
sicians approached it with a clearer and fuller anticipa- 
tory understanding of its nature. 


He states that in the 1930s there were many among those who 
called themselves analysts 


who deviated from Freud's position and chose of their own 
accord new names for their techniques and theories. Over 
the years this has actually contributed to their survival as 
independent groups by calling attention to the fact that 
there are different kinds of analytic help available. 
Without pretending to set up a new school or to be a psy- 
choanalytic Messiah" I have deviated slowly, steadily, 
and progressively from many colleagues in many ways. 


He even retired from teaching because he did not want to 
teach "anything of which I was no longer certain." He states 
that some "heterodox" colleagues recall the rigidity that 
marked the 1936 edition of this book and that some "orthodox" 
colleagues recall only his later misgivings. One group, therefore, 
has tended to consider him too orthodox while the other has 
tended to consider him too heterodox. 

Kubie ends his introduction with an observation "applicable 
not only to psychoanalysis . . . but also to its critics, as well as to 
all psychologies, including the simple, unschooled psychology 
of the layman." He states that there is a fallacy that “confuses 
dogmatic thinking with explanatory concepts as when one says 
that if a boy does not work it is because he is lazy.” This has led 


ee 


to confusion in theory and in technique. Unfortunately, Kubie 
states, Freud himself was vulnerable to this fallacy in all consid- 
erations of "so-called energic, instinctual, libidinal processes." 

It is noteworthy that this edition of the book contains two 
chapters on fallacies in psychoanalysis that did not appear in 
the edition of 1950, These chapters and the introduction com- 
prise all that is new in this edition of the book. Although the 
main part of the volume is a reprinting of the 1950 edition, it re- 
mains an elegant standard treatise on psychoanalysis for both 
students and practitioners. 


LEO H. BARTEMEIER, M.D. 
Baltimore, Md. 


Creating Change in Mental Health Organizations, by George 
W. Fairweather, David H. Sanders, and Louis G. Tornatsky, 
with Robert N. Harris, Jr. New York, N.Y., Pergamon Press, 
1974, 215 pp.. $10.95; $6.50 (paper). 


Unlike the introduction of a new drug, the adoption of a new 
social mode by a, mental health organization is a complex and 
subtle process. Once a drug has been tested and approved for 
marketing, the pharmaceutical companies undertake vast ad- 
vertising campaigns through journals, mailings, and direct per- 
sonal contacts by salesmen to make sure that their new product 
gets tried. This is not so with therapeutic modalities that require 
social change. Here there is a lag based on institutional inertia, 
organizational resistance to innovation, staff prejudice, and 
clogged communication lines within complex institutions. As a 
result patients may wait years before a thoroughly tested and 
highly effective treatment approach is used on their behalf. 

This 1s the problem that was tackled by an inspired group of 
workers who had demonstrated that patients discharged to a 
"lodge society” in the community stayed in the community for 
longer periods of time, were more frequently employed, and 
cost much less than they would have if they had simply been dis- 
charged to the more usual alternative methods of care. The 
"lodge" is, in effect, a halfway house that encourages small 
groups living together to share chores and problems and to as- 
sume increasing autonomy and responsibility for their own wel- 
fare. The question is how do you “export” this proven effective 
model to other institutions? 

The authors undertook a five-year experiment in which they 
tried different methods of introducing the lodge society into 255 
mental hospitals throughout the United States. Only 23 of these 
hospitals actually proceeded beyond discussion of the lodge 
concept. Poorer hospitals and those with weaker superinten- 
dents were more inclined to adopt the new model. Written com- 
munications by the research team to the hospital were not as 
persuasive as developing a workshop at the hospital, which in 
turn was not as effective as actual demonstrations of the model. 
The greater the influence of psychiatry in the hospital, the 
greater the resistance to change: on the other hand, the lower 
the status of the respondents, the greater the likelihood of 
change. 

The presence of a hospital committee interested in change 
was positively correlated with adoption of the lodge model, but 
mainly if the committee met rarely and was fluid and relatively 
unstructured, On the other hand, highly structured formal com- 
mittees were more likely to resist change. Finally, hospitals that 
adopted the lodge model tended to be innovative hospitals with 
built-in flexibility and partiality to new ideas. 

In addition to the great positive value of these findings to a 
nation seeking ways to improve mental hospital care and treat- 
ment, the authors point out the great theoretical importance of 
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their work to the general proposition of institutional change. If 
our institutions are not highly responsive to human needs we . 
are faced with bureaucratic stagnation, a disaffected popu- 
lation, and the acute danger of nonpeaceful revolution. 

Much more research of this type ought to be done, not only in 
relation to mental institutions but also in relation to many types 
of sociopolitical organizations that purport to serve mankind. 
The research model presented by the authors is an outstanding 
demonstration along these lines that ought to be carefully read 
and digested by everyone interested in welfare organizations. 

Because of its immediate implications for psychiatrists and 
mental health administrators, I hope that all of them will look 
into this important volume. 


MILTON GREENBLATT, M.D. 
Sepulveda, Calif. 


The Mental Hospital and Human Services, by Herbert C. Schul- 
berg, Ph.D., and Frank Baker, Ph.D. New York, N.Y., Behav- 
ioral Publications, 1975, 373 pp., no price listed. 


The evolution in the nature and quality of mental health pro- 
grams currently confronting us makes this a timely book. The 
authors are uniquely qualified because of their years of interest 
and activity in the fielc as participants in and observers of the 
changing mental health scene. Both were involved in a laborato- 
ry of community psycaiatry at Harvard Medical School that 
studied Boston State Hospital’s evolution from a mental hospi- 
tal to a community mental health center. The study of Boston 
State Hospital gave them the opportunity to analyze the prob- 
lems involved in the organizational changes and the potential 
for future developments, particularly in the field of serving 
patients and meeting the needs of the community. 

The material is presented in three sections. In the first sec- 
tion, background material is presented in four chapters: ‘“*Plan- 
ning for Community Mental Health Programs," “The Prospec- 
tive Role of the Mental Hospital," “Community Mental 
Health Ideology,” and “An Open Systems Approach to Mental 
Health Program Development.” 

These chapters are informative and comprehensive. How- 
ever, I would have liked to have seen a more complete presenta- 
tion of the history of the rise and fall of the mental hospital. A 
review of the historical development of mental hospitals would 
have given a more extensive longitudinal view of mental hospi- 
tals in the United States, with recognition of the cyclical 
changes over the years and the important advances and im- 
provements accomplished. 

The second section presents an extensive analysis of program 
transition at the mental hospital. The authors examine the ways 
in which planning decisions, ideological commitments, and con- 
ceptual orientations affect hospitals’ efforts to meet changes. 
This is the longest section of the book and offers a thorough dis- 
cussion of the problems regarding organization of the hospital, 
utilization of the hospital, staff interaction, and community in- 
volvement. Ín this section there is an extensive evaluation of 
hospital programs, including outcome studies and data analy- 
ses. 

The-third section, Human Services and Mental Hospitals, is 
unfortunately the shortest. The concept of systems of human 
services in all their manifold activities, achievements, needs for 
coordination and integration, and frustrations are discussed, as 
are the resulting implications for the mental hospital. A brief 
summary of this section points out the complexities of the deci- 
sions that must be made to determine the future of the mental 
hospital. This section .acks an expanded evaluation that would 
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include comprehensive s:udies, outcome studies, and data anal- 
yses of the human services systems, as was done in the previous 
section on mental hospital programs. 

Perhaps the next edition of The Mental Hospital and Human 
Services will give us some of the answers to the questions raised 
in this book as well as solutions to the critical problems con- 
fronting us. I urge the authors to pursue their research and eval- 
uation projects. Only in this way can we agree that community 
psychiatry and the conclusions of Action for Mental Health, the 
final report of the Joint Commission on Mental Illness and 
Health (1), are really the hope for the future establishment of 
quality comprehensive services for all segments of society. 

This is an informative, provocative book, worthy of thorough 
study by mental health workers and others concerned with the 
health and welfare of our population. 


REFERENCE 


i. Joint Commission on Mental Illness and Health: Action for Mental 
Heaith: Final Report, 1961. New York, Basic Books, 1961 


S.T. GINSBERG, M.D. 
Decatur, Ga. 


Issues in Evaluating Behavior Modification: Proceedings of the 
First Drake Conference cn Professional Issues in Behavior Anal- 
ysis, March 1974, edited by Dr. W. Scott Wood. Champaign, 
Ill., Research Press, 1975, 264 pp., $6.95. 


In the practice of behavior modification therapy a number of 
interrelated issues of a professional and ethical nature arise: 
What constitutes informed consent for an experimental or ther- 
apeutic procedure? When is one justified in using a treatment 
program with coercive components? What constitutes adequate 
training for a therapist? Of course, these questions and issues 
are not unique to behavior therapy; they are being asked with 
increasing frequency in t3e context of general psychiatric treat- 
ment. However, they arise with special force in the conduct of 
behavior modification for a number of reasons. Characteristics 
of behavior modification therapy include the explicit specifica- 
tion of treatment goals, a detailed operational description of 
treatment procedures, and a quantified assessment of treatment 
effects, These characteristics of a behavioral approach to clini- 
cal problems bring ethical concerns into bold relief. In addition, 
the professional training and backgrounds of persons who con- 
duct behavior therapy are diverse, and behavioral procedures 
have been applied in such institutional settings as prisons and 
classrooms as well as in the more traditional settings of clinical 
psychology and psychiatry. 

Consideration of these questions led to the first Drake Con- 
ference on Professional Issues in Behavior Analysis, which was 
held in March 1974. W. Scott Wood of the Psychology Depart- 
ment of Drake University brought together some of the leading 
psychiatrists and psychologists in the United States who are ac- 
tively involved in the development and application of behavioral 
programs in different settings. 

The volume is divided into three sections that correspond to 
three major areas of concern. The first deals with the “behavior 
modifier” himself and concerns the thorny issues of whether be- 
havior therapists should be certified and what the criteria for 
certification should be. The consensus from the conference did 
not favor certification because behavior therapy, or behavior 
modification, is not a profession but a particular approach to 
problem analysis and problem solving by persons in such pro- 
fessions as psychology, psychiatry, and education. Thus certifi- 
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cation and the setting of general ethical standards should be left 
to the appropriate organizations for these different professions, 
principally the American Psychological Association and the 
American Psychiatric Association. However, Dr. Beth Sulzer- 
Azaroff of the University of Massachussetts and her colleagues 
describe an interesting effort to specify the behavioral com- 
petencies that might be used in evaluating behavior modifiers. 
In keeping with the general methodology of a behavioral ap- 
proach to problem solving, they make an effort to articulate the 
specific behaviors that should comprise the repertoire of per- 
sons to be regarded as competent in this field. 

The second section deals with the evaluation of programs and 
procedures. Of particular interest here is the provocative contri- 
bution of Todd R. Risley of the Department of Human Devel- 
opment, University of Kansas. He advocates that specific pro- 
cedures rather than persons be the objects of certification. This 
approach is analogous to sanctioning particular medical proce- 
dures for specific diseases or particular drugs for specific ail- 
ments. 

The last section deals briefly with issues of accountability and 
ethics and includes an excellent contribution by Stephanie B. 
Stolz of the National Institute of Mental Health on ethical is- 
sues in research on behavior therapy. Each of the nine major 
contributions in the three sections is followed by discussion by 
one or more respondents that adds balance and a sense of par- 
ticipation to the whole book. 

Although many interesting ideas and leads are presented in 
the volume, few firm conclusions are drawn. What is most im- 
portant, however, is the very commendable effort made by these 
professionals to examine complex issues of an ethical nature 
and to wrestle with them in a forthright and creative way. This 
effort should be a model and example to other groups within the 
"helping professions" to hold similar conferences on profes- 
sional and ethical issues as they relate to other approaches to 
clinical problems. 


JOHN PAUL Brapy, M.D. 
Philadelphia, Pa. 


Human Sexuality: A Health Practitioner’s Text, edited by 
Richard Green, M.D. Baltimore, Md., Williams & Wilkins Co., 
1975, 245 pp., $14.50. i 


This book is so well written and edited that one may read it 
from cover to cover and be unaware that each chapter is written 
by a different authority. From the first chapter, whose author 
presents very effectively the need for improved instruction of 
medical students so they may be better counselors to those with 
sexual problems, to the final chapter, which presents data on the 
reaction of medical students to explicit sexual material, each 
chapter contains material that should be helpful to physicians 
called upon to deal with sexual problems. There is appropriate 
emphasis on the need for the physician to increase his or her 
own comfort in dealing with this area of activity and to dispel 
embarrassment. 

This book recognizes the fact that knowledge of sexual anat- 
omy and physiology is not enough to deal with the feelings of 
guilt, anxiety, and disgust that may present handicaps in mar- 
riage. It also points out that the therapist must discard any 
judgmental ideas about choices of sexual outlets. 

The chapter by a homosexual physician clearly describes his 
feelings of being alienated, from his earliest memory of feeling 
more interested in the male than the female as a sexual object. 
He reveals his loneliness and bitterness caused by rejection at 
various levels of his development, including his discharge from 
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the armed services and the refusal on moral grounds of his spe- 
cialty board to permit him to take the certifying examination. 
However, his homosexuality does not interfere with his profes- 
sional career. 

The author of the chapter on the homosexual as a patient ap- 
propriately emphasizes how ridiculous it is to cling to stereo- 
typed ideas about homosexuals because their appearances, their 
preferences, the intensity of their feelings, and other aspects of 
their behavior are as varied as those of heterosexuals. The au- 
thor discredits the conclusions of therapists who assign etiologi- 
cal importance to early childhood experiences and who consider 
homosexuality a chosen pattern. He does not give consideration 
to the possibility that homosexuality is a compulsion to end the 
loneliness and alienation determined by the traumatic experi- 
ences of earlier life. To consider homosexuality a freely chosen 
pattern and to classify many other compulsive patterns as 
pathological is illogical. 

The chapter on gender identity problems offers no definite 
conclusions about the desire for sex change operations. Natu- 
rally, because of the lack of statistically significant numbers of 
individuals who have had sex change operations, this chapter 
offers little comment on the emotional problems of those who 
have had the operation. 

The problem of the intersexed infant is presented in an ex- 
cellent chapter in which diagrams of the embryologic aspects of 
this problem are helpful. The problems of the parents of the in- 
tersexed infant are presented most sympathetically. This chap- 
ter is bound to be helpful to those who must deal with this com- 
plex situation. 

"Pelvic Examination of Women" and "Sexuality in Preg- 
nancy and Postpartum" are well-covered chapters; the articles 
on problems of sexual activity of the cardiac patient and 
patients with spinal cord injuries are filled with helpful sugges- 
tions. The sexuality of the mentally retarded is sympathetically 
presented; the chapter on this subject encourages the enjoyment 
of sexual expression among the mentally retarded, including in- 
tercourse, marriage, and procreation in selected cases. 

The role of the solo male or female therapist dealing with the 
sexual problems of couples 1s very well presented. This chapter 
is certain to be helpful to physicians called upon to assist in 
these situations. The chapter on the male-female sex therapy 
team is concise and contains many excellent hints. The selected 
bibliographies of this and many of the other chapters are valu- 
able contributions. 

In general, this book presents valuable instruction for the 
physician inexperienced in this field. The "expert" will also find 
it a useful handbook. 


SAMUEL B. HADDEN, M.D. 
Wynnewood, Pa. 


Medicine Is the Law: Studies in Psychiatric Anthropology of 
Australian Tribal Societies, by John Cawte. Honolulu, Hawaii, 
University Press of Hawaii, 1974, 253 pp., $10.50. 


The chapters of this book are the working journals of a truly 
distinguished student and practitioner of public mental health. 
Seldom have as much community concern and intellectual clar- 
ity and sophistication been united in one person as they are in 
John Cawte. The range of his interests must be compared to 
that of Adolf Meyer, a Meyer deeply immersed in the ideas of 
his time. 

Moreover, this little book may not be appreciated because of 
its very virtues. Again, like Meyer's work, it has no “side.” 
Yeats remarked of himself that he had no bump of reverence; 
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someone else said he had a hole. Observations and ideas move 
easily through John Cawte's mind; they are quickly mastered 
and articulated and nowhere overvalued. The result :s a work 
without grand explanations, gimmicks, special pleadir.g (except 
in behalf of the field itself), villains, or antagonists. The book is 
almost choppy because when Cawte is done he moves on, with- 
out flourish or connecting footwork. 

For more than [0 years Cawte and his associates have stud- 
ied the culture and psvchiatric and medical problems of several 
goups of Australian aborigines. The focus of this volume is on 
the role of aboriginal medicine in the culture as a whole and the 
impact of the white man on that culture. Although the aborigi- 
nal communities are once again growing, their culture is dy- 
ing—and with it the opportunity to learn about these people. 
Not only does Cawte's group make use of what is a rapidly dis- 
appearing opportunity, they have done it in such a wav as to il- 
luminate both the old culture and the new. Just as the two are 
actually in collision today, so Cawte brings the ideas of the two 
together. This is more than an intellectual exercise. Running 
through the book is a deep current of interest in ameliorating 
both this extraordinarily painful collision and, by implication, 
many parallel problems in the white man's culture as well. 

The book's title, Medicine Is the Law, reflects one of these 
problems. In the aboriginal cultures, medicine and the law, as 
well as religion, are intermingled. Indeed, medicine not only 
springs from and shapes customary practices, it also enforces 
them; it is an agent of social control. For example, the accusa- 
tion of sorcery gives the alleged victim of sorcery a device for 
identifying a persecutor and mobilizing peer pressure against 
him or her. In this way aborigines "call the cop." This is not 
just an academic matter because as faith in aboriginal medicine 
slips away much of the system of social control goes with it. The 
problem is not that the white man's system of social control is 
so different: those favorites of the contemporary psychiatric 
scene, Szasz and Laing, have argued that the white man's psy- 
chiatry is another system of social control. The problem is that 
white medicine and law are not yet in place in aboriginal Aus- 
tralia; the social contract for them has not yet been made. Al- 
though missionary religion arrived before the white maa's med- 
icine and law, this religion carries with it relatively little of 
medicine or law. The result is a contemporary aboriginal so- 
ciety lost between the old ways and the new. To make matters 
worse, the contemporary white man's culture is also lost be- 
tween old ways and new. 

In the book's final chapter Cawte reminds us of this and 
rounds out with nice irony the intellectual and humanitarian 
currents of the work. This chapter is titled “The Visions of the 
White Man” and presents ‘a hidden reality [that] obstructs the 
delivery of health services across a culture barrier.” Indeed, this 
reality adds to the burden of the aborigine and in many in- 
stances actively destroys him. 

Not only is a great pert of the medical services of the Austra- 
lian outback consumec by white men, the outback often at- 
tracts whites unable to adjust to their own world who make only 
marginal adjustments in the aboriginal world. These dramatic 
instances of the aborigine's burden are detailed in Cawte's case 
histories, several of which describe psychotic whites drawn to- 
ward hallucinatory visions in the outback distance. However, 
these instances may be only symptoms of a more general white 
malaise. Perhaps, Cawte suggests, the sick white man of the 
outback expresses a psychological complex that is deeply part 
of the West, a complex also expressed in colonialism, the ex- 
ploitation of the natural world for commercial purposes, and, 
above all, the never-ending pursuit of an ever-receding image of 
perfection that destroys what it seeks to perfect. To U.S. Amer- 
icans, so slow to grasp their own destruction of the Indian peo- 
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ples and their exploitation of the blacks, the final words of the 
book must have a simple, painful answer!: "When do the visions 
of the white man become the torments of the black?" 


LESTON L. Havens. M.D. 
Boston, Mass. 


Careers of the Criminally Insane: Excessive Social Control of 
Deviance, by Henry J. Steadman and Joseph J. Cocozza. Lex- 
ington, Mass., Lexington Books (D.C. Heath and Co.), 1974, 
198 pp., $14.00. 


Problems of dangerousness and how to handle behavior dis- 
orders with or without concomitant mental illness are among 
the most urgent facing psychiatry in the United States. There- 
fore, this study by Steadman and Cocozza is an important and 
unique contribution to the forensic psychiatry literature. 

The authors have studied the effects of the Baxstrom decision 
of 1966 (1), which resulted in the transfer of almost 1,000 
patients from an institution for the criminally insane to a civil 
(state) mental hospital. Steadman and Cocozza also review the 
history of the development of institutional policy and practice 
in New York State. They then report the Baxstrom decision, 
which mandated great change, and analyze the fate of the 1,000 
transferees. They study a number of these transferees in depth 
and compare them with those transferred before the Baxstrom 
decision. Their analysis includes subsequent history, institution- 
al behavior, discharge, criminal behavior, and overall adjust- 
ment as well as a review of what they consider to be significant 
determinants. The main theme of this volume, however, deals 
with the dangerousness of individuals defined as criminally in- 
sane and a critique of social policy and psychiatric practice. 

The book also reviews a good deal of the literature on dan- 
gerousness and is therefore a valuable source of reference mate- 
rial. It is very tightly written, although at times repetitive. and is 
not easy to read, although it is well worth the effort. The extent 
of the data renders summation difficult, but a few salient fea- 
tures are worthy of mention. 

As is the case elsewhere, in New York State the group of 
patients judged criminally insane was composed of roughly 40 
percent mentally ill inmates transferred from regular prisons, 
40 percent incompetent to stand trial, 4 percent not guilty by 
reason of insanity, and a small percent of persons judged dan- 
gerous who were transferred from civil hospitals. As a group, 
they were characterized by lengthy confinement, minimal treat- 
ment, and an attitude of conservatism as to release by their 
caretakers. Those released before Baxstrom tended to be older 
(mean age, 62.4 compared with 51.6 for Baxstrom transferees) 
and had been in institutions for the criminally insane for a mean 
of 21.7 years, compared with 14.7 years for the Baxstrom 
group. The pre-Baxstrom patients showed a relative absence of 
long and serious criminal records. The authors state that insti- 
tutional psychiatrists tended to see younger patients as more 
dangerous, particularly those under the age of 40: “In order to 
assure their prediction that transferred patients were no longer 
dangerous, the psychiatrists were rehabilitating them by letting 
them grow old in the institution." 

According to the authors, the 1,000 Baxstrom patients, as a 
group, were “docile,” **oversubmissive," and “regimented.” In 
one year, almost 20 percent were discharged from the civil hos- 
pitals. After four years less than 2 percent had to be transferred 
back; only 2.6 percent of the entire group returned because of 
that transfer or as a result of a separate criminal proceeding. 
Assaultiveness in the civil hospital was shown by only 15 per- 
cent. Interestingly, 6 percent of the patients transferred before 
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Baxstrom by psychiatric direction showed assaultiveness, and 
the younger patients manifested more assaultiveness, support- 
ing to some extent the previous policies. Nonetheless, the au- 
thors express at length the problems of overpredictiveness, psy- 
chiatric conservatism. and reservations about the medical 
model. In general, they conclude, “None of the indicators of 
dangerousness, from past behavior to in-hospital behavior, sig- 
nificantly distinguished between patients who were and were not 
released." The two factors most related to release were psychi- 
atric appraisal of clinical improvement and family interest. 

Approximately 20 percent of the released Baxstrom patients 
were subsequently arrested and rehospitalized; only 2 of 98 were 
involved later in a violent crime. Forty-five percent were read- 
mitted to a mental hospital. l 

The authors discuss the concepts of dangerousness and the 
right to treatment with the slightest aroma of Szaszism per- 
meating the interpretation. As usual these days, psychiatry and 
the medical model are the butts of criticism. It is possible, how- 
ever, to study the data and draw somewhat diferent con- 
clusions, and I feel that this merits a further comment: the med- 
ical model was not shown to be faulty; abuses of the medical 
model were. Further, the law itself has imposed a value system 
on the medical model that has resulted in its perversion. 

It is true that psychiatrists cannot predict future behavior 
with satisfactory validity; the Steadman and Cocozza study at- 
tests to this very well. However, psychiatrists can and should 
make judgments according to clinical judgment, particularly in 
terms of course of illness and mental status functioning. Herein 
lies the expertise of psychiatrists, not in the mythology of avoid- 
ance of future behavior, which has resulted in so much injustice. 
This book deals with forensic psychiatry, but the implications 
are applicable to psychiatry in general, particularly to the larger 
problems of civil hospitals and treatment mechanisms. In re- 
cent years, the law has increasingly narrowed the focus for in- 
voluntary hospitalization to dangerousness, a concept that has 
no scientific base and that has avoided the necessity to deal with 
mental illness, which needs to be diagnosed, treated, and man- 
aged in accord with clinical medical principles and the patient’s 
current functional level. 

Thus on the one hand, the “irrationality” of past psychiatric 
practice in the criminal sector is attacked, while on the other, 
some legal and social philosophers are attempting to impose the 
same discredited value system on the civil sector. To me, this is 
the most important message of the book. We therefore owe the 
authors, the State of New York, and the courts our gratitude 
for a most valuable experiment. 
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Mental Retardation: A Handbook for the Primary Physician, 
2nd ed., edited by Julius B. Richmond, M.D., George Tarjan, 
M.D., and Robert S. Mendelsohn, M.D. Chicago, Ill., Ameri- 
can Medical Association, 1974, 128 pp., $2.00 (paper). 


This is the second edition of a helpful little manual based 
originally on a conference on mental retardation organized by 
the American Medical Association in 1964. 

The main stress of the volume is on diagnosis. More attention 
is paid to the severe types of retardation than to the milder, pre- 
sumably more culturally determined forms. The fact that the 


severe disorders are rare in comparison with the milder types 
and are easier to recognize because frequently accompanied by 
physical disabilities or gross evidence of central nervous dys- 
function is clearly stated. Both the chromosomal aberrations 
and the metabolic disorders are presented in rather exhaustive 
tables. 

The problems of the primary physician in sharing his con- 
clusions with parents are well handled, and the various alterna- 
tives, the indications for consultation, and the barriers to pa- 
rental acceptance are clearly discussed. 

The final chapter, by Tarjan and Klerman, contains an ex- 
cellent summary in the form of 15 recommendations that are 
noteworthy for their common sense and their avoidance of 
overenthusiastic and fadistic statements. They are realistic rec- 
ommendations on concepts of program administration and atti- 
tudes that can lead to genuine melioristic action so that the defi- 
ciencies of the retarded may be empathically understood and 
the individuals may be helped to achieve the maximum level of 
contribution to the social system of which they are capable. 


PAUL V. LEMKAU, M.D. 
Baltimore, Md. 


Classics of American Psychiatry, edited by John Paul Brady, 
M.D. St. Louis, Mo., Warren H. Green, 1975, 281 pp., $15.00. 


In the last decade many classical works have been reprinted 
in their entirety, either by the photo-offset method or by the 
process of resetting the book in modern type. Another style of 
reproduction, best exemplified in Three Hundred Y ears of Psy- 
chiatry (1), collects selections from various authors and in- 
troduces each with an editorial commentary. 

Dr. Brady's book is the latest of this genre. He has gathered 
excerpts from 11 authors illustrating various aspects of the his- 
tory of psychiatry in the United States from 1810 through 1934. 
He has ranged far and wide, starting with three excerpts from 
the writings of Benjamin Rush and then following with an ab- 
stract from Isaac Ray's classical book of 1838, Treatise on the 
Medical Jurisprudence of Insanity. 

Other early members of the American psychiatric profession 
represented in this book are Amariah Brigham, John P. Gray, 
Pliny Earle, and their long-term associate, Dorothea Lynde 
Dix. The famous address by S. Weir Mitchell from the late 
nineteenth century, which is often cited but infrequently read, is 
also reproduced. It is good that this excerpt is now available to 
the contemporary reader. Brady ends his book with material by 
August Hoch, Clifford Beers, and Adolf Meyer. 

This book does not compare to Hunter and MacAlpine's (1) 
in that the introductions are scanty, there is no correlation of 
the topics presented, there is no citation of other literature, and 
there is neither a subject nor a name index. At the same time, 
readers may find this book useful as an appetizer that will lead 
them to the main course of historical literature. Those who are 
stimulated will find that the books of Benjamin Rush, Isaac 
Ray, and Clifford Beers are still in print and easily available. It 
is hoped that this book will lead to a greater interest in the older 
writings in psychiatry. 
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Rape Victimology, edited by Leroy G. Schultz. Springfield, Il., 
Charles C Thomas, 1975, 405 pp., $28.00. : 


The jacket of this book informs the reader that this volume is 
the first to include all of the important articles previously pub- 
lished on rape victims. Forcible rape constitutes 6 percent of the 
violent crimes reported to law enforcement agencies in the 
United Siates; furthermore, from 1967 to 1972 there was a 70 
percent increase in reported forcible rapes. However, rape vic- 
timology has gained attention only very recently in this country 
and, unfortunately, has been used by the legal profession in de- 
fense of the offender. In a male-dominated society, a male- 
based legal and political system, and a society that has histori- 
cally avoided examining its embarrassing problems until a crisis 
develops. it is not entirely surprising that one looks in vain for 
any effective concern for the rape victim or programs and poli- 
cies for her welfare. This kind of book is greatly needed and 
should be widely read. 

Only as the problem of rape was allowed visibility in this cul- 
ture did articles begin to appear in the literature at all. This 
book, written for curricula in social work, nursing, and medi- 
cine anc for courses on women's rights, criminology, and hu- 
man sexuality, brings a great deal of this literature together un- 
der one cover. It is a serious attempt to strip away the myths, 
stereotypes, and defenses that surround this topic. 

Structurally, the book is divided into six sections, each of 
which focuses on one aspect of rape. The first section presents 
one of the most neglected areas of victimology research, that of 
the victim's own verbal recounting of her rape experience. 
These are the data before they are filtered through a series of 
persons, usually male, who tend to choose from the victim's ac- 
count only those aspects relevant to their professional role. 

The second section deals with the sociology of rape. The four 
articles chosen for this section cover the two extremes of rape in 
terms of degree of violence employed and highlight the enor- 
mous differences in rape situations. Section three discusses the 
legal aspects of rape victimization and makes the point tha: 
rape is a most difficult behavior to describe, define, and prove. 
Essentially, its definition, description, incidence, and provable- 
ness are subject to the given time or age, the attitudes toward 
women, the degree cf civilized law, and the skill of the legal pro- 
fession. The materiel in this portion of the book shews that the 
gulf between myth and reality necessitates reevaluation and re- 
form of our rape laws and some court procedures if justice to 
victim and offender is to occur. 

The fourth section, titled Socio-Medical Aspects of Rape 
Victimization, concludes that ultimately it will be the estab- 
lished, organized social and medical services that will shape pol- 
icy on the welfare of rape victims. Interestingly, there are only 
two articles in this section. One presents a concise, detailed rape 
victim examination scheme for physicians in an emergency 
room, hospital, clinic, or private office. The other deals specifi- 
cally with the psychosocial treatment of rape victims by profes- 
sionals and describes the three emotional cycles the victim pass- 
es through as well as the therapeutic interventions required to 
assist victims. 

Section five, The Child as a Sex Victim, draws attention to 
the fact that society defines rape and sexual abuse in such a way 
that the child is unlikely to escape the trauma produced by the 
definition. The four selections chosen here highlizht postrape 
problems in the police station, the social work agency, and the 
court and methods for at least minimizing psychic trauma. 

The final section focuses on policy. It begins with the realiza- 
tion that the very processes of our government and its institu- 
tions of justice are now the ally of the rapist, making the render- 
ing of justice to the victim most difficult. Policies are reflections 
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of the values held by the dominant power holders and shapers. 
‘Before policies and their implementation can really change, 
more basic changes in sexual expression and our lust for power 
over each other, in both iogical and human terms, must change. 
In addition to providing the reader with a wealth of informa- 
tion and research findings, this book ends with an extensive bib- 
liography of further readings. Because rape is an increasing so- 
cial and medical problem, this book should be required reading 
for all professionals who might come in contact with rape vic- 
tims. Perhaps these professionals will come to realize their own 
attitudes, which have most likely been tainted by the myths held 
to be true in this culture regarding rape and the victims of rape. 


ANNE J. Davis, R.N., PH.D. 
San Francisco, Calif. 


The Integration of Child Psychiatry Inte the Basic Residency 
Program, edited by Leo Madow, M.D., and Charles A. Malone, 
M.D. Hillsdale, N.J., Town House Press, 1975, 115 pp., no 
price listed. 


This book reports on the proceedings of a unique workshop 
held in Hershey, Pa., in 1972. In the preface Bernard Bandler 
expresses the hurt of child psychiatrists about the common as- 
sumption that the word "psychiatrist" is synonymous with 
“adult psychiatrist." This is a practical question because the 40 
percent of the U.S. population who are children and adolescents 
are therefore limited in that they receive help from a relatively 
small number of trained child psychiatrists. 

None of the participants of this conference talked about an- 
other problem: that many practicing child psychiatrists spend a 
large proportion of their time caring for adult patients, The par- 
ticipants of the conference were academicians; they spoke a 
great deal about academic intradepartmental struggles. What is 
missing from the book is feedback from practitioners, both 
adult and child psychiatrists, whose perspectives on how their 
general psychiatric training has prepared them for dealing with 
the child in their adult patients or the families and children of 
their patients would have made the workshop more practical. 
Indeed, statistics on how many general psychiatrists see child 
patients and how many child psychiatrists see adult patients 
would be valuable. 

Samuel Bloom’s statement that ‘unquestionably, the knowl- 
edge base of child psychiatry is indigenous to psychiatry, an es- 
sential part of the intellectual foundation of the whole field and 
not limited to the subspecialty” (p. 12) raises the following 
question: How come child psychiatrists have to fight for their 
"slice of the pie" in the teaching departments of adult psychia- 
try? Perhaps the answer is that child psychiatry has tried to be 
and do too many things. A forerunner of community psychia- 
try, child psychiatry has perhaps diluted its intellectual founda- 
tions by its attempts at preventive care at the institutional and 
community levels. Perhaps it has become less precise because of 
its broad collaboration with a wide range of mental health pro- 
fessions. 

Allen Enelow and Harvey Weinstein's paper is an example of 
intellectual rigor and professionalism. If child psychiatrists 
would be as definite and concise as these two authors there 
would probably be a great demand for their teaching in adult 
psychiatric departments. 

Charles Malone's emphasis on the study of family life as an 
integral part of general psychiatric training deserves serious 
consideration by all training directors, although they could not 
be expected to have the enthusiasm of the author for placing 
residents in children's schocls. The trainee who is not firmly 
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rooted in his professional identity (e.g., the first-year resident) 
would find it difficult to become and remain a psychiatrist in the 
school his child patient attends or in the factory where his 
patient works. 

Gene Borowitz and Jay Hirsch's recommendation for a focus 
on clinical work with children and their families from the 
earliest days of the residency seems very practical because 
training programs will increasingly have to be supported by 
monies generated through direct patient services. A focus on 
service to patients would help the trainee to continue to see him- 
self primarily as a physician while he is becoming a psychiatrist. 

Richard Cohen succinctly enumerates the basic principles of 
why child psychiatry should be taught to general residents, what 
should be taught, and when (p. 97). The integration of child psy- 
chiatry into general psychiatry might demand from child psy- 
chiatry the development of a core curriculum (as suggested by 
Dr. Cohen) that would equip the general psychiatrist with 
knowledge and skill for diagnosing all patients regardless of 
their age. 

This integration is more likely to occur if child psychiatrists 
address themselves to the work of cooperating with adult psy- 
chiatry in setting up innovative training programs that integrate 
the biological, psychological, and cultural aspects of patients of 
all ages. 


Rita R. Rocers, M.D. 
Torrance, Calif. 


Perception and Understanding in Young Children, by Peter Bry- 
ant. New York, N.Y., Basic Books, 1974, 189 pp., $7.95. 


This book concerns the connection between perception and 
understanding and how the relationship develops and changes 
during childhood. The author states in the introduction, 


The book’s main aim is to present a theory about the 
way some children perceive their environment, and about 
how the perceptual information which they have to deal 
with affects their comprehension of the rules governing this 
environment. 


The book presents a theory of cognitive development “based 
on the idea that an extremely important factor in a young 
child’s perception of his world is his use of logical inferences to 
help him make perceptual judgments." 

The author briefly discusses the influences of Helmholtz (per- 
ceptual inferences), Piaget (deductive inferences), and Gestalt 
theory (question of absolute and relative codes) on the evolution 
of his own theory. His theory, based almost entirely on evidence 
from experiments with children between the ages of three and 
eight, is concerned with four main issues: "the question of abso- 
lute and relative codes in children's perception, the limitations 
of relative codes, the use of external framework, and the influ- 
ence of perceptual inferences." 

The chapters have simple and self-evident titles. To mention 
them here will serve to illuminate the progression of thought 
and thoroughness of the author's investigations in promulgating 
and arguing his theory. The chapter titled “Relations” deals 
with the absolute-relative question and whether children re- 
member relations between things more easily than the absolute 
properties of individual objects. “Inferences” is a discussion of 
transitivity experiments, of how the child combines relations to 
make perceptual inferences, and whether he has the logical abil- 
ity to make deductive inferences. The chapters on “Orienta- 
tion," "Position," "Size," and “Number” follow. “Invariance” 


deals with the concept that “the number in a group of objects 
stays the same even when the perceptual appearance of the 
group changes." "Vision and Touch" adds one more modality 
to perception. Many investigators and experiments of historical 
interest and current importance are described and interwoven 
with the discussion in these chapters. 

This is a book for developmental psychologists, although 
many educators and mental health clinicians will also find its 
challenge to currently accepted views stimulating and its theory 
thought-provoking. It is not a long or repetitive book, but it re- 
quires careful reading. It is a scholarly work that will prove to 
be important in the field of child development. 


JOSEPH M. GREEN, M.D. 
Tucson, Ariz. 


Nonverbal Communication: Readings with Commentary, edited 
by Shirley Weitz. New York, N.Y., Oxford University Press, 
1974, 340 pp., $10.00; $4.95 (paper). 


The editor of this book has provided us with 22 essays select- 
ed from other publications, principally, but not exclusively, by 
psychologists interested in “the place of nonverbal research in 
the psychological literature." The aim of the book is “to in- 
dicate how work in the study of emotion, cognition, social inter- 
action, and the ethology of human behavior has been enhanced 
by attention to nonverbal communication" (p. 4). The editor 
has admirably chosen many of the best articles by well-known 
authors in the field —Eibl-Eibesfeldt, P. Ekman, W.V. Friesen, 
S. Tomkins, R.V. Exline, Jerome Kagan, Robert Rosenthal, 
R.L. Birdwhistell, Adam Kendon, A.T. Dittman, A.E. Scheflen, 
E.T. Hall, and S. Duncan, Jr.—and has also provided an in- 
formative introduction that is regrettably only five pages long. 
This brief statement delineates many of the major problems in 
this rapidly growing field. 

She has also provided valuable technical introductions to 
each of the five sections, which are titled Facial Expression and 
Visual Interaction, Paralanguage, Body Movement and Ges- 
tures, Spatial Behavior, and Multichannel Communication. 

This book will provide a ready reference to a great deal of the 
important work in these widely dispersed yet intimately related 
fields. More importantly, the articles can be read for the most 
part by the busy clinician, who will find real benefit in the 
sound, systematic work being done by serious workers employ- 
ing the newer methods of observation that have been vitalized 
and made respectable by ethologists—videotape, film, and, es- 
pecially, slow motion film techniques, without which “the 
recording of nonverbal signs would be a hopeless endeavor.” 

Even though the names of some excellent workers are not 
present, I strongly recommend this collection to all students of 
human behavior at all levels of graduate or postgraduate 
school. A great deal of progress will be made in the verification 
of complex human behavior patterns as we learn to record it 
more accurately. 


HENRY W. Brosin, M.D. 
Tucson, Ariz. 


The Challenge for Group Psychotherapy: Present and Future, 
edited by Stefan de Schill. New York, N.Y., International Uni- 
versities Press, 1974, 357 pp., $17.50. 


This is a well-conceived, ambitious book. It has already ap- 
peared in German and French and will appear in Spanish and 
Italian. The authors are an international group, although there 
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is a preponderance of authors from the United States. 

The goal of this presentation is to offer the divergent and‘ 
"challenging" thinking of the exponents of analytic group psy- 
chotherapy. Thirty-two authors were approached for original 
manuscripts; 10 are presented here. This approach has had tne 
advantage of bringing together thoughtful and thorough state- 
ments of perspective on the theoretical underpinnings of tne 
practice of group psychotherapy. It has apparently had the dis- 
advantage of long time delays as the authors organized their 
thinking: there is evidence, for instance, that some of these pre- 
sentations were written at least 10 years ago. For the most part, 
however, the presentations seem not to be time dependent. 

The field of group psychotherapy has recently been con- 
fronted with a great expansion and the popularization of tech- 
nique over theory. The variety of activities advocated fer groups 
has overshadowed the need for the group leader to have a con- 
ceptual framework in mind. This book is a refreshing antidote 
to this problem because it emphasizes the importance of con- 
cepts of psychodynamics in relation to the changes induced in 
groups. There are contradictions among the various authors, 
but each is explicit about the factors he takes into account in 
considering his method of group psychotherapy. The total im- 
pact of the book is useful for the reader, who can absorb each of 
the constructs in turn and then build his own conceptual frame- 
work in relation to what he has learned here. 

The book lacks outzome studies, and case presentations are 
minimal, so this is not the place to look for studies of the effec- 
tiveness of various treatments. Actually, the word "challenge" 
in the title of this book seems to be gratuitous. The titles in Ger- 
man and French avoid this term and are more in keeving with 
the content of the volume, which is a straightforward presenta- 
tion of [0 conceptual statements by individuals obviously 
grounded in psychodynamic and psychoanalytic thinking in re- 
lation to their methods of applying theory to groups of patients. 

The book is recommended for individuals trying tc improve 
their understanding of the dynamics of personality change in a 
group setting. Each o: the authors reveals the usefulness of the 
group itself as a mechanism for helping the therapist learn 
about himself. The need for the therapist to be aware of his own 
characteristics and the impact they have upon his patients is 
made more explicit in group than in individual therapy; the au- 
thors clarify the adventages to the therapist as well as to the 
patients of their group therapy practices. 


Jay W. FIDLER, M.D. 
Elizabeth, N.J. 


Basic Approaches to Group Psychotherapy and Group Counsel- 
ing, 2na ed., edited by George M. Gazda. Springfield, Ill., 
Charles C Thomas, 1975, 510 pp., $16.75. 


This book is a second, expanded edition of a volume first pub- 
lished in 1968. The fizst edition represented one of the early at- 
tempts to feature summaries of basic theoretical pos:tions of a 
number of models of group counseling and group therapy. 

The editor is a professor of education and consulting profes- 
sor of psychiatry at the University of Georgia and the Medical 
College of Georgia. He is a good educator: he states his objec- 
tives and proceeds to implement them. 

“This volume," he states, "was designed primarily as a text- 
book for students of group psychotherapy and group counseling 
to present them with the essential elements of basic theories in 
both of these practices." I believe that Dr. Gazda has succeeded 
admirably in creating a textbook for students. This is not an ele- 
mentary technique book; nor is it a book for the practitioner or 
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clinician. Its usefulness to the practicing psychiatrist is there- 
fore limited. On the other hand, it can be quite useful to the psy- 
chiatrist in training. 

Its focus is on basic theoretical concepts, which are presented 
by experts in the particular model under discussion. Rudolf 
Dreikurs, Albert Ellis, Haim Ginott, William Glasser, Thomas 
Hora, Arnold Lazarus, J.L. Moreno, Virginia Satir, and Alex- 
ander Wolf are some of the contributors. Although a book with 
multiple authors often has an uneven quality in content and 
style, the editor has succeeded, in part, in overcoming this short- 
coming. The style varies, of course, but Gazda charged each au- 
thor to use a specific chapter outline. Surprisingly, they did so, 
and as a result the reader finds homogeneity in content. Thus it 
becomes a textbook for comparative study. | 

Obviously, not all current approaches are considered. The 
field of group work has been expanding at a very rapid rate. 
Nevertheless, the sampling is broad and includes the majority 
of those approaches which have achieved some acceptance and 
permanence among professionals. Chapters 4 through 17 cover 
the following approaches: psychodrama, group psychoanalysis, 
existential groups, multimodal behavior therapy, client-cen- 
tered groups, reality therapy, transactional analysis, Gestalt 
therapy, rational-emotive therapy, conjoint family counseling, 
group therapy with children, developmental group counseling, 
behavioral group counseling, and teleanalytic group counseling. 

It appears that Dr. Gazda attempted to reach out beyond the 
student to the practitioner in the first section of the book, which 
has been greatly expanded. Chapter 1, titled "Group Psycho- 
therapy and Group Counseling: Definition and Heritage," at- 
tempts to review the history of the field. Gazda states, "It is not 
the intent of the writer to present a detailed historical account 
... Since several ... are readily available." I agree completely 
with this statement; chapter 1 is for the uninitiated. It is neither 
broad enough nor deep enough for the advanced practitioner or 
student of history. Chapter 2, “An Analysis of Research in 
Group Psychotherapy, Group Counseling and Human Rela- 
tions Training," is similar to chapter 1. It is neither a compre- 
hensive survey nor an in-depth look at methodology, although 
the student will find the survey useful. 

Chapter 3, “Some Tentative Guidelines for Ethical Practice 
by Group Work Practitioners," succeeds in reaching beyond 
the student level. Gazda has carefully reviewed the literature 
and has made use of a questionnaire to survey ethical standards 
of professional associations and societies. On the basis of these 
data he formulates a tentative set of guidelines. The merits of 
the “situation ethics" that he proposes may be debated, but the 
effort to develop standards of ethical practice must be ap- 
plauded. In a time when unethical and immoral practices have 
been revealed in high places the student must be taught, and the 
practitioner reaffirm, high standards for one's self and one's 
profession. 


STANLEY L. BLock, M.D. 
Cincinnati, Ohio 


Learning Difficulties: Causes and Psychological Implications— 
A Guide for Professionals, by Kurt Glaser, M.D., M.Sc., assist- 
ed by Susanne Glaser, M.S.W. Springfield, Ill, Charles C 
Thomas, 1974, 86 pp., $8.75. 


In this small, unpretentious volume, the authors review brief- 
ly the reasons why children fail in school and describe the psy- 
chological implications of this kind of failure. In doing so, they 
perform two important services: they emphasize that learning 
difficulty is a symptom that has many causes and combinations 
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of causes and that academic failure is not only a reflection but a 
cause of emotional and behavioral problems. Too often these 
simple precepts are ignored by educators, pediatricians, and 
even psychiatrists. 

To accomplish their appointed task, the authors wisely define 
their boundaries at the onset, using the term *'learning diffi- 
culty," with its nonspecific etiological connotation, rather than 
"learning disability," with its implication of pathology. The 
book is divided into seven chapters, the first five of which deal 
with factors that are causally related to learning failure— physi- 
cal, intellectual, environmental, psychological, and educational 
factors. The final two chapters deal with the role of the profes- 
sional and “A Glimpse Into the Future." The inclusion of a 
chapter on educational factors, which is rare in psychiatric cir- 
cles, suggests the authors' intimate experience with children 
who fail and the problems they face in a school day. They cor- 
rectly decry the open-space classroom for the hyperkinetic child 
and the tendency toward rigidity of ability grouping, and they 
stress, again correctly, the need for individualization in man- 
agement and for early detection and remediation. 

It is hardly to be expected, however, that so large a task can 
be squeezed into so small a book. The entire discussion of all 
physical factors, for example, is accomplished in 14 pages; these 
pages deal with visual and auditory handicaps, chronic illness, 
speech and language disability, maturational lag, minimal brain 
dysfunction, and specific reading disability. The result is neces- 
sarily superficial and may even perpetuate some misconcep- 
tions. The basic relationship between maturational lag and spe- 
cific reading disability and between language disorder and 
reading is not at all clarified, nor is there any mention that lack 
of specific stimuli at critical ages may lead to a syndrome in- 
distinguishable from that of minimal brain dysfunction. 

Dr. Glaser states that his purpose in writing this book was to 
discuss various causes of learning difficulty in order to “‘provide 
guidance in diagnosis, prevention and treatment to those en- 
gaged in education and health care of children." If it is intended 
for the beginner in this field, this book fulfills its purpose. 


ARCHIE A. SILVER, M.D. 
New York, N.Y. 


Why Did You Do That? Rainy Day Games for a Post-Industrial 
Society, by E. Fuller Torrey, M.D. Radnor, Pa., Chilton Book 
Co., 1975, 198 pp., $7.95. 


After reading Dr. Torrey's previous work (1), which could 
have been subtitled A Yearbook Against Psychiatry, Y thought 
Why Did You Do That? would be another tempestuous tirade. 
Not so. Instead, it is a bore. It states that it is “basic psychiatry 
for the retarded, malnourished, autistic, underdeveloped, psy- 
chotic, marasmic neonate” complete in one sentence: ‘‘Behav- 
ior is a function of prenatal influences, learning, biological fac- 
tors, and current environment." Does it sound familiar? 

Dr. Torrey states that behavior is a function of various as- 
pects of heredity and environment, which he describes. He then 
examines paragraph-length situations from everyday life in 
chapter-length discussions of why these situations occurred. 
What is.the purpose of the book? It is not money or fame, ac- 
cording to the preface, but Truth. 

There is a section on how to misinterpret experiments and 
how to respond to a negative literature search: if data will only 
clutter the arguments, literature searches may be abbreviated to 
reading of the newspaper for several days. Then one can say 
that there are no data and give one's opinions. 

The jacket of this book is similar to that of Dr. Torrey's pre- 


vious book (1) in that it proclaims, “Shrink yourself: an emi- 
nent psychiatrist shows how you can be your own psychiatrist, 
psychologist and analyst ... [which] may even save you those 
$50.00 an hour sessions on a private psychiatrist’s couch." On 
the inside of the jacket, one finds that one can also be one’s own 
ethologist. It is a great relief to read on the back of the title page 
that “the opinions set forth in this volume... do not represent 
the official policy of the National Institute of Mental Health or 
the United States Public Health Service." 

The average psychiatrist may encounter this book as a form 
of resistance: it may be given to him by a patient with a sly, 
"What do you think of this, Doc?" Smile inwardly as you say, 
"What makes you ask?” 
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DANIEL S.P. SCHUBERT, M.D., PH.D. 
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Rational Psychopharmacology and the Right to Treatment, edit- 
ed by Frank J. Ayd, Jr., M.D. Baltimore, Md., Ayd Medical 
Communications, 1975, 199 pp., $13.50. 


This volume is a collection of papers presenied at a sympo- 
sium held at Taylor Manor Hospital, Ellicott City, Md. Most 
of the articles are conversational in tone. Dr. Ayd has assem- 
bled some of the acknowledged experts in the field of psycho- 
pharmacology, and each imparts not only his extensive knowl- 
edge in his specific area but also the wisdom that is so often 
lacking when applying knowledge. In a frank, open manner 
they voice their opinions about a major issue in psychiatry 
today—who should be treated and how. The articles also pro- 
vide an insight into the philosophy and rationale motivating 
these leaders in the field of clinical psychopharmacology re- 
search. 

Gerald Klerman’s chapter, ““Neuroleptics: Too Many or Too 
Few?" presents an eloquent plea for continued research in psy- 
chopharmacology as well as a concise review of conceptual 
frameworks for the selection of appropriate drugs. Leo Hollis- 
ter frightens the reader into awareness in his exploration of the 
typical therapeutic regimen for a schizophrenic patient in his 
chapter, ““Polypharmacy in Psychiatry: Is It Necessary, Good 
or Bad?” As he points out, polypharmacy, with notable ex- 
ceptions, is not bad—it is disastrous. 

“Who Should Not Be Treated with Neuroleptics, but Often 
Are" by Donald Klein should be retitled “Primum Non No- 
cere." He exorts us to be cautious in our tendency to overuse 
drugs but adds, “We are remiss in our duty to the intractable 
patient if we do not use any form of treatment that has even a 
tenuous rationale.” He expands this thought with anecdotal ac- 
counts. 

As Drs. Klein and Hollister are concerned about errors of 
commission, Dr. Ayd’s chapter ““Treatment-Resistant Patients: 
A Moral, Legal and Therapeutic Challenge" deals with sins of 
omission. His 11 rules for neuroleptic therapy are based on as- 
tute clinical observation and, although not compatible with all 
theoretical considerations, could provide the basis for new theo- 
ries. No patient should be considered drug refractory until ev- 
ery one of Dr. Ayd’s rules has been observed. They should be 
posted in every hospital ward and clinic where neuroleptics are 
administered. 

Irving Ladimer explores the legal issues facing psychiatrists 
today in "Rational Psychopharmacotherapy and Judicial [nter- 
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pretations of the Right to Treatment: An Outline.” Dr. Ayd ex- 
pands on the theme of earlier authors in his chapter "Moban: 
The First of a New Class of Neuroleptics." He emphasizes the 
need for different types of neuroleptics because these afford new 
hope for previously refractory patients. 

Richard Shader's * Fear of Side Effects and Denial of Treat- 
ment” explores the etiology of therapy omissions and untoward 
responses. Dr. Shader emphasizes the degree and nature of side 
effects and gives the reader a feeling for the percent of patients 
who have adverse reactions to drugs. 

Alberto DiMascio's less than generous exposé of the pre- 
scribing habits of the American physician is presented in "'In- 
novative Drug Administration Regimens and the Economics of 
Mental Health Care." Unfortunately, his attack is justified, and 
every physician who prescribes psychotropics could benefit 
from thz heightened awareness afforded by this article. 

Domeena Renshaw explores a fertile area of chemotherapy 
in her discussion, ““Psychopharmacology in Children." As Dr. 
Renshaw states, “Pediatric psychopharmacology is an art 
younge- than many of the little patients it aspires to serve." 
Therefore, it is fraught with the same problems that plagued the 
treatment of adults in the early 1960s. Dr. Renshaw’s chapter is 
an excellent primer for the uninitiated and is well referenced. 

Richard Abrams discusses a timely topic in his chapter, 
"ECT and Psychotropic Drugs." His critical review emphasizes 
methocology and scientific rigor, which are all too often lacking 
ingredients of psychiatric research. 

N. William Winkleman’s article, “The Use of Neuroleptic 
Drugs :n the Treatment of Nonpsychotic Psychiatric Patients," 
provides an assessment of psychotropic drugs from a psvcho- 
analyst's point of view, and Richard Dorsey's "Peer Review of 
Psychatropic Drug Use: Panacea or Pandora's Box?" offers 
thought-provoking comments on the pros and cons of PSROs. 

In the final chapter, “Rational Drug Use in Psychiatry," Bar- 
ry Blackwell reaffirms the necessity for accurate diagnosis be- 
fore drug treatment is initiated. He uncovers the variables in- 
volved in the selection of medication and summarizes guidelines 
for the appropriate use of psychopharmacologic agents. 

Basically, this volume is not a textbook of psycha- 
pharmacology. However, it is recommended reading for psychi- 
atrists who are not content to pronounce the sentence of drug 
refractory and who wish to have a theoretical construct for pre- 
scribing neuroleptics. 


NELSON HENDLER, M.D., M.S. 
Baltimore, Md. 


Absenteeism in Industry, edited by Stanley F. Yolles, M.D., 
Pasquale A. Carone, M.D., and Leonard W. Krinsky, Ph.D. 
Springfield, Ill., Charles C Thomas, 1974, 130 pp., $11.50. 


These proceedings of an interdisciplinary conzerence have 
been well edited by two professors of psychiatry and a research 
clinical psychologist. The chapters are based on seven major pa- 
pers and include ihe contributions in discussion of 51 other 
speakers. The first four chapters are nonmedical, and the last 
three are medical. 

The initial chapter is by an industria] psychologist, Timothy 
Costello, who has been Deputy Mayor of New York City and is 
now a university president. He reports on behavioral science 
findings about absenteeism as an indication of organizational 
ineffectiveness and makes suggestions for interventions as well 
as pointing out the long-term failure of most punitive approach- 
es. 
The chapters by an industrial executive, Donald Strait, and a 
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personnel director, Daniel Knowles, are based on long experi- 


ence with traditional humane management. They stop short of 


such newer innovations as flexible time approaches, which are 
brought up in the discussion. A labor viewpoint is represented 
by John McManus, an administrative social worker with AFL- 
CIO Community Services. He makes a plea for cooperation be- 
tween management and union in the provision of industrial 
medical services and the encouragement of community agencies 
to become more available after working hours. The com- 
plexities of dealing with alcohol and drug problems are men- 
tioned in the discussion part of this chapter and in the dis- 
cussion of the last chapter of the book, which is a review of 
epidemiologic surveys of various types of absenteeism by a pro- 
fessor of medicine and former Surgeon General, Jesse Steinfeld. 

Psychiatrists will find the fifth and sixth chapters of greatest 
interest. We can learn from Clement Boccalino, a leading fam- 
ily physician who served in occupational medicine, about the 
kind of reports that can be most helpful in getting our patients 
back to work. With great understanding of the problems of em- 
ployees at work and at home, Dr. Boccalino makes a plea for 
better communication between occupational and family physi- 
clans. 

"Psychiatric Aspects of Absenteeism” is the title of the sixth 
chapter, by John Maclver, who is experienced in psychiatry, 
public health, and industrial medicine and who has a flair for 
conceptualization. He presents thumbnail sketches of the dy- 
namics of absence from work in various social and age groups. 
He also describes the contrasting influences on work attendance 
in adversary and paternalistic organizations and emphasizes the 
need for more “reciprocation” in the working contract, which 
was proposed by Harry Levinson. 

Missing from this book are adequate documentation and a 
bibliography, although there is an excellent index. Insufficient 
attention has also been given to the special absentee problems 
of women. The book is most suited as an orientation for mental 
health specialists and managers who are struggling for the first 
time with problems of absenteeism from work in organizations. 


W. DONALD Ross, M.D. 
Cincinnati, Ohio 


The First Year of Bereavement, by Ira O. Glick, Robert S. 
Weiss, and C. Murray Parkes. New York, N.Y., Wiley-Inter- 
science (John Wiley & Sons), 1974, 305 pp., $12.50. 


This book reports a research study conducted by two sociolo- 
gists (Glick and Weiss) and a research psychiatrist (Parkes). 
Their aim was to study the course of the Ist year of bereave- 
ment in individuals under 45 years of age who had lost a spouse. 
Data were obtained from three structured interviews at 3 weeks, 
8 weeks, and 13 months following the loss. Additional follow-up 
was conducted for periods ranging from 2 to 4 years. The report 
is not rigorously statistical, although many figures are reported; 
it relies on extensive quotations from respondents' interview 
statements to convey to the reader the reactions of widows to 
their husbands' deaths and the subsequent task of readjustment. 
The presentation of percentage differences without any in- 
dication of the level of statistical significance detracts from the 
latter part of the book. 

The research population was assembled with the help of the 
office of vital statistics in Boston, Mass., which provided infar- 
mation on the death of any individual naturally or by accident 
whose spouse was less than 45 years old. Respondents who did 
not wish to participate in the study were never pressed to partic- 
ipate, nor were they interviewed about the reasons for their re- 
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luctance. Of 231 widows contacted, only 49 completed the 
study. There was an even more extreme drop-off in the number 
of widowers (118 to 19) who completed the study. 

Although the authors note that most of the population who 
completed the study were blue-collar in occupational status, 
they do not seem to have taken this fact into account when eval- 
uating the type of mourning reported. However, in the section 
describing the design of the study they conclude that “it may be 
that early death is a blue-collar experience." (I do not know if 
this is statistically true or not.) Many of the patterns of bereave- 
ment they described may easily be attributed to a population 
limited to extremely dependent religious women. Although the 
high percentage of Roman Catholics in the sample is noted, the 
influence of religious, educational, and cultural factors is 
hardly mentioned. 

The result of studying the course of a year or more of be- 
reavement in such a limited sample is to throw into question the 
generalizability of the results. The authors found that they 
could not include the widowers and the widows in the same cat- 
egory. It appeared from their data that men who lost their wives 
adjusted in an entirely different fashion from women. The men 
were noted to grieve far less, to become involved in their work, 
and to describe the impact of their loss largely in terms of diffi- 
culty with housekeeping functions and rearing of the children. 
The authors responded to the differences in reactions by con- 
centrating the study on women. 

The women, as represented in case examples that are quoted 
fully in the text, express themselves as deeply dependent individ- 
uals, including a dependent variety of religious faith. In regard 
to the issue of female adaptation, the study reads like an in- 
dictment of marriage as bad for women's mental health. The 
authors repeatedly provide vignettes of women expressing atti- 
tudes of complete helplessness well beyond the period of acute 
grief. 

Twenty-five percent of the widows studied are reported to ex- 
press the wish that they could be dead during the first 2 months 
of bereavement. Even at the end of a year 10 percent continued 
to express this wish in response to questioning, I can only ob- 
serve that the style of grief described in this sample of women is 
excessive. It seems to me that people generally do much better 
in handling the loss of close relationships than the individuals 
described in this study. It may well be that the method of ob- 
taining data, namely the structured interview-questionnaire ap- 
proach, may result in the material looking more pathological 
than it actually 1s. 

I am concerned that the results as presented could easily be 
misinterpreted and overapplied. The study tends to make ex- 
tremes of emotional reaction, particularly pathological depen- 
dency, appear to be normal. [t seems to me that in all of the 
cases described as examples of normal grieving there may actu- 
ally have been a large neurotic component. In my opinion the 
extent of the guilt described and the continuation of the reaction 
well into the year following the death should lead to its being 
classified as pathological grief. It may well be that these women 
should have been in supportive and exploratory psychotherapy 
to help them integrate the loss and, particularly, to deal with 
their anger at abandonment and the resultant guilt. If the find- 
ings of the study are regarded as representative of how things 
should be, I would be concerned at the resulting under- 
utilization of psychotherapeutic services to decrease morbidity 
after lóss of a spouse. 

Individual vulnerability to neurosis, regression, psycho- 
somatic illness, and psychosis is increased at times of loss. This 
is particularly true when important emotional relationships are 
permanently lost by death. If there are unconscious factors of 
hostile dependency in such relationships, disordered grief reac- 


i te he NN RE 


tions may well occur. In addition, if the couple’s relationship 
has tended toward symbiosis and covered the lack of autonomy 
in one or both individuals, the death of one may leave the other 
excessively bereft and helpless. Although individuals may ex- 
tract themselves from these reactions over a period of time, 
there is reason to assume that therapeutic intervention could be 
crucial in decreasing the amount of time required for this kind 
of adjustment. Furthermore, apparently satisfactory adjust- 
ments may be less healthy than they look; psychotherapy could 
be expected to decrease the influence of regressive tendencies on 
the course of adjustment to loss. The authors of this book do 
not stress the need for psychotherapeutic intervention at such 
stress points in the lives of individuals. 

In his introduction to this book Gerald Caplan notes that it 
contributes to our knowledge of the bereavement process by es- 
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tablishing that mourning continues well into the year after the 
loss and beyond in normal individuals. I believe that what is ac- 
tually documented is the persistence of sadness associated with 
thoughts of the lost spouse, which I would expect to bz present 
indefinitely but without dominating the rest of an individual's 
emotional life. In this sense the study proves what is already 
common knowledge. I suggest, however, that clinicians contin- 
ue to view the persistence of mourning beyond a several-month 
period as an indication of pathological grief. Expressions of 
guilt and worthlessness as well as extremes of helplessness are 
most probably pathological at any point and should be viewed 
as a signal indicating an individual's need for professional inter- 
vention. 
HENRY J. FRIEDMAN, M.D. 
Boston, Mass. 


Am J Psychiatry 132:12, December 1975 1347 


This Month’s Reviewers 


1348 


PauL Cuoporr, M.D., is Clinical Professor of Psychiatry, George Washington University 
School of Medicine, Washington, D.C. 


Joux M. MAcCDONALD, M.D., is Professor of Psychiatry and Director cf Forensic Psychiatry, 
University of Colorado School of Medicine, Denver, Colo. 


Leo H. BARTEMEIER, M.D., is in private practice in Baltimore, Md. 


MILTON GREENBLATT, M.D., is Professor of Psychiatry, University of California, Los Angeles, 
School of Medicine, and Chief of Psychiatry, Veterans Administration Hospital, Sepulveda, 
Calif. 


S.T. GiNsBERG, M.D., is Councillor, Accreditation Council for Psychiatric Facilities, Decatur, 
Ga. 


Joun PAuL Brapy, M.D., is Kenneth E. Appel Professor of Psychiatry and Chairman, Depart- 
ment of Psychiatry, University of Pennsylvania School of Medicine, Philadelphia, Pa. 


SAMUEL B. Happen, M.D., is Associate Professor of Psychiatry Emeritus, University of Penn- 
sylvania School of Medicine, Philadelphia, Pa. 


LESTON L. Havens, M.D., is Professor of Psychiatry, Massachusetts Mental Health Center, 
Harvard Medical School, Boston, Mass. 


IRWIN N. PERR, M.D., J.D., is Professor of Psychiatry and Professor of Community Medicine, 
Rutgers Medical School, Piscataway, N.J. 


PAUL V. LEMKAU, M.D., is Professor of Mental Hygiene, Johns Hopkins University School of 
Hygiene and Public Health, Baltimore, Md. 


Eric T. CARLSON, M.D., is Clinical Professor of Psychiatry, Cornell University Medical Col- 
lege, New York, N.Y. 


ANNE J. Davis, R.N., Pu.D., is Associate Professor, Department of Mental Health and Com- 
munity Nursing, University of California, San Francisco. 


Rita R. Rocers, M.D, is Clinical Professor of Psychiatry, University of California, Los Ange- 
les, School of Medicine, and Chief, Division of Child Psychiatry, Harbor General Hospital, 
Torrance, Calif. 


JoseEPH M. GREEN, M.D., is Medical Director for Children's Services, La Frontera Center, 
Tucson, Ariz. 


HENRY W. Brosin, M.D., is Professor of Psychiatry, University of Arizona College of Medi- 
cine, Tucson, Ariz. 


Jav W. FiDLER, M.D., is Medical Director, Community Mental Health Center, Elizabeth Gen- 
era! Hospital and Dispensary, Elizabeth, N.J. 


STANLEY L. Brock, M.D., is Director, Department of Psychiatry, Jewish Hospital, and Profes- 
sor. Department of Psychiatry, University of Cincinnati College of Medicine, Cincinnati, Ohio. 


ARCHIE A. SILVER, M.D., is Clinical Professor of Psychiatry, New York University Medical 
Center, New York, N.Y. 


Am J Psychiatry 132:12, December 1975 


BOOK REVIEWS 


DANIEL S.P. SCHUBERT, M.D., Pu.D., is Assistant Professor of Psychiatry, Case Western Re- 
serve University School of Medicine, and Director, Continuing Education, Cleveland Metro- 
politan General Hospital, Cleveland, Ohio. 


NELSON HENDLER, M.D., M.S., is Assistant Professor of Neurosurgery in Psychiatry, Johns 
Hopkins Hospital, Baltimore, Md. 


W. DoNALD Ross, M.D., is Professor of Psychiatry and Associate Professor of Environmental 
Health, University of Cincinnati College of Medicine, Cincinnati, Ohio. 


HENRY J. FRIEDMAN, M.D., is Director, Outpatient Psychiatry, Tufts-New England Medical 


Center, and Associate Professor of Psychiatry, Tufts University School of Medicine, Boston, 
Mass. 


Am J Psychiatry 132:12, December 1975 1349 


Books Received 





This listing acknowledges the receipt of recent books. Books of 
special interest to the readers of this journal will be reviewed as 
space permits, and copies will be sent to the publishers. Books 
cannot be returned to the publishers. 


The Dream in Psychoanalysis, revised ed., by Leon L. Altman, 
M.D. New York, N.Y., Iniernational Universities Press, 1975, 
272 pp., $12.50. 


Explorations in Child Psychiatry, edited by E. James Anthony. 
New York, N.Y., Plenum Fress, 1975, 493 pp., $25.00. 


Toward Final Personality Integration: À Measure for Health, 
Social Change, and Leadership, by 4. Reza Arasteh. New 
York, N.Y., Schenkman Publishing Co. ( Halsted Press, John 
Wiley & Sons, distributor), 1975, 274 pp., $12.50. 


Bodily Communication, by Michael Argyle. New York, N.Y., 
International Universities Press, 1975, 390 pp., $17.50. 


Malpractice and You, by John Barchilon, M.D. New York, 
N.Y., Ace Books (Charter Communications), 1975, 304 pp., 
$1.75 (paper). 


The Denial of Death, by Ernest Becker. New York, N.Y., Free 
Press (Macmillan Publishing Co.), 1975, 304 pp., $2.95 (paper). 


The Dilemmas of Euthanasia, edited by John A. Behnke and 
Sissela Bok. Garden City, N.Y., Anchor Books ( Anchor Press/ 
Doubleday), 1975, 179 pp., $2.95 (paper). 


Changing Patterns of Psychiatric Care, by Bernard L. Bloom. 
New York, N.Y., Human Sciences Press (Behavioral Publica- 
tions), 1975, 354 pp., 815.95. 


Theory of Motivation, 2nd ed., by Robert C. Bolles. New York, 
N.Y., Harper & Row, 1975, 356 pp., no price listed. 


The Art of Empathy: A Manual for Improving Accuracy of In- 
terpersonal Perception, by Kenneth Bullmer. New York, N.Y., 
Human Sciences Press ( Behavioral Publications), 1975, 140 pp., 
$4.95 (paper). 


The Mythic Image. Bollingen Series C, by Joseph Campbell, as- 
sisted by M.J. Abadie. Princeton, N.J., Princeton University 
Press, 1975, 540 pp., $45.00. 


Medicine Is the Law: Studies in Psychiatric Anthropology of 
Australian Tribal Societies, by John Cawte. Honolulu, Hawaii, 
University Press of Hawaii, 1974, 253 pp., $10.50. 
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A Child Is Being Beaten: Violence Against Children, An Ameri- 
can Tragedy, by Naomi Feigelson Chase. New York, N.Y., 
Holt, Rinehart and Winston, 1975, 225 pp., $8.95. 


Human Services Education and Practice: An Organic Model. 
Community Mental Health Journal Monograph 9, by Joann 
Chenault. New York, N.Y., Human Sciences Press ( Behavioral 
Publications), 1975, 69 pp., $4.50 (paper). 


Selected Bibliography on Detection of Dependence-Producing 
Drugs in Body Fluids, compiled by T.L. Chruściel and M. 
Chruściel. Geneva, Switzerland, World Health Organization 
(Albany, N.Y., Q Corp., distributor), 1975, 67 pp., 15 Swiss 
francs (paper). 


The Saccharine Disease: Conditions Caused by the Taking of 
Refined Carbohydrates, Such as Sugar and White Flour, by T.L. 
Cleave. New Canaan, Conn., Keats Publishing, 1975, 192 pp., 
$7.95. 


Treatment Settings in Psychiatry: A Comparative Study, by 
John B. Copas, B.Sc., Ph.D., Michael Fryer, B.Sc., and Ashley 
Robin, M.D., D.P.M. London, England, Henry Kimpton (New 
York, N.Y., British Book Centre, distributor), 1976, 103 pp., 
$9.50 (paper). 


Black Children, White Dreams, by Thomas J. Cottle. New 
York, N.Y., Delta (Dell Publishing Co.), 1975, 187 pp., 82.75 


(paper). 


An Ethnography of a Chiropractice Clinic: Definitions of a 
Deviant Situation, by James B. Cowie and Julian Roebuck. 
New York, N.Y., Free Press (Macmillan Publishing Co. }, 1975, 
158 pp., no price listed. 


Rehabilitation Facility Approaches in Severe Disabilities, edited 
by John G. Cull, Ph.D., and Richard E. Hardy, Ed.D. 
Springfield, HI., Charles C Thomas, 1975, 315 pp., $16.75. 


The New Psychohistory, edited by Lloyd deMause. New York, 
N.Y., Psychohistory Press (Atcom), 1975, 313 pp., $12.95. 


Aspekte Analytischer Psychologie: Zum 100. Geburtstag von 
C.G. Jung, 1875-1961, edited by H. Dieckmann, C.A. Meier, 


- 


and H.-J. Wilke. New York, N.Y., S. Karger, 1975, 308 pp., 
$13.75 (paper). 


Living in Hospital: The Social Needs of People in Long-Term 
Care, by James R. Elliott, M.B.E. London, England, King Ed- 
ward's Hospital Fund for London, 1975, 84 pp., £2.50 (paper). 


Abnormal Electroencephalograms in the Neonatal Period, by 
Rudolf C.H. Engel, M.D. Springfield, Ill., Charles C Thomas, 
1975, 126 pp., $18.00. 


The Psychology of Adolescence: Essential Readings, edited by 
Aaron H. Esman. New York, N.Y., International Universities 
Press, 1975, 550 pp., $20.00. 


Creating Change in Mental Health Organizations, by George 
W. Fairweather, David H. Sanders, and Louis G. Tornatsky, 
with Robert N. Harris, Jr. New York, N.Y., Pergamon Press, 
1974, 215 pp., $6.50 (paper). 


Exceptional Infant, Vol. 3. Assessment and Intervention, edited 
by B.Z. Friedlander, Ph.D., Graham M. Sterritt, Ph.D., and 
Girvin E. Kirk, Ed.D. New York, N.Y., Brunner/ Mazel, 1975, 
650 pp., $17.50. 


The identity Society, revised ed., by William Glasser, M.D. 
New York, N.Y., Harper & Row, 1975, 247 pp., $8.95. 


Current and Future Trends in Community Psychology, edited by 
Stuart E. Golann, Ph.D., and Jeffrey Baker. New York, N.Y., 
Human Sciences Press { Behavioral Publications), 1975, 222 pp., 
$9.95. 


Behavior Therapy with Children II, edited by Anthony M. Gra- 
ziano. Chicago, Ill, Aldine Publishing Co., 1975, 617 pp., 
$19.95. 


The Psychological Effects of Concussion, by D.M.A. Gronwall, 
M.A., Ph.D., and H. Sampson, M. A., Ph.D. Auckland, New 
Zealand, Auckland University Press, and New York, N.Y., Ox- 
ford University Press, 1975, 118 pp., $5.25 (paper). 


Opening the Door: A Study of New Policies for the Mentally 
Handicapped, by Kathleen Jones, with John Brown, W.J. Cun- 
ningham, Julian Roberts, and Peter Williams. Boston, Mass., 
Routledge & Kegan Paul, 1975, 251 pp., $20.75. 


Selected Papers of Ernst Kris, by Ernst Kris. New Haven, 
Conn., Y ale University Press, 1975, 512 pp., $20.00. 


The Structured Therapeutic Game Method of Child Analytic 
Psychotherapy: Dynamic Game-Play Therapy with Children, by 
Nathan I. Kritzberg, M.A., M.D. Hicksville, N.Y., Exposition 
Press, 1975, 374 pp., $15.00. 


Twice Born: Memoirs of an Adopted Daughter, by Betty Jean 
Lifton. New York, N.Y., McGraw-Hill Book Co., 1975, 281 
pp.. $8.95. 


Psychiatrists and Their Patients: A National Survey of Private 
Office Practice, by Judd Marmor, M.D., with Patricia Scheide- 
mandel, Charles Kanno. Washington, D.C., Joint Information 
Service of the American Psychiatric Association and the Na- 
tional Association for Mental Health, 1975, 181 pp., $7.50. 
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Genetics and Psychopharmacology. Modern Problems of Phar- 
macopsychiatry, Vol. 10, edited by J. Mendlewicz. New York, 
N.Y., S. Karger, 1975, 132 pp., $25.50. 


Death and Neurosis, ^y Joachim E. Meyer; translated by Mar- 
garete Nunberg. New York, N.Y., International Universities 
Press, 1975, 147 pp., $8.50. 


Systematic Parent Training: Procedures, Cases and Issues, by 
William Hansford Miller. Champaign, Ill., Research Press, 
1975, 163 pp., $7.95 (paper). 


Suggestion of the Devil: The Origins of Madness, by Judith S. 
Neaman. New York, N.Y., Anchor Books ( Anchor Press/ Dou- 
bleday), 1975, 213 pp., $2.50 (paper). 


Families: Applications of Social Learning to Family Life, re- 
vised ed., by Gerald R. Patterson. Champaign, Ill., Research 
Press, 1975, 171 pp., $4.00 (paper). 
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perience, 132, Oct, 1093-1094 

Goldstein Joseph, Freud Anna, Solnit Albert J: Beyond the Best Inter- 
ests of the Child, 132, Jan, 90-91 

Good Patricia King-Ellison, Brantner John P: A Practical Guide to the 
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Psychological Bases, 132, Sept, 988 

Love Leonore R, Kaswan Jaques W, Bugental Daphne Blunt: Troubled 
Children: Their Families, Schools and Treatments, 132, Aug, 883 

Lowry Thomas Power (ed): Camping Therapy: Its Uses in Psychiatry 
and Rehabilitation, 132, Feb, 213 

Lynch William F: Images o? Hope: Imagination as Healer of the Hope- 
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Mahoney Michael J: Cognition and Behavior Modification, 132, July, 
774-775 

Marks Philip A, Seeman William, Haller Deborah L: The Actuarial 
Use of the MMPI with Adolescents and Adults, 132, Sept, 987 
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Sidel Victor W, Sidel Ruth: Serve the People: Observations on Medi- 
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Weisman Avery D: The Realization of Death: A Guide for the Psycho- 
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Westman Jack C (ed): Ir.dividual Differences in Children, 132, Jan, 34 

Williams Robert L, Karacan Ismet, Hursch Carolyn J: Electroencepha- 


Am J Psychiatry 132:12, December 1975 1373 


-- - 1374 


SUBJECT INDEX 


lography(EEG) of Human Sleep: Clinical Applications, 132, Feb, 215 

Wilmarth Stephen S, Goldstein Avram: Therapeutic Effectiveness of 

* Methadone Maintenance Programs in the Management of Drug De- 
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132, Nov, 1232 

Zeligs Rose: Children's Experience with Death, 132, April, 468 

Zetzel Elizabeth R, Meissner WW: Basic Concepts of Psychoanalytic 
Psychiatry, 132, Feb, 214 

Zuk Gerald H: Process and Practice in Family Therapy, 132, Aug, 884 
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An alternative rejected (itr to ed), AP Abbott, and reply of Edward D 
Stern, 132, Nov, 1224-1225 
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McCormick, 132, March, 297 

Capgras syndrome in male siblings (ltr to ed), Joel A Moskowitz, 132, 
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A response to the doomsayers (ltr to ed), F Paul Kosbab, 132, June, 671 
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Brain hypoxia, minimal brain dysfunction, and schizophrenia, H Allen 
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1209 

Sexual dysfunction in college men and women, Arnold Werner, 132, 
Feb, 164-169 
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OF SCHIZOPHRENIA 


'oduct of a decade of research 

1d clinical evaluation by Lederle 
iboratories, LOXITANE is a 
benzoxazepine, representing a 
2w subclass of tricyclic anti- 
sychotic agents. It is chemically 
stinct from the phenothiazines, 
ioxanthenes and butyrophenones. 


program of 31 studies! by 

) investigators included 11 con- 
Jlled studies of 441 adult patients 
determine efficacy of LOXITANE 
/ comparing it with two reference 
yents, chlorpromazine and 
fluoperazine. 
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sychiatric and behavioral symp- 
ms were assessed by the Brief 
schiatric Rating Scale (BPRS) 
1d the Nurses’ Observation Scale 
r Inpatient Evaluation (NOSIE). 
2sponse was measured by statis- 
;al analysis comparing symptom 
verity before and after treatment. 
ie controlled studies demonstrated 
e efficacy of LOXITANE and the 
'o reference agents. The graphs 
at follow show the substantial 
duction in schizophrenic symp- 
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Now in schizophrenia — efficacy that speaks for itself.. 
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. Lederle 
. Laboratories 
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SUBSTANTIALLY REDUCES 
THESYMPTOMS OF 
SCHIZOPHRENIA 


; treated O O WeeCKS 


Patients treated with LOXITANE Loxapine reached an average of 56% 
of Maximum Possible Improvement in 18 symptoms and symptom clusters 
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Severity of schizophrenic symptoms was appreciably reduced despite 
the typically lower responsiveness of the chronic patient 
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131 long-term, dose-range finding and controlled efficacy studies involving 469 patie 


. . 1( C (e ¢ à ) insitivity cannot De exciudec 
ied in the LOXITANE side effects : 


In general, LOXITANE presents a profile of extrapyramidal side 


rofile, but these require further tests effects similar to that of other agents used in the treatment of 


Tar i schizophrenia. Parkinson-like symptoms and akathisia are usually 
nd broader clinical CApeHenee not severe and can be controlled by reduction in LOXITANE 
or confirmation dosage or by administration of antiparkinson drugs. Dystonia 


and dyskinetic reactions, while less frequent, may be more 
severe and may require reduction or temporary withdrawal 

of LOXITANE dosage. as well as treatment with anticholinergi 
agents. As with all antipsychotic agents, tardive dyskinesia may 
appear in some patients on long-term therapy or after drug 
therapy has been discontinued. It is suggested that treatment with 
any antipsychotic agent be suspended should this reaction occur 


o endocrine abnormalities have been reported with LOXITANE 
epatotoxicity manifested by jaundice or biliary stasis has not 

2en observed. Transient liver enzyme changes, however, have 
zen reported, but it has not been determined whether they are 
lated to LOXITANE administration. 


Ithough a few cases of changes in ECG have been reported, 
causal relationship to LOXITANE has not been established. 
Iinical experience with LOXITANE has not demonstrated ocular 
Xicity; however, the possibility of its occurrence cannot be 

led out at this time. Manifestations of adverse effects on the 
intral nervous system other than extrapyramidal symptoms have 
>en encountered infrequently, and drowsiness, when it occurs, 


Cardiovascular effects such as hypotension, hypertension, light- 
headedness and syncope have been reported. Increased pulse 
rate has been reported in a majority of patients receiving anti- 
psychotic doses. Anticholinergic effects seen with LOXITANE 
include dry mouth, nasal congestion, constipation and blurred 
VISION. 




















usually mild and subsides with continued therapy. Skin rashes see LOXITANE package insert for warnings and precautions and 
uncertain etiology have been observed in a few patients for more detailed information concerning side effects 
alle conser (i à A range of dosage forms to suit the 
ety (ANX) ° /, ° SMS. 
otional Withdrawa patient's individual needs 
NEUSS Supplied 
Capsules 10 mg 25 mg 50 mg 
Green and Green Two Green and 
Yellow Tone Blue 
Recommended Daily Dosage 
Initial Dosage MILD MODERATE SEVERE 
10 mg b.i.d 10 mg t.i.d. or q.i.d 25 mg b.i.d. 
RS viustere M First 7 to Increase dosage until psychotic symptoms are controlled 
v 10 Days Dosage should not exceed 250 mg/day 


Usual dcsage during titration 50 to 150 mg/day 





Maintenance Adjust to lowest effective level 
Dosage Usual maintenance Gosage 60 to 100 m J/Qay 

Many patients are controlled with dosages as low as 20 
to 60 mg/day 
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PRODUCT INFORMATION 

DESCRIPTION 

LOXITANE /oxapine, a dibenzoxazepine compound, 
represents a new subclass of tricyclic antipsychotic 
agent, chemically distinct from the thioxanthenes, 


. butyrophenones, and phenothiazines. Chemically, it is 


2 - chloro - 11 - (4 - methyl - 1 - piperazinyl) dibenz [b.f] 

1,4] oxazepine. It is present in capsules as the succinate 
salt. Each 1.36 mg of loxapine succinate is equivalent to 
1 mg of loxapine. 


ACTIONS 

Pharmacologically, loxapine is a tranquilizer for which 
the exact mode of action has not been established. 
However, changes in the level of excitability of subcorti- 
Cal inhibitory areas have been observed in several 
animal species in association with such manifestations 
of tranquilization as calming effects and suppression of 
aggressive behavior. 


In normal human volunteers, signs of sedation were seen 
within 20 to 30 minutes after administration, were most 
pronounced within 17/7 to 3 hours, and lasted through 12 
hours. Similar timing of primary pharmacologic effects 
was seen in animals. 


Absorption of loxapine following oral or parenteral 
administration is virtually complete. The drug is removed 
rapidly from the plasma and distributed in tissues. 
Animal studies suggest an initial preferential distribution 
in lungs, brain, spleen, heart, and kidney. Loxapine is 
metabolized extensively and is excreted mainly in the 
first 24 hours. Metabolites are excreted in the urine in the 
form of conjugates and in the feces unconjugated 


INDICATIONS 
LOXITANE /oxapine succinate is indicated for the 
manifestations of schizophrenia. 


CONTRAINDICATIONS 

LOXITANE is contraindicated in comatose or severe 
drug-induced depressed states (alcohol, barbiturates, 
narcotics, etc.) 


LOXITANE is contraindicated in individuals with known 
hypersensitivity to the drug. 


WARNINGS 

Usage in Pregnancy: Safe use of LOXITANE /oxapine 
succinate during pregnancy or lactation has not been 
established; therefore, its use in pregnancy, in nursing 
mothers, or in women of childbearing potential requires 
that the benefits of treatment be weighed against the 
possible risks to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or 
dogs, although with the exception of one rabbit study, 
the highest dosage was only two times the maximum 
recommended human dose and in some studies they 
were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring of rats treated 
from midpregnancy with doses of 0.6 and 1.8 mg/kg, 
doses which approximate the usual human dose but 
which are considerably below the maximum recom- 
mended human dose. 


Usage in Children: Studies have not been performed in 
children; therefore this drug is not recommended for use 
in children below the age of 16 


LOXITANE, like other tranquilizers, may impair mental 
and/or physical abilities, especially during the first 
few days of therapy. Therefore, ambulatory patients 
should be warned about activities requiring alertness 
(eg, operating vehicles or machinery), and about con- 
comitant use of alcohol and other CNS depressants 


PRECAUTIONS 

LOXITANE loxapine succinate should be used with 
extreme caution in patients with a history of convulsive 
disorders since it lowers the convulsive threshold. Sel- 
zures have been reported in epileptic patients receiving 
LOXITANE at antipsychotic dose levels, and may occur 
even with maintenance of routine anticonvulsant drug 
therapy. 


Loxapine has an antiemetic effect in animals. Since this 
effect may also occur in man, loxapine may mask signs 
of overdosage of toxic drugs and may obscure condi- 
tions such as intestinal obstruction and brain tumor 


LOXITANE should be used with caution in patients with 
cardiovascular disease. Increased pulse rates have been 
reported in the majority of patients receiving anti- 
psychotic doses; transient hypotension has been re- 
ported. In the presence of severe hypotension requiring 
vasopressor therapy, the preferred drugs may be 
norepinephrine or angiotensin. Usual doses of 
epinephrine may be ineffective because of inhibition of 
its vasopressor effect by loxapine. 


The possibility of ocular toxicity from loxapine cannot be 
excluded at this time. Therefore, careful observation 
should be made for pigmentary retinopathy and lenticu- 
lar pigmentation since these have been observed in 
some patients receiving certain other antipsychotic 
drugs for prolonged periods 


Because of possible anticholinergic action, the drug 
should be used cautiously in patients with glaucoma or a 
tendency to urinary retention, particularly with concomi- 
tant administration of anticholinergic-type antiparkinson 
medication. 


ADVERSE REACTIONS 

CNS Effects: Manifestations of adverse effects on the 
central nervous system, other than extrapyramidal 
effects, have been seen infrequently. Drowsiness, usually 
mild, may occur at the beginning of therapy or when 
dosage is increased. 


It usually subsides with continued LOXITANE therapy. 
The incidence of sedation has been less than that of cer- 
tain aliphatic phenothiazines and slightly more than the 
piperazine phenothiazines. Dizziness, faintness, stagger- 
ing gait, muscle twitching, weakness, and confusional 
states have been reported 


Extrapyramidal Reactions — Neuromuscular (extra- 
pyramidal) reactions during the administration. of 
LOXITANE /oxapine succinate have been reported 
frequently, often during the first few days of treatment. 
In most patients, these reactions involved Parkinson- 
like symptoms such as tremor, rigidity, excessive 
Salivation, and masked facies. Akathisia (motor 
restlessness) also has been reported relatively fre- 
quently. These symptoms are usually not severe and 
can be controlled by reduction of LOXITANE dosage 
or by administration of antiparkinson drugs in usual 
dosage. Dystonic and dyskinetic reactions have 
occurred less frequently, but may be more severe. 
Dystonias include spasms of muscles of the neck and 
face, tongue protrusion, and oculogyric movement. 
Dyskinetic reaction has been described in the form of 
choreo-athetoid movements. These reactions 
sometimes require reduction or temporary withdrawal 
of LOXITANE dosage in addition to appropriate coun- 
teractive drugs. 


Persistent Tardive Dyskinesia — As with all antipsychotic 
agents, tardive dyskinesia may appear in some patients 
on long-term therapy or may appear after drug therapy 
has been discontinued. The risk appears to be greater in 
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elderly patients on high-dose therapy, especially 
females. The symptoms are persistent and in some 
patientsappeartobe irreversible. The syndromeis char- 
acterized by rhythmical involuntary movement of the 
tongue, face. mouth, or jaw (eg. protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing move- 
ments). Sometimes these may be accompanied by 
involuntary movements of extremities. 


There is no known effective treatment for tardive 
dyskinesia; antiparkinson agents usually do not 
alleviate the symptoms of this syndrome. It is sug- 
gested that all antipsychotic agents be discontinued 
if these symptoms appear. Should it be necessary to 
reinstitute treatment, or increase the dosage of the 
agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an 
early sign of the syndrome, and if the medication is 
stopped at that time the syndrome may not develop. 


Cardiovascular Effects: Tachycardia, hypotension, 
hypertension, light-headedness, and syncope have been 
reported. 


A few cases of ECG changes similar to those seen with 
phenothiazines have been reported. It is not known 
whether these were related to loxapine administration. 


Skin: Dermatitis, edema (puffiness of face), pruritus, and 
seborrhea have been reported with loxapine. The 
possibility of photosensitivity and/or phototoxicity occur- 
ring has not been excluded; skin rashes of uncertain 
etiology have been observed in a few patients during hot 
summer months. 


Endocrine Effects: No endocrine abnormalities have 
been reported. 


Anticholinergic Effects: Dry mouth, nasal congestion, 
constipation, and blurred vision have occurred; these are 
more likely to occur with concomitant use of antiparkin- 
son agents. 


Other Adverse Reactions: Nausea, vomiting, weight 
gain, weight loss, dyspnea, ptosis, hyperpyrexia, flushed 
facies, headache, paresthesia, and polydipsia have been 
reported in some patients. 


DOSAGE AND ADMINISTRATION 

LOXITANE /oxapine succinate is administered orally 
usually in divided doses two to four times a day Daily 
dosage (in terms of base equivalents) should be ad- 
justed to the individual patient's needs as assessed by 
the severity of symptoms and previous history of 
response to antipsychotic drugs. Initial dosage of 10 mg 
twice daily is recommended, although in severely dis- 
turbed patients initial dosage up to a total of 50 mg daily 
may be desirable. Dosage should then be increased 
fairly rapidly over the first seven to ten days until there is 
effective control of psychotic symptoms. The usual 
therapeutic and maintenance range is 60 mg to 100 mg 
daily. However, as with other antipsychotic drugs, some 
patients respond to lower dosage and others require 
higher dosage for optimal benefit. Daily dosage higher 
than 250 mg is not recommended. For maintenance 
therapy, dosage should be reduced to the lowest level 
compatible with symptom control; many patients have 
been maintained satisfactorily at dosages in the range of 
20 mg to 60 mg daily 


HOW SUPPLIED 

LOXITANE /oxapine succinate is supplied in the 

following base equivalent strengths: 

CAPSULES Hard Shell Printed "Lederle" 

10 mg— Green and Yellow; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5360. 

25 mg-— Green Two Tone; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5361. 

50 mg— Green and Blue; Bottles of 100, 1000, and 
unit dose 10 x 10's— Product Number 5362. 

REV. 3/75 


LEDERLE LABORATORIES 
A Division of American Cyanamid Company 
Pearl River, N. Y. 10965 
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PSYCHIATRISTS 


Searcy Hospital, located 30 miles 
north of Mobile, Alabama, has vacan- 
cies for four full time Psychiatrists. 
This would involve medical work in 
the field of Psychiatry in a state men- 
tal hospital. 


Applicants must be board eligible or 
board certified. Salary negotiable 
and competitive. Liberal fringe 
benefits: Leave (Vacation, Sick and 
Military); Health Insurance; and 
Retirement. 


Send curriculum vitae to: 


Ivan E. Bell 

Personnel Officer 

Searcy Hospital 

Mt. Vernon, Alabama 36560 


An Equal Opportunity Employer 


WATERBURY 
HOSPITAL 


DIVISION OF PSYCHIATRY 
YALE UNIVERSITY AFFILIATION 
ARCEM ME ES o 


Psychiatrist to work in a wienn multi-disciplinary team 


approach in a major Yale affiliated teaching hospital. 
ust be familiar with neuro- ps diagnosis, 
psycho- Able a individual, group, family, and 
milieu therapies good opportunity for combining 
community psychiatry, academic, research and private 
practice interests. Excellent salary and benefits. Full or 
part time. Send curriculum vitae to: 
Irwin M. Greenberg, MD, DMSC, 
Director of Psychiatric Services 


WATERBURY HOSPITAL 
HEALTH CENTER 


64 Robbins Street, Waterbury, Connecticut 06720 
or CALL Dr. Steven Taube at 
Waterbury (203) 573-6109 
We are An Equal Opportunity Affirmative Action Facility 
SEREI 
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PSYCHIATRISTS 


To participate in the reorganization . 


and revitalization of mental hospitals 
in Kentucky. Openings include posi- 
tion of hospital director and in the 
major divisions. Salary range $34,- 
128 to $41,599 depending on 
qualifications and experience. 


Regular periodic salary increases; 
limited part-time private practice 
permissible; also part-time employ- 
ment in Community Mental Health 
Centers possible; 
academic 


potential for 
affiliation in some 
locations. 


Write or telephone: 


Aaron S. Mason, M.D. 
*c/o Eastern State Hospital 
Lexington, Kentucky 40508 


(606) 255-1431 


PSYCHIATRIST 


Experienced with 7-16 age range (Cer- 
tification in Child Psychiatry desirable) for 
work in innovative treatment program for 
juvenile offenders. This is a joint project 
involving the New York State Division for 
Youth and the New York State Dept. of 
Mental Hygiene. Duties include in-take 
evaluations, staff training, clinical supervi- 
sion and research opportunities. Faculty 
appointment at Albert Einstein College of 
Medicine possible. 





Salary dependent on qualifications, 


up to $35,575. 


Send C.V. to R. Shaut, Personnel Director 


BRONX CHILDREN’S 
PSYCHIATRIC CENTER 


1000 Waters Place, Bronx, New York 10461 
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sychiatrists 


We are a large progressive community 
based JCAH Sda and medical 
school affiliated psychiatric facility un- 
dergoing accelerated expansion of services. 
Present openings for INPATIENT AND 
OUTPATIENT STAFF PSYCHIATRISTS 
require licensure in any state or in Canada 
by examination and completion of ap- 
proved psychiatric residency program. We 
offer a starting salary commensurate with 
pu background, comprehensive fringe 
enefits and an innovative environment 
conducive to ongoing professional 
development. 


Send C.V. in confidence to, or contact, 
N. S. Lehrman, M.D., Deputy Director-Clinical 


KINGSBORO 
PSYCHIATRIC CENTER 


681 Clarkson Ave., Brooklyn, N.Y. 11203 
212-756-9600 





PSYCHIATRIC RESIDENCY APPLICATIONS 


now being accepted for approved 3 year training program 
in the Dept. of Psychiatry & Behavioral Science of the 
School of Medicine, Health Sciences Center, State Univer- 
sity of New York at Stony Brook. 


Salary range is approximately $15,000-$20,000. The 
University psychiatric service includes a full range of 
teaching, research and service components including a 
comprehensive, community oriented mental health 
program with responsibility for a catchment area of 
300,000. Program provides training in the treatment of 
acute and chronic patients of all ages (child and adult) both 
in the hospital and in the community; the management of 
psychiatric emergencies, mental retardation, geriatrics, 
drug abuse and alcoholism, suicide, neurology, psy- 
chosomatics, human sexuality, forensic and administrative 
psychiatry; opportunities for research training, and 
teaching medical students and students of the allied health 
profession. Full resources of the university campus and 
Health Sciences Center available for special courses in 
basic sciences, human behavior, other clinical subjects and 
related sciences in addition to individual supervision and 
perceptorship. 


Stony Brook is located in a scenic region of the North Shore 
of Long Island, some 50 miles northeast of New York City, 
and a short distance from Long Island Sound, with ex- 
cellent schools and recreational facilities (swimming, 
fishing, boating, etc.). This department is an Affirmative Ac- 
tion Oriented Equal Opportunity Employer. 


Contact: Dr. Stanley F. Yolles, Chairman 
Dept. of Psychiatry & Behavioral Science 
School of Medicine 


STONY BROOK, NEW YORK 11794 





STATEMENT OF OWNERSHIP, MANAGEMENT AND 
CIRCULATION (Act of October 23, 1962; Section 4639, Title 
39, United States Code) 


1. Date of filing: September 10, 1975. 


2. Title of publication: THE AMERICAN JOURNAL 
OF PSYCHIATRY. 


3. Frequency of issue: monthly. 


4. Location of known office of publication: 1700 18th St., 
N.W., Washington, D.C. 20009. 


5. Location of the headquarters or general business offices of 
the publishers: 1700 Eighteenth St., N.W., Washington, D.C. 
20009. 


6. Names and addresses of publisher, editor, and managing 
editor: American Psychiatric Association, address 1700 18th 
St, N.W., Washington, D.C. 20009; Editor: Francis J. 
Braceland, M.D., above address; Managing Editor: Evelyn S. 
Myers, above address. i 


7. Owner (If owned by a corporation, its name and address 
must be stated and also immediately thereunder the names and 
addresses of stockholders owning or holding | percent or more 
of total amount of stock. If not owned by a corporation, the 
names and addresses of the individual owners must be given. If 
owned by a partnership or other unincorporated firm, its name 
and address, as well as that of each individual must be given): 
American Psychiatric Association, 1700 Eighteenth St., N.W., 
Washington, D.C. 20009. 


8. Known bondholders, mortgagees, and other security 
holders owning or holding 1 percent or more of total amount of 
bonds, mortgages or other securities (If there are none, so 
state): None. 


9. For completion by nonprofit organizations authorized to 
mail at special rates (Section 132.122, Postal Manual). The 
purpose, function, and nonprofit status for Federal income tax 
purpose have not changed during the preceding 12 months. 


10. Extent and nature of circulation: Average no. copies 
each issue during preceding 12 months: A. Total no. copies 
printed (net press run): 28,309; B. Paid circulation: 1. Sales 
through dealers and carriers, street vendors and counter sales: 
None; 2. Mail subscriptions: 26,136; C. Total paid circulation: 
26,136; D. Free distribution (including samples) by mail, carrier 
or other means: 397; E. Total distribution (Sum of C and D): 
26,533; F. Office use, left-over, unaccounted, spoiled after 
printing: 1,776; G. Total Sum of E & F—should equal net press 
run shown in A): 28,309. 


Actual number of copies of single issue published nearest to 
filing date: A. Total no. copies printed (net press run): 29,530; 
Paid circulation: 1. Sales through dealers and carriers, street 
vendors and counter sales: None; 2. Mail subscriptions: 28,124; 
C. Total paid circulation: 28,124; D. Free distribution 
(including samples) by mail, carrier or other means: 406; E. 
Total distribution (Sum of C and D): 28,530; F. Office use, left- 
over, unaccounted, spoiled after printing: 1,000; G. Total (Sum 
of E & F—should equal net press run shown in A): 29,530. 


| certify that the statements made by me above are correct 
and complete. 


(Signature of editor, publisher, business manager, or owner) 


NANCY FREY 


Thorazine 
chlorpromazine 
18 Dosage Forms and Strengths 


Tablets—10, 25, 50, 100 and 200 mg. 
Spansule® capsules—30, 75, 150, 200 and 300 mg. 
Injection—25 mg./ml. 

Syrup —10 mg./5 ml. 
Suppositories —25 and 100 mg. 
Concentrate—30 and 100 mg./ml. 

Single Unit Packages — 10, 25, 50, 100 and 200 mg. tablets; 
30, 75, 150, 200 and 300 mg. Spansule? capsules 


SI4SF Smith Kline & French Laboratories 
Division of SmithKline Corporation, Philadelphia, Pa. 19101 
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. HF you think 
adjunctive antianxiety therapy — 
is indicated... 


: 


Consider Serax? (oxazepam). It 
has been proved useful when 
anxiety and tension aren't respon- 


. Sive to simple reassurance and 


US 


counsel. 

serax has been found valu- 
able, particularly in the older 
patient, in the management and 
control of clinically significant 
anxiety, tension, agitation and ir- 
ritability It may also be useful 
where anxiety accompanies an un- 
derlying organic disorder. 

Of special importance to el- 
derly patients, Serax may be taken 
generally without fear of serious 
side effects* Its dosage flexibility* 
generally permits adjustment to 
individual patient needs, making 
Serax a convenient adjunct to your 
therapy in the older patient. 

Special care must, of course, 
be taken in prescribing antianxiety 
agents for elderly patients, espe- 
cially where cardiac complications 
might ensue from a drop in blood 
pressure. And careful attention 
must be paid to dosage recom- 
mendationsand follow-up observa- 
tion. 


*See following important information. 
*See package circular for full prescribing 
information. 


In Brief: 

Indications: Oxazepam is indicated for the 
management and control of anxiety, ten- 
sion, agitation, irritability and related 
symptoms. Such symptoms are commonly 
seen in patients with a diagnosis of psy- 
choneurotic reaction, psychophysiological 
reaction, personality disorder, or in pa- 
tients with underlying organic disease. 
Anxiety associated with depression is also 
responsive to oxazepam therapy. This 
product has been found particularly use- 
ful in the management of anxiety, tension, 
agitation and irritability in older patients. 
Alcoholics with acute tremulousness, 
inebriation or with anxiety associated with 
alcohol withdrawal are responsive to 
therapy. 


Contraindications: History of previous 
hypersensitivity to oxazepam. Oxazepam 
is not indicated in psychoses. 


Warning: Use in Pregnancy: Safety for use 
in pregnancy not established. 


Precautions: Hypotensive reactions are 
rare, but use with caution where cardiac 
complications could ensue from a fall in 
blood pressure, especially in the elderly. 
Withdrawal symptoms upon discontinua- 
tion have been noted in some patients ex- 
hibiting drug dependence through chronic 
overdose. Carefully supervise dose and 
amounts prescribed, especially for pa- 
tients prone to self-overdose; excessive, 
prolonged use in susceptible patients 
(alcoholics, ex-addicts, etc.) may result in 
dependence or habituation. Reduce 
dosage gradually after prolonged exces- 
sive dosage to avoid possible epileptiform 


seizures. Withdrawal symptoms following 
abrupt discontinuance are similar to those 
seen with barbiturates. Caution patients 
against driving or operating machinery 
until absence of drowsiness or dizziness 
is ascertained. Warn patients of possible 
reduction in alcohol tolerance. Not indi- 
cated in children under 6 years; absolute 
dosage for 6- to 12-year olds not estab- 
lished. 


Adverse Reactions: Therapy-interrupting 
sideeffects arerare. Transient mild drowsi- 
ness is common initially; if persistent, re- 
duce dosage. Dizziness, vertigo and head- 
ache have also occurred infrequently; 
syncope, rarely. Mild paradoxical reactions 
(excitement, stimulation of affect) are re- 
ported in psychiatric patients. Minor 
diffuserashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, leth- 
argy, edema, slurred speech, tremor and 
altered libido are rare and generally con- 
trollable by dosage reduction. Although 
rare, leukopenia and hepatic dysfunction 
including jaundice have been reported 
during therapy. Periodic blood counts and 
liver function tests are advised. Ataxia, 
reported rarely, does not appear related 
to dose or age. These side reactions, noted 
with related compounds, are not yet re- 
ported: paradoxical excitation with severe 
rage reactions, hallucinations, menstrual 
irregularities, change in EEG pattern, 
blood dyscrasias (including agranulocy- 
tosis), blurred vision, diplopia, inconti- 
nence, stupor, disorientation, fever and 
euphoria. 


Availability: Capsules of 10, 15 and 30 mg. 
oxazepam; tablets of 15 mg. oxazepam. 


In clinically significant anxiety 
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Consider the advantages of 


starting her on HALDOL (haloperidol) - 


Acts promptly to 
control 

hostility and 
suspiciousness 


Several clinicians have cited the 
special value of HALDOL 
haloperidol in controlling 
hostility, suspiciousness, ideas of 
persecution and other delusions 
associated with psychoses: 
Symptom control is achieved 
rapidly, with many patients 
showing distinct improvement in 
a few days to a week! *— 
frequently within a few hours 
when the intramuscular form is 
used for initial control of acutely 
agitated psychotic states?" 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
haloperidol is rare. In fact, this 
drug has been reported to increase 
activity in some underactive 
patients, while in hyperactive 
patients it usually reduces activity 
to a normal level without 
somnolence. HALDOL 
haloperidol has been found to 
“normalize” behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community." 


Reduces 
likelihood of 


certain adverse 
reactions 


HALDOL haloperidol, a 
butyrophenone, avoids or 
minimizes many of the problems 
associated with the 
phenothiazines. The most 
commonly noted side effects of 
HALDOL haloperidol — 
extrapyramidal reactions — are 
usually dose-related and readily 
controlled with antiparkinson 
drugs. 

Transient hypotension occurs 
rarely; severe orthostatic 
hypotension has not been 
reported. HALDOL haloperidol 
is also unlikely to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity 
reactions and skin rashes. Ocular 
damage and pigmentation 
changes have not been reported. 


References: 1. Towler, M.L., and Wick, P.H.: Int. J. Neuropsychiat. 3: Suppl. 1,62 (Aug.) 1967. 2. Crane, G.E.: Int. J. Neuropsychiat. 3: Suppl. 
1,111 (Aug.) 1967. 3. Ban, T.A., and Lehmann, H.E.: Int. J. Neuropsychiat. 3: Suppl. 1,79 (Aug.) 1967. 4. Haward, L.R.C.: Clin. Trials ]. 2:135 
(May) 1965. 5. Yun, B.S., et al.: Mich. Med. 67:1349 (Nov.) 1968. 6. Rubin, R.: Alabama]. Med. Sci. 8:414 (Oct.) 1971. 7. Reschke. R.W.: Dis. 


Nerv. Syst. 35:112 (Mar.) 1974. 8. Palestine, M.L., and Alatorre, E.: Quart. J. Stud. Alcohol 34:185 (Mar.) 1973. 


HALDOL 


(haloperidol) 


"P I injection 


highly specific control of disordered and disruptive behavior 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


NIC AEN ATUN T4 Pun directions for use should be read before HALDOL haloperidol is administered or prescribed. 
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HALDOL 





(haloperidol) 


tablets/concentrate/injection 


highly specific control of 
disordered and disruptive behavior 


A Dosage Form for Every Need: 
5 tablet strengths for convenience in individualizing dos- 
age: Y2mg.,1mg.,2mg.,5mg. and 10 mg. 


An undetectable, tasteless liquid concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 


| 





A rapid-acting injection for psychiatric 


emergencies: 5 mg. per cc., with 0.5 mg. 
n methylparaben and 0.05 mg. propylparaben 
Sie and lactic acid for pH adjustment to 

4+0.2. 


Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette’s syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this arug 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related pup 
mortality (presumably due to lack of maternal care reflecting & 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperidol should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders, 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2) — receiving anticonvulsant medica- 
tion, because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3) — with known allergies, or with a history of allergic 
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reactions to drugs. (4)— receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 

If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs, including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperidol is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage, or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence. 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision, urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. 

Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL haloperidol is administered or prescribed. 9 /74 


McNeil Laboratories, Inc. 
Mc NE I L Fort Washington, Pa. 19034 





A private, fully accredited, Psychiatric Hospital, north of Boston, set among 


130 peaceful acres of meadow, lake and wood. Active treatment 
for psychoses, neuroses, alcoholism and drug addiction. 


Baldpate, not just a hospital...... an attitude. 


Medical Director: Patrick J. Quirke, M.D. Clinical Director: Ibrahim Bahrawy, M.D. 


FOR BROCHURE, CONTACT: JAMES K. McKINIRY, ADMINISTRATOR, BALOPATE, INC. GEORGETOWN, MA. 01830 
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GEOGBAPHIC 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 Ibs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 





Just published 
4th edition 


A | 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychologica! Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 


| | bill me | | remittance enclosed 
Name 

Address 

o —s—. —Ó 


Send coupon to: Publications Sales 1275AJP 


American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 
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It can save time, l 
‘it can save money, and it can 
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even save people - 
b dud dmissi 

by reducing readmissions. 

z 

M 

Time Prolixin Decanoate (Fluphenazine Decanoate Money Martin and Townend’, who found from their 
Injection), with duration of action that may last up to 4 study of Prolixin Decanoate that 15 of 39 patients could 
weeks or longer in patients on maintenance therapy, can be maintained on 25 mg. every 4 weeks, also note that on 
effect important savings in nursing time. this basis “a year s maintenance on chlorpromazine 


represents the order of 110 grams of phenothiazine as 
DIES ET SEEN EE TEE PRET n « opposed to 0.33 gram of fluphenazine." Translating this 

-e dadia Staff Time Required to Medicate into dollars shows the following potential hospital savings 
TO SOMZOPTIONIE FAROUN ; on the basis of patient population: 

















-— a ee: 

Tee Cost/500 
erue Agent and Cost/patient/ patients/ 
patients amount/year Form  — year — yea — 
4 minutes required Chlorpromazine 8 oz. concen- $48.75* $24,375 
for each injection (SKF brand) trate 100 mg./ml.T 

110 grams 
— 1 hr., 10 minutes nursing Jkh 
lursing time in 28 days Prolixin Decanoate 35 ml. vials 23.17 11,585 
3 days .33 grams 25 mg./ml. 
n Se | SAVINGS $25.58 $12,790 
3 SI Get SISAVED IN 61 hours and 50 minutes or patient, year — 500 pts/yr 





YS. 


more than 775 eight-hour 
working days * Calculated from prices published in 1975 Red Book 
p —_—— ** Calculated from Squibb 1975 price catalogue 

; CE R: Br J Social Psychiatry 2: 187-191, 1968 t With tablets, the annual cost is even greater 
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People The controlled drug delivery system of Prolixin Decanoate helps get 
schizophrenic patients out of the hospital and helps them stay out. It promotes 
continuity of therapy—reducing outpatient drug defaulting from approximately 
50% with oral medications according to one report? to about 16% according to 
another report?. 


It reduces the number and length of rehospitalizations. In one study of 103 patients 
maintained on injections of long-acting fluphenazines, total hospital readmissions 
for a year were cut from 191 to 50 and inpatient time from 8,713 days to 1 ,335 days’. 


It facilitates return to a productive life. A 12-month followup of 103 discharged 
patients revealed 77% in full-time employment or household duties and only 2375 
unemployed’. 


- PROLIXIN DECANOATE 


| (Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks 
or longer in patients on maintenance therapy. 


& 
5 UIB ) ‘The Priceless Ingredient of every product 
is the honor and integrity of its maker. ™ 


leferences 


Martin ICA and Townend RA. Brit J Psychiat 124: 173-6, 1974 2 
> Goldberg HL, DiMascio A, Chaudhary B: Psychosomatics 11: 173-177, 1970 : e 
3. Medical World News, February 11, 1972, p. 58H For product brief summary See following page. 
4. Denham J and Adamson L: Can Psychiat Assoc J 18: 235-7, 1973 ' peer roe 
f - 
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"(Fluphenazine Decanoate Injection) 


may control schizophrenic symptoms for up to 4 weeks or longer in patients on maintenance therapy. 


Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 
'*:235 mg. fluphenazine decanoate per ml. in a sesame oil vehicle with 
1.296 (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established sub- 
cortical brain damage. In patients who have a blood dyscrasia, liver 
damage or renal insufficiency, or who are receiving large doses of 
hypnotics, or who are comatose or severely depressed. In patients who 
have shown hypersensitivity to fluphenazine; cross-sensitivity to phe- 
nothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car 
or operating heavy machinery may be impaired by use of this drug. 
Physicians should be alert to the possibility that severe adverse re- 
actions may occur which require immediate medical attention. Potentia- 
tion of effects of alcohol may occur. Safety and efficacy in children 
have not been established because of inadequate experience in use 
in children. 


Usage in Pregnancy: Safety for use during pregnancy has not been 
established; weigh possible hazards against potential benefits if ad- 
ministering this drug to pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine 
compound caused cholestatic jaundice, dermatoses or other allergic 
reactions because ofthe possibility of cross-sensitivity. When psychotic 
patients on large doses of a phenothiazine drug are to undergo surgery, 
hypotensive phenomena should be watched for; less anesthetics or 
central nervous system depressants may be required. Because of added 
anticholinergic effects, fluphenazine may potentiate the effects of 
atropine. 

Use fluphenazine decanoate cautiously in patients exposed to ex- 
treme heat or phosphorus insecticides; in patients with a history of 
convulsive disorders since grand mal convulsions have occurred: and 
in patients with special medical disorders such as mitral insufficiency 
or other cardiovascular diseases, and pheochromocytoma. Bear in 
mind that with prolonged therapy there is the possibility of liver damage, 
pigmentary retinopathy, lenticular and corneal deposits, and develop- 
ment of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction 
of a physician experienced in the clinical use of psychotropic drugs. 
Periodic checking of hepatic and renal functions and blood picture 
should be done. Renal function of patients on long-term therapy should 
be monitored; if BUN becomes abnormal, treatment should be dis- 
continued. "Silent pneumonias” are possible. 


ADVERSE REACTIONS: Central Nervous System— Extrapyramidal 
symptoms are most frequently reported. These include pseudoparkin- 
sonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
and hyperreflexia; most often these are reversible, but they may be 
persistent. One can expect a higher incidence of such reactions with 
fluphenazine decanoate than with less potent piperazine derivatives 
or straight-chain phenothiazines. The incidence and severity will de- 
pend more on individual patient sensitivity, but dosage level and patient 
age are also determinants. As these reactions may be alarming, the 
patientshould beforewarnedandreassured. Thesereactionscan usually 
be controlled by administration of antiparkinsonian drugs such as benz- 
tropine mesylate or intravenous Caffeine and Sodium Benzoate Injec- 
tion U.S.P., and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, per- 
sistent and sometimes irreversible tardive dyskinesia may appear in 
some patients on long-term therapy or may occur after discontinuation 
of drug. The risk seems greater in elderly patients, especially females, 
on high dosages. The syndrome is characterized by rhythmical involun- 
tary movements of tongue, face, mouth, or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing movements) 
and may be accompanied by involuntary movements of extremities. 
There is no known effective therapy for tardive dyskinesia; usually the 
symptoms are notalleviated by antiparkinsonism agents. Ifthe symptoms 
appear, discontinuation of all antipsychotic agents is suggested. The 
syndrome may be masked if treatment is reinstituted, or drug dosage 
increased, or a different antipsychotic agent used. Reports are that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause restlessness, 
excitement, or bizarre dreams; reactivation or aggravation of psychotic 
processes may be encountered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 


Autonomic Nervous System — Hypertension and fluctuations in blood 
pressure*have been reported. Although hypotension is rarely a prob- 
lem, patients with pheochromocytoma, cerebral vascular or renal in- 
sufficiency or severe cardjac,reserve deficiency such as mitral insuf- 
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ficiency appear to be particularly prone to this reaction and should be { 
observed carefully. Supportive measures including intravenous 
vasopressor drugs should be instituted immediately should severe 
hypotension occur; Levarterenol Bitartrate Injection U.S.P. is the most 
suitable drug; epinephrine should not be used since phenothiazine 
derivatives have been found to reverse its action. Nausea, loss of 
appetite, salivation, polyuria, perspiration, dry mouth, headache anc 
constipation may occur. Reducing ortemporarily discontinuing the dos- 
age will usually control these effects. Blurred vision, glaucoma, bladder 
paralysis, fecal impaction, paralytic ileus, tachycardia, or nasal con- 
gestion have occurred in some patients on phenothiazine derivatives 

Metabolic and Endocrine—Weight change, peripheral edema, ab- 
normal lactation, gynecomastia, menstrual irregularities, false results 
on pregnancy tests, impotency in men and increased libido in women 
have occurred in some patients on phenothiazine therapy. 


Allergic Reactions —Itching, erythema, urticaria, seborrhea, photo- 
sensitivity, eczema and exfoliative dermatitis have been reported with, 


phenothiazines. The possibility of anaphylactoid reactions should bé. 
borne in mind. 


Hematologic—Blood dyscrasias including leukopenia, agranulocy- 
tosis, thrombocytopenic ornonthrombocytopenic purpura, eosinophilia, 
and pancytopenia have been observed with phenothiazines. If sore- 
ness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular 
depression, therapy should be discontinued and other appropriate 
measures instituted immediately. 


Hepatic—Liver damage manifested by cholestatic jaundice, particu- 
larly during the first months of therapy, may occur; treatment should 
be discontinued. A cephalin flocculation increase, sometimes accom- 
panied by alterations in other liver function tests, has been reported 
in patients who have had no clinical evidence of liver damage. 


Others—Sudden deaths have been reported in hospitalized patients 
on phenothiazines. Previous brain damage or seizures may be pre- 
disposing factors. High doses should be avoided in known seizure ° 
patients. Shortly before death, several patients showed flare-ups of 
psychotic behavior patterns. Autopsy findings have usually revealed 
acute fulminating pneumonia or pneumonitis, aspiration of gastric 
contents, or intramyocardial lesions. Although not a general feature of 
fluphenazine, potentiation of central nervous system depressants such 
as opiates, analgesics, antihistamines, barbiturates, and alcohol may 
occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe 
enough to cause fatal cardiac arrest, altered electrocardiographic and 
electroencephalographic tracings, altered cerebrospinal fluid proteins, 
cerebral edema, asthma, laryngeal edema, and angioneurotic edema; 
with long-term use, skin pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. Local tissue reactions 
occur only rarely with injections of fluphenazine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic* single dose preassembled syringes 
and cartridge-needie units, and 5 ml. vials. 






FILMS ON PSYCHIATRIC MANAGEMENT 
AVAILABLE FROM SQUIBB 


e A Chance for Change 

e A Way Out 

e Community Treatment of the Psychotic Patient 
e A New Concept in Psychiatric Management 

e Psychiatric Services in General Hospitals 

e The Quality of Care 













For further information contact your Squibb Representative 
or write: Squibb, P.O. Box 4000, Princeton, N.J. 08540 
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MOVING? 


PLEASE NOTIFY US" 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 





NAME 





DEPARTMENT 


ORGANIZATION 





STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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symptoms 
often interfere 
with therapy 











In clinically significant depression, the patient 
often becomes barricaded behind his own 
symptoms during psychotherapy. Because 
these symptoms can be so sharply defined and 
somatic in expression, he may reject the fact 
that they are psychic in origin. Sleep disturb- 
ance, gastrointestinal complaints, anorexia, 
chronic fatigue, and other psychosomatic 
symptoms may so preoccupy—or overwhelm— 
the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 
Instead of being able to concentrate on 
the core emotional problems ofthe — 
depression itself, he may for ex- sg 
ample go on at length about how y 
broken his sleep is or keep 4 


Iiclinically significant depression... 


! 
















reiterating (while the therapeutic hour slips 7 
by) how physically miserable he feels. 





ELAVIL 


(AMITRIPTYLINE HCI, MSD) 
to help 
penetrate the 
symptom barrier 
in depression 
requiring 
medication 
ee ee | 


ELAVIL, a highly effective tricyclic antidepres- 


















sant, will often alleviate these symptoms. With 
^ 


the helpof ELAVIL, sleep disturbance— 
so common in clinically depressed 
patients and often the symptom 
that distresses them most—as 


V 


well as other “barrier symptoms'' may be 
lessened to the point where they no longer 
come between you and the patient. 





psychotherapy 





takes 
direction 








va these preoccupying complaints are lifted, 
psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 
sume or pursue more efficiently the necessary 
activities in their personal lives. 





meeting 
therapeutic 
goals 








And as the antidepressant activity of ELAVIL 
(Amitriptyline HCI, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
times only a minimum of actual psychotherapy 
is required. The patient may experience a 
more rapid recovery—while you conserve valu- 
able time. 


Prescribe ELAVIL then, to help 
lighten the patient’s burden 
in depression—and yours 
in its management. 








ELAVIL should not be used during the acute * 
recovery phase following myocardial ae 


tion; in patients hypersensitive to it; int 
who have received an MAOI within two weeks; 
or in children under 12. Patients with cardio- 
vascular disorders should be watched closely. 
Its safe use during pregnancy and lactation 
has not been established. The drug may im- 
pair mental or physical abilities required in 
the performance of hazardous tasks and may 
enhance the response to alcohol. Since sui- 
cide is a possibility in any depressive illness, 
patients should not have access to large quan- 
tities of the drug. Hospitalize as soon as pos- 
sible any patient suspected of having taken 
an overdose. 


TABLETS: 10 mg, 25 mg, 50 mg, 75 mg, and 100 mg 
INJECTION: 10 mg per ml 


ELAVIL 


(AMITRIPTYLINE HCI | MSD) 


an antidepressant 
with an 
anxiety-reducing 
sedative 
component 

to its action 












For a brief summary of prescribing 
information, please see following page.- 
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patient needs. The variety of dosage 
strengths available with ELAVIL 
flexibility. 
Once-a-day dosage at bedtime is an 
tain—many patients on therapy. The 
simplicity of this regimen helps im- 
may also be prescribed in divided 
daily doses. 
before the antidepressant effect of 
ELAVIL is noted. An adequate ther- 
30 da 5 to develop. 

50 mg 
These tablets may be advantageous 
daily bedtime dosage in adult out- 
patients. The usual starting dosage 
tiated with 50 to 100 mg daily. 
This may be increased by 25 or 
dose to a total of 150 mg per day. 
These tablets may also be conve- 
These patients may need 100 mg a 
day initially which can be increased 
sary. A small number of such pa- 
tients may need as much as 300 mg 
This tablet may prove useful when 
initiating therapy with divided daily 
dosage is usually 75 mg daily. If 
necessary, this dosage may be in- 
a day. Increases are made prefer- 
ably in the late afternoon or bedtime 
10 mg Č) 
Because lower doses are generally 
elderly patients, the 10-mg tablets 
may be most serviceable. Ten mg 
time may be satisfactory in adoles- 
cent and elderly patients who do not 


Five tablet strengths for differing 
makes possible great prescribing 
appropriate way to start—and main- 
prove patient compliance. ELAVIL 
A sedative effect may be apparent 
apeutic effect may take as long as 
75mg 
when initiating therapy with once- 
is 75 mg daily. Therapy may be ini- 
50 mg as necessary in the bedtime 
nient for many hospitalized patients. 
gradually to 200 mg a day if neces- 
a day. 
25 mg 9 
doses in adult outpatients. Starting 
creased gradually to a total of 150 mg 
doses. 
recommended for adolescents and 
three times a day with 20 mg at bed- 
tolerate higher doses. 


NOTE: The usual maintenance dos- 
age of ELAVIL is 50 to 100 mg per 
day which may be given in a single 
dose preferably at bedtime. In some 
patients 40 mg per day is sufficient. 
This drug is not recommended for 
patients under 12 years of age. 













i . 
Contraindications: Known hypersensitivity. Should not be given concomitantly wit 
monoamine oxidase inhibitor or within at least 14 days following the discontinuancg@fof 
a monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, an 
deaths have occurred. When used to replace a monoamine oxidase inhibitor. initia 
dosage of amitriptyline HCI cautiously with gradual increase in dosage until optimu 
response is achieved. Not recommended during the acute recovery phase following 
myocardial infarction. 
Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or uri- 
nary retention, or with angle-closure glaucoma or increased intraocular pressure; in pa- 
tients with angle-closure glaucoma, even average doses may precipitate an attack. Pa- 
tients with cardiovascular disorders should be watched closely; arrhythmias, sinus 
tachycardia and prolongation of the conduction time have been reported, particularly 
with high doses; myocardial infarction and stroke have been reported with drugs of this 
class. Close supervision is required for hyperthyroid patients or those receiving thyroid 
medication. May impair mental and/or physical abilities required for performance of 
hazardous tasks, such as operating machinery or driving a motor vehicle. Safe use dur- 
ing pregnancy and lactation has not been established; in pregnant patients, nursing 
mothers, or women who may become pregnant, weigh possible benefits against possi- 
ble hazards to mother and child. Not recommended for patients under 12 years of age. 
Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms; 
manic depressive patients may experience a shift to the manic phase. In these circum- 
stances, the dose of amitriptyline HCI may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently. 
When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjustm 
of dosages are required. Use cautiously in patients receiving large doses of ethchlor- 
vynol, since transient delirium has been reported on concurrent administration. May 
enhance the response to alcohol and the effects of barbiturates and other CNS depres- 
sants. The possibility of suicide in depressed patients remains during treatment and un- 
til significant remission occurs; this type of patient should not have access to large 
quantities of the drug. Concurrent electroshock therapy may increase the hazards 
associated with such therapy; such treatment should be limited to patients for whom it 
IS essential. When possible, discontinue the drug several days before elective surgery. 
Both elevation and lowering of blood sugar levels have been reported. 
Adverse Reactions: Wote: Included in this listing are a few adverse reactions not re- 
ported with this specific drug. However, pharmacological similarities among the tri- 
cyclic antidepressant drugs require that each reaction be considered when amitriptyline 
IS administered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke. CVS and Neuromuscular: Con- 
fusional states; disturbed concentration; disorientation: delusions: hallucinations: ex- 
citement; anxiety; restlessness; insomnia; nightmares: numbness, tingling, and 
paresthesias of the extremities; peripheral neuropathy; incoordination: ataxia: tremors: 
seizures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome oi 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, 
blurred vision, disturbance of accommodation, constipation, paralytic ileus, urinary re- 
tention, dilatation of urinary tract. A//ergic: Skin rash, urticaria, photosensitization, 
edema of face and tongue. Hemato/ogic: Bone marrow depression including 
agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastrojn- 
testinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, 
diarrhea, parotid swelling, black tongue, rarely hepatitis (including altered liver function 
and jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
enlargement and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after prolonged administration 
may produce nausea, headache, and malaise; these are nu_ indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous admin- 
istration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
tricyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the 
dosage should be repeated as required, particularly if life-threatening signs such as ar- 
rhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. 
How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitrip- 
tyline HCI, in single-unit packages of 100 and bottles of 100 and 1000: tablets contain- 
ing 75 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 
100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 
44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 
For more detailed information, consult your MSD representative or see full 
prescribing information. Merck Sharp & Dohme, Division of Merck & Co., INc., 
West Point, Pa. 19486 
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Now ECT procedures can be conducted in a truly scientific manner. The MECTA ECT stimulator and 
monitor is the safest, most accurate instrument ever offered in the field of Electro Convulsive Therapy. 
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AN INSTRUMENT WITH LOGIC: 
The Self Test feature verifies the stimulus electrodes and either enables or disables the stimulator. 


AN INSTRUMENT WITH A MEMORY: 
All stimulus parameters including frequency, pulse width, stimulus duration. electrode verification, 
dynamic patient impedance, and (with a simple computation) watt seconds, are displayed on the 


«€ (Y | two channel recorder for a written record of the procedure. 
// NN F AN INSTRUMENT WITH COMPASSION: 
eode Stimulus lead verification make electrode burns virtually impossible. On line chart recording of EEG 
and ECG allow for immediate recognition of a missed seizure. 
FOR ADDITIONAL INFORMATION CONTACT: The MECTA uses the least watt seconds of any machine of this type. 
James L. Fling, President, or R. A. Oesterling, Sales Mgr. AN INSTRUMENT OF VERSATILITY: 
BIO-PHYSICS DIVISION OF CUSTOM SYSTEMS ASSOCIATES, INC. The two channel chart recorder con aimed with the shirnylator Ded for EEG ond Pa monomo 
as well as any other low level biological signal. Tardive Dyskinesia or tremor monitoring is possible 
- 14100 N. W. Science Park with an optional transducer. 
Portland, Oregon 97229 This new instrument ond scientific documentation, will help to ease the fears of those who oppose ECT 
(503) 646-6806 TWX 910-457-8717 as a procedure, and will aid those who use ECT to prove the clinical value and safety of the procedure. 
Three treatment centers provide in- TheSan Marcos Treatment Center — early discharge to the less restric- 
dividually prescribed programs of a facility with three campuses de- tive settings of community-based 
care, education, treatment andtrain- signed for individuals with psychiat- ^ programs. 
ing for children, adolescents and ric, neurological, and intellectual 
adults with learning disabilities, difficulties who have evidenced Write: The Director of Admissions / 
neurological impairment, mental re- a need for a 24-hour therapeutic Department C-0 / THE BROWN 
tardation or emotional disturbance. ^ milieu. SCHOOLS / P.O. Box 4008, 
Advantage: the availability of a The Center offers a broad spectrum Volt Cae erth BR 
- large,trainedand experienced staff, of services to both mentally.retarded Out of State Free: (800) 531-5305 
exchanging ideas and insights in a individuals and those with psychiat- From Texas Free (800) 292-5404 
comprehensive program of support- ric disorders. In addition to a struc- * 
ive environment and individualized tured therapeutic environment, 
treatment. individual and group psychotherapy Jackson R. Day, M.D./Medical and Psychiatric Di- 
Advantage: geographically separa- pate are available to each resi- James L. Boynton, M.D./Director, The Oaks 
ted to provide the proper residen- ent. Clinical supervision and sup- Residential Treatment Center 
tial milieu . . . yet near enough to port services are provided by the John L. Carrick, M.D./Staff Psychiatrist 
benefit from the combined training Center psychiatrists. Orrie L. Forbis, Jr., M.D./Staff Psychiatrist 
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and experience of a wide range of 
staff members. 


The Oaks — A residential psychiat- 
ric treatment center for emotionally 





The Ranch Treatment Center — 

located in the suburbs of Austin 
the Center provides both long-term 
and intermediate tenure services to 








Other Medical Staff: Thomas F. Caldwell, D.D.S./ 
Patrick A. Cato, M.D./Willis M. Thorstad, M.D. 


disturbed children and adolescents  nulti-handicapped male adoles- mission on Accreditation of 
} between the ages of six and 18. Co- Cents and adults whose primary diag- 

educational, Austin. In addition, the  "0Stic classifications are in areas THE 
| Center provides a Short Term Ado- of mental retardation and mental ill- BROWN 
3 lescent Center and a six bed inten- "SS. All residents receive program SCHOOLS 
E: sive care unit. services which may permit their 
d 
n ; d SS 
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. THE DEVEREUX FOUNDATION 
DEVON, PA. 


"Sut Rar Kh service to exceptional children 
have reassured us that the latest educational tool 
is pecond to the value of the human resource, 


">, A NON-PROFIT ORGANIZATION 
~ Helena T. Devereux, l Marshall H. Jarvis, * sy” THE DEVEREUX FOUNDATION 


Founder and Consultant Pipsident 


o 


» i 


e: FOR'INFORMATION AND LITERATURE: .. Charles J. Fader, Director, of Admissions 
Devereux Schools, DeVon, Pennsylvania 19333 

PENNSYLVANIA, MASSACHUSETTS, CONNECTICUT ; P 
T bd Ellwood M. SmitHt "Admissions Officer, Devon, Pa. 19333 
‘CALIFORNIA `. j ( (Keith A. Seaton, Admissions,Officer, Box 1079, ‘Satta Barbara 93102 
TEXAS ....... MIS LL "Robert E. Worsley, Adimissténs Officer, Box 2666; “Victoria 77901 
ARIZONA . Sette F. Éden, EdD., Diregtor, 6404°E. Sweetwater, Scottsdale 85254 
pai ge “Ralph L. Fis dab Director, 1980 Stanley Road, NW., Kennesaw« 30144 
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